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ON-GOING CREDIT CARD AUTHORIZATION FORM
Patient Name: ______________________________________________________
I, _______________________________________, am the card holder named below and authorize Synergy Psychological Services, PLLC (the Practice) to charge my credit card as stated: 
My signature below indicates my request, acceptance, and authorization that my credit card, listed      below, is to be charged on an on-going periodic basis to process all outstanding charges for services  rendered to the above-named patient by the Practice. I also acknowledge that this authorization will   remain in force until revoked by me in writing to the Practice, or until all outstanding charges have been paid in full following termination of treatment. 
Credit Card Information
Credit Card: 					M/C                       Visa 			
(please circle one) 
Credit Card Number: 			_____________________________________________
Expiration Date: 		           		 ______________________/______________________
							(month)		      (year)
Credit Card Bill To Address:		_____________________________________________		
City	State:					_____________________________________________
Bill To Zip Code:				_____________________________________________					
Security Code: 				_____________________________________________	

Cardholders Name: 				_____________________________________________
(exactly as it appears on the card) 


X
_____________________________________________________ Date: _________________ 
                                (signature of cardholder) 
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