
CIPUSA Credit Card Authorization Form 
 

************Please email or fax to 216.566.1490********** 
 

Trainee Name: _____________________________________________ 
 
Name on Card ______________________________________________________ 
 
Type of Card:  Visa     Mastercard     Discover   Exp. Date___________ 
 
Card Number _______________________________________________________ 
 
Security Code (last 3 #s on back of card): __________________ 
 
Billing Address _____________________________________________________ 
 
City ____________________________ State _____________________________  
 
Country _________________________ Zipcode ___________________________ 
 
Phone ___________________________  
 
Memo ____________________________________________________________ 
 
Amount $ ________________________ Date _____________________________  
 
Signature __________________________________________________________ 
 
Receipt can be mailed or emailed. Please include the name 
and address or email of the card holder here: 
 
Card Holder Name: ____________________________________ 
Card Holder Address:  
________________________________________________________________ 
________________________________________________________________ 
________________________________________________________________ 
 
Email address: ____________________________________________________ 
 
----------------------------------------For Staff Use Only----------------------------------- 
 
Charged:  Date ________ Staff  _______________________________________ 
 


