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PRE-AUTHORIZED CREDITCARD HEALTHCARE FORM

I, _______________________________ authorize Northridge to keep my signature on file and to charge my account for recurring treatment services for co-payments and for any missed visits and/or cancellations where the cancellation notification is less than 24 hours prior to the scheduled visit. 

I am aware that my appointment time has been especially set aside for me and that if I fail to come to my appointment or if I fail to provide at least 24 hours of notification prior to scheduled time of my appointment that I will be charged a cancellation of $100.

I understand that the 24-hour notification period does not include weekends, so that if an appointment time for Tuesday is cancelled, it must be cancelled the Thursday before. For example, a 10:00 am appointment for Tuesday must be cancelled by 10:00 am on Thursday before. I understand that fees for missed appointments cannot be billed to my insurance company and that they will be billed to my credit card in the same manner as co-payments.

I understand that Northridge Behavioral will accept co-payments by cash, by personal check, or by credit card.  I understand that my credit card information will always be kept confidential and will never be used without my prior authorization. 

PEASE PRINT CLEARLY, THE FOLLOWING INFORMATION:

CLIENT/PAYOR NAME: _____________________________________________

NAME AS IT APPEARS ON CREDIT CARD: _____________________________________

CREDIT CARD BILLING ADDRESS: ___________________________________________
                                                                                                       STREET ADDRESS                                       CITY/STATE          ZIP CODE  

TYPE OF CARD:           VISA             MASTERCARD             DISCOVER     OTHER:  _____________    

ACCOUNT NUMBER: ___________   ____________   ___________   ____________

EXPIRATION DATE:  ________/_________  

3 DIGIT AUTHORIZATION CODE ON THE BACK OF CARD: ______________

Email Address: ________________________@_________________ (_____) _____-_______   

_________________________________________________________   ___________________
SIGNATURE OF CARD HOLDER 							DATE
This form is valid for the entire course and duration of my treatment or until I provide Northridge with written notification of my intent to cancel it.  In the event that I cancel this authorization, it shall remain in force for 30 days after my provider receives it.
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