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Credit Card Authorization Form 

Omni Psychotherapy, LCSW, P.C. requires that a credit card be kept on 
file for all clients for payments that may be due. Please complete this 
form to authorize this office to charge you for each session. Any 
questions regarding copays, and in- and out-of-network deductibles 
should be directed to your health insurance carrier. In accordance 
with office policy, sessions that are cancelled with less than 48 

business hours’ notice will automatically be charged. By request, a 
receipt will be provided along with a monthly invoice.  

Patient’s Name: ______________________________________  

Please check one: 
_____ VISA     _____ MASTERCARD 
_____ AMERICAN EXPRESS  _____ DISCOVER  

 

I, ________________________________________, hereby authorize 

Omni Psychotherapy, LCSW, P.C. to charge my credit card number  

_______________________________________________________  

Expiration date ______________ 
Security code ______________ 
Billing Address  

___________________________________________  

___________________________________________  

Print Name________________________________ 

Signature__________________________________  

Email address______________________________ 

Date ________________________  


