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         9711 Skokie Blvd, Suite H     Skokie, IL 60076
AUTHORIZATION FOR CREDIT CARD BILLING
All clients are now being required to keep a credit card on file.  Your credit card will not be charged unless (1) you wish to pay your balance by credit card or (2) there are unpaid balances which are past due by 30 days, or (3) if failed therapy appointments or late cancellations occur.  The following information is required to complete these transactions: 
.

Client name: __________________________________
Client’s date of birth: ___________________________

Responsible Party: _____________________________

Relation to Client: _____________________________

Address: _____________________________________

   Street


   ____________________________________


   City


State
      Zip

Home Phone: _________________________________

Name, exactly as it appears on credit card:


______________________________________

Credit Card Number  __ __ __ __ / __ __ __ __/ __ __ __ __/ __ __ __ __

Expiration Date: __ __ / __ __

Three digit security code __ __ __






(from the back of card)

Type of credit card: 
VISA ___
MasterCard ___
 
I authorize Jill Schoeneman-Parker, Psy.D. to charge the above card for all balances for services rendered or for failed sessions and late cancellations as authorized in the Therapist-Client agreement.  
_______________________________
_________
________________________________
Signature



Date

Witness: Jill Schoeneman-Parker, Psy.D.
