C. Timothy Riney, Psy.D.
317 W Hill Street., Suite 204D, Decatur, GA 30030
630 Hillcrest Road, Suite 400, Lilburn, GA  30047
PH: 678-769-4088      FAX: 678-318-1730    ctriney@aol.com    www.drtimothyriney.com
CREDIT CARD PAYMENT AUTHORIZATION

Name as it Appears on Card: ________________________________________________________________
Card Number: __________  __________  __________  _________       
Expiration Date: _____/_____                  Security Code: ________
Credit Card Billing Info:  _____________________________________________________________________



             Street Address
                                                                                                                                           ZIP Code

Client Signature: ________________________________________________________________________

            (Your signature indicates that you agree to allow your therapist to make charges on your card without you present and to store this information in an electronically encrypted HIPAA compliant manner.)

Therapist’s Name:  C. Timothy Riney, Psy.D.         
***Please note that I utilize Square as the company that processes your credit card information. This company may send the credit card-holder a text or an email receipt indicating that you used that credit card for my services, the date you used it, and the amount that was charged. This notification is usually set up two different ways - either upon your request at the time the card is run or automatically. Please know that it is your responsibility to know if you or the credit card-holder has the automatic receipt notification set up in order to maintain your confidentiality if you do not want a receipt sent via text or email. Additionally, please be aware that the transaction will also appear on your credit-card bill. The name on the charge will appear as C. Timothy Riney, Psy.D.
