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ProfessionalCharges.com                                                                             Phone:  (818) 206-2126                                   

1530 E. Chevy Chase Dr., Suite 209                                       E-mail: admin@ProfessionalCharges.com                                                           

Glendale, CA 91206                                                                




Credit Card Payment Consent Form   �





 Patient Name ____________________________________________________


                                Print Last                        First                   Middle Initial





 Name on Card if different ___________________________________________








  I authorize Valerie Domenici, Ph.D., and ProfessionalCharges.com, to charge my  �  credit/debit card for professional services as follows:





          X (Check here) 





        _______      One time payment only, in the amount of $ ________________. 





        _______      Any/all missed session fees, in the amount of $40.00 per session.





        _______      All copays, in the amount of $_________ per visit. Please charge my card:





  ____every session  ____every other session  _________________ (other)





  ____ on this day of the week: ____________________


 


        _______      Please charge my card for the balance of fees not paid by my insurance                        �                            company within 90 days, as indicated above.





 Type of Card:    □ Visa,     □ MasterCard,     □ Discover,     □ Medical Savings/Expense








  Credit Card Number _______ - _______ - _______ - _______,  CVV Number _________


                                                                                                        A 3-digit number in reverse italics�                                                                                                        on the back of the credit card


  Expiration Date _____________        





 Card Holder's Billing Address for Credit Card Statements





 ______________________________________________________________________________


    Street                                                    City                                   State                  Zip





(optional) Email address for electronic receipt: _________________________________________





 Card Holder Signature ______________________________________,  Date ____ /_____ /____








Charges will appear on your credit card statement as ProfessionalCharges.com


      or some abbreviation of it. 








