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CREDIT CARD AUTHORIZATION FORM 

 

For your convenience, you have the option of having your credit card charged 

automatically for services rendered.  If you would like to utilize this option, please 

complete this form to authorize automatic charges after each session. 

 

Date:__________________________________ 

 

Client’s Name:______________________________________________ 

 

Name on Card:______________________________________________ 

 

Billing Street Address:_________________________________________ 

 

Zip Code:______________________________ 

 

Card Verification Code (3 digit cvv code on back of card):_________________ 

 

Please check one: 

 

_______Visa 

 

_______Mastercard 

 

_______American Express 

 

 

I,_____________________________________________________________ 

 

Authorize Jana Scrivani, Psy.D. to charge my credit card number: 

 

____________________________________________________,   

 

Expiration date:_________________ 

 

 

 

_________________________                                          ________________________ 

Print Name                                                                               Signature 
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