
 

 

AAMI Credit Card Authorization Form 

 

Date: ____________________ Invoice Number: ____________________ 

 

Company or Individual Name (on invoice): _______________________________________________________________ 

 

Transaction Amount:  $____________________ 

 

Amex               Discover               MasterCard               Visa 

 

Account Number: __________________________________________________ 

 

Expiration Date: ________ / ________          CVV: ________________ 

 

Cardholder’s Name: __________________________________________________ 

 

Street Address: _____________________________________________________________________________________ 
 

City: ______________________________________________________________________________________________ 
 

State: _____________________________________________________________________________________________ 
 

Zip: _______________________________________________________________________________________________ 
 

Country: __________________________________________________________________________________________ 
 

Phone Number: __________________________ Email: ____________________________________________________ 

 

Comments (if applicable): 
 

Association for the Advancement of Medical Instrumentation (AAMI) 

901 N. Glebe Road, Suite 300 

Arlington, VA 22203-1854 
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