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Credit Card Authorization
I authorize Powers Ferry Psychological Associates, L.L.C. to charge my credit card for services rendered. Credit Cards are run on the 15th and the last business day of each calendar month.  This includes but is not limited to:

· Co-payments, co-insurance and deductibles

· Any late cancellation or no-show charges

· Telephone or email sessions

· Fees associated with testing, report writing, consultations and other services scheduled with your practitioner

· Initial sessions that were not authorized by your insurance carrier and sessions that exceeded the maximum benefits provided by your insurance company.  

If you should decide to authorize the use of a debit card, please be advised that you will be solely responsible for any overdraft or other fees that may be incurred as a result from charges made by PFPA.

As a courtesy, if you are using insurance we will obtain your insurance benefits but this is not a guarantee of coverage. We file claims to your primary insurance company and apply charges in accordance with the Explanation of Benefits (EOB) received from the processing of claims.  

Patient’s Name: ________________________________________________
Cardholder’s Name: _____________________________________________
Cardholder’s Address: ___________________________________________

________________________________________________________________

Credit Card:  ____ Visa   ____ Master Card   ____ Discover   (AMEX not accepted)

Credit Card #: ______________________________________

Expiration Date: _______________

CVC #: _____________

Cardholder’s Signature: ________________________________   

Date: __________________________ 
For Office Use Only





Therapist: 			





Date Rcv’d: 			





Entered In TH: 





Entered in worksheet: 
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