Dr. Mary A. Patton, Ph.D., LPC.
# 1-888-796-0552    www.drmpatton.com

Debit & Credit Card Consent Form

Billing Information:
Name on Card: ____________________________________

Credit Card #: _____________________________________

Expiration Date:    Month _____ Year ______

Card Verification Code: _________

Billing Address: 
Street: _______________________________________________________________________________
City: _____________________ State: _________________   Zip: _______________

Credit Card Type (please circle):  Visa 	Master Card 	American Express 	Discover    

Email Address for Receipt: _________________________________________

I authorize the office of Dr. Mary A. Patton to charge this payment method for services rendered.  Missed appointments and appointments which are cancelled/rescheduled with less than 24-hour notice will also be charged per signed client agreement. Please be aware that insurance companies will not pay for missed appointments; you will be responsible for payment of missed sessions even if you have insurance.  


Signature: ________________________________ 	Date: ____________________
