
Card Type (please circle one): American Express Mastercard VISA Discover

Patient Name or Institution ID: ____________________________________________________________

Card Number: ________________________________________________________________________

Expiration Date (mm/yy): ____ /____

CVC Code: ___________

Cardholder Name (Please Print): _________________________________________________________

Cardholder Address: ___________________________________________________________________

City, State, Zip: ________________________________________________________________________

Cardholder Signature: __________________________________________________________________

Cardholder E-mail: _____________________________________________________________________

Authorized Payment Amount: _____________________________________________________________

Payment Date (mm/dd/yy): ____ /____ /______ 

Fax Response: 713-798-4187

E-mail response kims@bcm.edu

Mailing Address: Baylor College of Medicine

Medical Genetics Laboratories

P. O. Box 4832

Houston, TX  77210-4832

Billing Questions: 713-798-5849
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