
 
 
 
 

 
 
 

C R E D I T  C A R D  A U T H O R I Z A T I O N  F O R M  
 

 
COMPANY:______________________________________________________________________ 
 
NAME OF CARD HOLDER:________________________________________________________ 
 
CREDIT CARD N°:________________________________________________________________ 
 
EXPIRY DATE:___________________________________________________________________ 
 
CVS CODE:______________________________________________________________________ 
(three digits at the back) 
 

 
I herewith authorise SPINEWEEK to charge the total amount of:  _____________  EURO 
 
 
REFERENCE*: _______________________________________________________________ 
 
   _______________________________________________________________ 
 
   _______________________________________________________________ 
 
   _______________________________________________________________ 
 
 
* e.g. name of the congress, participant, registration number, etc… 
 
 
 
 
DATE:     CARD HOLDER’S SIGNATURE: 
 
____________________   _________________________________ 
 
 
 

 
 

FORM TO BE RETURNED TO SPINEWEEK 
LAURENCE@MEDICONGRESS.COM - FAX: +32 9 344 40 10 

NOORWEGENSTRAAT 49 - B-9940 EVERGEM - BELGIUM 
PHONE: +32-(0)9-218 85 85 - FAX: + 32-(0)9-344 40 10 

Email: spineweek@medicongress.com - Web www.spineweek.org 
 


