(Enter Your Company/Professional Title Here)

Credit/Debit Card Payment Consent Form

Payee Name _____________________________​​​​___________________________ 



Print Last


First


Middle Initial

Name on card if different _______________________________________________


I authorize _________________________ to charge my card for professional



           Provider Name
 
services as follows:
(Payee Initials)


______     This visit only, for the amount of $ _________________

______     All visits over the next _____ months, beginning ____/___/____, 

not to exceed $ _____________ in total. 

______     Recurring charges, date(s) of service from ____/___/___ to 

____/___/___, not to exceed $ __________________,

___ monthly, ___ semi-monthly, ____ weekly, ____ per visit.
______     Other; _____________________________________________________

__________________________________________________________

Type of card: VISA __   MASTERCARD __    AMEX __    DISCOVER __

Card Number: ________ - ________ - _________ - _________

Expiration Date: ____ / ____         Security Number (on back of card): ______

Card holder’s billing address for monthly card statements:
 
_________________________________________________________________
Street/apt/floor


City


State

Zip Code





Card holder’s signature: ______________________________   Date: ___ / ___
