ELECTRONIC PAYMENT AUTHORIZATION


Client Name: ___________________________________________________ Date of Birth:______________
Cardholder’s name (if different):___________________________________________________________ 
Date of Birth (if different) : _________________________________________________________________ Address: ______________________________________________________ City: _________________________
State: ____________  Zip: _______________________________________________________________________
Home Number: ______________________ Mobile Number: ____________________________________
Email: ________________________________________________________________________________________
I authorize the use of this card for all services and fees at the time they are rendered for the following parties: ____________________________________________________________________ 

Card (circle one): 	Visa	MasterCard	Discover
Credit/Debit card number: _________________________________________________________________ 
Expiration Date_________		CVV code ____________
I acknowledge that there is a 2.99% service charge +.30 for use of a credit or debit card. I can render payment by cash or check to avoid this fee. 

I understand that this form authorizes my provider to charge this card for varying session types and across multiple dates of service. By authorizing use of this card and signing this electronic payment authorization form, I certify that I am the cardholder and my signature below authorizes each individual charge for all dates of service. 


Cardholder signature						Date





CIGNA ID# (If applicable) __________________________________________
Please present copy of Cigna card to provider at initial appointment. 
