
 

PAYMENT INFORMATION 

Please check desired payment option: 

___ I/We prefer to pay by credit card at the time of service and would like the credit card debited for each 

session 

 

___ I/We prefer to pay by check or cash at the time of service and will keep a credit card on file, 

understanding it will only be debited if the account becomes past due. 

 

Please provide credit card information for (patient name): ______________________________________ 

Type of credit card (please circle one)  MASTERCARD  VISA 

Name as it appears on card:______________________________________________________________ 

Address of cardholder:__________________________________________________________________ 

_____________________________________________________________________________________ 

 

Credit card number: ___________________________________________________________________ 

Expiration Date: ________________________ 

 

Signature of cardholder:_________________________________________________________________ 

Date of signature:_____________________________ 


