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Prepayment for the testing services is required prior to beginning our testing. Please complete 

this form and include this paperwork with the shipment of the patient sample. 
 
 

For questions:  researchpayments@nemours.org 
 
 
 
 
  
 
         MDL Use Only 
         Invoice#:____________________  
         Processing Date:______________ 

 
Credit Card Authorization:  For Direct Patient Billing  

 
Patient Name: 
 
 

Credit Card 
  
  □     American Express   
  □     MasterCard              
  □    Visa 
  □     Other _________________________             
    
 

Name of Card holder: 
 

Card holder address: 
 
 

Credit Card Number: 

Card holder phone: 
 
email address: 
 
 

Expiration Date: 

 
Authorized payment amount: 
 
 

Security Code: 
  (on back of card) 

Card holder signature: 
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