RIDGLEA FAMILY GUIDANCE CREDIT CARD AUTHORIZATION FORM 
 
Today’s Date: __________________                Clinician: ______________________________________
Patient’s Name: _____________________________________________________________________ 
Card Holder Name: ___________________________________________________________________ 
Billing Address: ______________________________________________________________________ 
 	 	 	Street  	    		City 	 	 	State 	 	Zip 
 
 
Credit Card #: _______________________________________________________________________ 
 Visa MasterCard Discover American Express 
Expiration Date: _________________      CVC (3 digit number on back of card): ________________

I authorize Ridglea Family Guidance to keep my signature on file and to charge my 
credit card as indicated below: 
 
This Visit Only 	This Month Only 	All Visits This Year
 
Monthly Arranged Payments	 Account Balance Payoff
 
Until Canceled In Writing/Card Expiration 
 
 Cardholder Signature: ________________________________________________________________ 
 	 	 

**************************************Office Use*********************************** 
Processed By: _______________________________________ Date Logged: ____________________ 
Comments: _________________________________________________________________________ 
[bookmark: _GoBack]___________________________________________________________________________________ 
