
 
 

 

 

Name of Clinic: ________________________________________________________ 

 

Business Manager Contact: _____________________________________________ 

 

Contact Information:      

 Please provide both but indicate preferred method:  

 

Phone: ___________________________________ 

      

Email: ___________________________________ 

 

Credit Card #: __________________________________________________________ 

 

Please Circle One:         VISA               Mastercard                  Discover 

 

Name on Credit Card: ___________________________________________ 

 

Expiration Date: _______________________________________________ 

 

Credit Card Billing Address: ____________________________________________ 

 

_______________________________________________________________________ 

 

_______________________________________________________________________ 

 

 
 

 

Please return this completed form to: 

Advanced Regenerative Therapies 

200 West Mountain Avenue, Suite A 

Fort Collins, CO 80521 

 

 

Or it can be emailed to Cristin at cckart@gmail.com 
    

 

NNeeww  AAccccoouunntt  FFoorrmm  


