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Please check one payment option: 
 

□ I/We elect to pay by credit card at the time of service and would like the credit card debited for 

each session. 
  

□ I/We elect to pay by check or cash at the time of service and would like my credit card kept on 

file and debited only if my account becomes past due. 
 
  
Please provide credit card information for:  
 
_____________________________________    Name of Patient(s) 
 
Type of Credit Card (circle one): MASTERCARD VISA         AMERICAN EXPRESS 
 
PLEASE NOTE: If card is a health savings debit card, please provide back-up payment information. 
 
 
Name as it appears on card: __________________________________________ 
 
 
Address of card holder: _______________________________________________ 
     
    _______________________________________________ 
 
 
Credit card number:  _______________________________________________ 
 
Expiration date:  ________/________ 
        month             year 

 
 
Signature of card holder: _______________________________________________ 
 
 
Date of signature:  ________/________/_______   
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