Associates for Counseling & Therapy, LLC
CREDIT CARD PAYMENT REQUEST & AUTHORIZATION
Your insurance company will be billed for all applicable services rendered unless other arrangements are made in advance. The patient and/or their guarantor (responsible party) are responsible for any co-pay and/or deductible, unpaid outstanding balances, and any appointment cancellation without a minimum 24-hour notice or if you do not show up (No-Show) to your scheduled appointment.
Unlike most traditional medical offices, Associates for Counseling & Therapy LLC (ACT) do not double-book appointments.  Your appointment time has been specifically reserved for your therapy session.  We can fill that time slot with another patient when given the requested advanced rescheduling cancellation notice.  However, the scheduled timeslot remains unfilled without proper notice, wasting precious treatment time that another patient could have benefited.
Therefore, your credit card account information will be kept on file and charged for ANY of the following three (3) situations: 1) you request ACT (as indicated by signing in the caption below) to charge your credit card for ongoing, applicable service fees, 2) you have unpaid outstanding balances, and 3) in the event you are a No-Show, cancel or reschedule your appointment without the requested advance notice, as explained below. If you leave a voicemail or text message requesting to reschedule or cancel a scheduled appointment, your request must be confirmed with your therapist.  As such, your therapist will contact you as soon as possible to confirm your request to reschedule or cancel your appointment. 
IMPORTANT NOTICE: Please note that ANY requests to reschedule or cancel an appointment must be made on weekdays during regular business hours and at least 24 hours before the scheduled appointment, between 9:00 a.m. and 8:00 p.m. If you do not reschedule or cancel with the requested advance notice, a fee of $120.00 will be charged to your on-file credit card.
I AUTHORIZE MY CREDIT CARD ACCOUNT TO BE CHARGED FOR ANY OF THE ABOVE-STATED THREE (3) CIRCUMSTANCES.
NAME OF PATIENT: 			
(Print name)	(Patient’s signature)
NAME OF GUARANTOR/CARDHOLDER: 	
(Print name as shown on card)
CARD HOLDER ZIP CODE (Associated with card billing address): 	 D.O.B: 	aa

I REQUEST AND AUTHORIZE A.C.T TO CHARGE MY CREDIT CARD FOR ONGOING APPLICABLE SERVICE FEES: 	
(Card holder’s signature)

CARD TYPE AND CARD NUMBER: ________________________________________________ 
EXPIRATION DATE (mm/yy): __________________ CRV (from back of card): _________
CARDHOLDER TEL.: 	
[bookmark: _Hlk188798604]CARD HOLDER/GUARANTOR’S SIGNATURE: 	 DATE: 	
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Credit Card Authorization Form
Please complete all fields. You may cancel this authorization at any time by contacting us. This authorization will remain in effect until the end of all rendered services.

	Credit Card Information

	Card Type: ☐ MasterCard	☐ VISA	☐ Discover	☐ AMEX
□ Other 	

	
Cardholder Name (as shown on card): 	

	
Card Number: 	

	
CRV Number (from back of card): 	

	
Expiration Date (mm/yy): 	

	Cardholder ZIP Code (from credit card billing address): 	

	Email Address (to send receipt): 	

	Telephone #: 	 D.O.B: 	



I (Print name) 	 authorize Associates for Counseling & Therapy, LLC to charge my credit card above for agreed-upon purchases. I understand that my information will be saved to file for future transactions on my account.


Card Holder’s Signature	Date
