Crossroads Counseling & Consulting LLC

Credit Card Authorization

Please note: We will only bill your credit card for your portion of the payment at the time of the visit if you are using insurance. 
Client Name:










Cardholder Name:














(Please print exactly as it appears on card)

Address, if different from Client:








Credit Card Number:










Expiration Date:




Security Code:




I authorize this card to be used for: 


  This date only




 All visits this year


 # of visits

Cardholder Signature:





 Date:




Mastercard

Visa

American Express

Discover
