CREDIT CARD/ DEBIT CARD AUTHORIZATION FORM

FOR PSYCHOLOGICAL TREATMENT, MISSED APPOINTMENTS, AND PAST DUE 

STATEMENTS

[bookmark: _GoBack]Please complete all fields. You may cancel this authorization at any time by contacting us. This authorization will remain in effect until canceled. 
________________________________________________________
Client Name 

___________________________________________________
Cardholder Name

_____________________________________________________________________________
Cardholder Billing Address

______________________________________________________________________________
City                                                                                             State                       Zip

Card Type:         ___ Amex                 ___ Discover            ___ MasterCard                 ___ Visa

____________________________________________________
Credit Card Account Number 

________ / ________                                                                    __________________________
Expiration Date (month/year)                                                       Verification Code (3 or 4 digits)

I,_____________________________________, authorize ___________________________to charge my credit/debit card above for agreed upon services/purchases. I understand that my information will be saved to file for future transactions on my account. 

______________________  /__________                                  ________________________ / ___________
Customer Signature / Date                                                          Therapist Signature / Date
