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Description automatically generated]
Payment Authorization Form
Payment Method: _____________________________________________________________________
Name on Card: ________________________________________________________________________
Card Number: ________________________________ Card Expiration Date: _______________________
Security Code: ________________________________
Billing Address: __________________________________________ City: _________________________ 
State: _______________________________________ Billing Zip Code: ___________________________

I authorize Caring Minds Mental Health Professionals to utilize my payment method on file for any balances, including late cancellation and no-show fees, without additional authorization. 

Name: _______________________________________	Date: _______________________
_____________________________________________
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