
CREDIT CARD AUTHORIZATION 

CLIENT NAME:  ___________________________________________ 

CLIENT DATE OF BIRTH:  __________________________________ 

If Financially Responsible Party Is Not the Client, Please Provide the Following: 

Responsible Party’s Name___________________________________________________________

First            Middle                     Last

Relationship to Client______________________________________________________ 

Billing Address____________________________________________________________________

Street, City, State & Zip

Mobile Phone:_________________________________

I HEREBY GIVE CONSENT FOR THE FOLLOWING CREDIT/DEBIT CARD TO BE 

MAINTAINED ON FILE FOR CHARGES INCURRED AT WILSON COUNSELING. 

Name as it appears on Credit Card: ________________________________________________ 

Credit Card #: __________________________________

Security Code: _________  

Expiration Date: ____ / ____ 

Billing Zip Code: _____________

By signing below, I give Wilson Counseling permission to charge my credit/debit card for incurred 

therapy fees.  I understand I may revoke this permission at any time by providing a written request 

for revocation to Wilson Counseling.  I understand an itemized statement of services provided and 

related charges is automatically generated when response is received from the insurance company. 

I request receipt for payments run on my card be sent to the following 

Via text to:  ______________________________________________________

Via email to: _____________________________________________________

________________________________ __________________ 

Signature  Date 
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