Denise Warner, LMHC, NCC
3955 Riverside Avenue, Suite 203
Jacksonville, Florida 32205
904-703-0121


Credit Card on File: Billing Authorization Form
To be completed ONLY if you wish to have a credit card on file for payment 

The undersigned agrees and authorizes Denise J Warner, LMHC to charge the credit card indicated below for any account balances which include, but are not limited to, co-pays, coinsurance, fees for late cancel and no show appointments.

Name as it Appears on the Credit Card:  ___________________________________________________________

Type of Credit Card:      MasterCard   Visa   American Express

Card Number:  _______________________________________________________________________________________

Expiration Date: (month/year)  __________________________  Security Code:  _______________________

Zip code listed on the card ___________________________
[bookmark: _GoBack]
I, _____________________________________________________________ authorize Denise J Warner, LMHC  to process the above credit card as “Signature on File” for any balance due on my account. I understand this authorization will expire upon conclusion of care.

_____________________________________________ 				_______________________________
Cardholder’s Signature						     Date


