Credit Card Payment Authorization Form



Name (as it appears on your credit card): __________________________________________________

Card Type (please circle): 	Visa	MasterCard	American Express	Discover

Card Number: ________________________________________________________________________

Date of Expiration: ____________________________________________________________________

Security Code (3 digit code on back of card): _______________________________________________

Zip Code associated with your credit card: _________________________________________________

[bookmark: _GoBack]Email for Receipt: _____________________________________________________________________




I authorize Dr. Carolyn Barnes to process payment for service charges related to Telemental Health Services. 

________________________________________________	________________________________
Signature							Date
