
           
 
 
 
 

Credit Card Authorization Form 

By signing below, I authorize the following credit card number to be billed for psychotherapy, 

the 3 % credit card surcharge, and $190 charges for appointments not cancelled with at least 48 

hours’ notice.  See patient contract for more information on fees. If you have any questions, 

please don't hesitate to ask your psychologist.   

 

Type of Card 

 

Card Number 

 

Expiration Date  

 

Security Code 

 

Zip Code of Address Linked to Card  

 

 

 

Printed Name of Client  

 

 

 

   

Signature of Client or Parent/Guardian       

 

 

 

 

Date 

 

 

 


