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CREDIT CARD AUTHORIZATION FORM 
 

 
 
Patient Name: ____________________________________________________________________ 
 
 
 
 
 
Credit Card Type:   VISA MASTERCARD DISCOVER AMERICAN EXPRESS 
 
Cardholder Name:  ________________________________________________________________ 
 
Cardholder Address: _______________________________________________________________ 
 
Credit Card Number: ____________________________  Expiration: _______ Security Code ______ 
 
Name as it appears on card: _________________________________________________________ 
 
 
 
 
I authorize Arlene Gerson, PhD to process payments on my credit card for agreed upon psychological 
services rendered by Dr. Gerson.  I also authorize Arlene Gerson, PhD to process payments on my 
credit card for missed appointments, late arrivals and appointments canceled without 24-hour notice.  

 
 
 
Signature of credit card holder: ______________________________Today’s Date ______________ 
 
 
 
 
 
 
 

  


