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 (
1409 East Boulevard  ~  Suite 110 ~  Charlotte, NC
 
28203
704-376-
2728
 ~ Fax
: 704-376-2725
        
www.EagleEyeNC.com
)



Payment Authorization Form
Monthly Auto Debit
❏ By signing this Agreement, I hereby authorize Eagle Eye Detective Agency and Associates to bill my credit card, bank debit card or E- check for all usage charges as made and invoiced
One Time Debit ( For Single payment option)
❏ By signing this Agreement, I hereby authorize Eagle Eye Detective Agency & Associates to bill my credit card, bank debit card or E-check in the amount of:
$_______________________ on _________________________
     Amount to be charged                                 Date

Past Due Account Payment back up (for accounts over  29 days past due)
❏ By signing this Agreement, I hereby authorize Eagle Eye Detective Agency & Associates to bill my credit card, bank debit card or E-check in the event my account becomes more than 29 days past due.  I agree on the 30 day, my card will be charged the full amount of the past due invoice.  In the event the card is declined, I agree to pay an additional late fee of $25.00 and 10% interest accruing every 29 days after the original due date. 
Credit Card Type____________
Credit Card number   _________       _________       _________       _________
3 or 4 Digit Code ______________
Expiration Date _________________

Name as it appears on the Account (print) ____________________________________________
Company Name (if applicable) ______________________________________________________
Bank Routing Number/ Account Number______________________________________________
Exact Billing Address of Card Holder__________________________________________________

                                                                __________________________________________________
Email Address ___________________________________________________________________
Telephone Number ____________________________

________________________________________            _________________________________                     Signature                                                                                  Date

________________________________________            _________________________________                     Eagle Eye Representative  Signature                                    Date
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