Wendy Elias Wolfson, D.O.

115 East 57Th Street, Suite 1540

New York, NY  10022

917-499-8250

psych360nyc@gmail.com
CREDIT CARD AUTHORIZATION FORM
To All Patients:

I appreciate and respect the trust you place in me to provide you with psychiatric care and services.  Please understand that your benefit plan is an arrangement that involves you, your insurance carrier and your employer.  Occasionally, there are charges such as a deductible, copay or co-insurance that are not covered by your insurance.  

In order for my practice to run smoothly and continue to offer you high quality care, I respectfully request that you sign below to authorize Dr. Wolfson to keep your signature on file and charge your credit card for balances of charges that are not paid or covered by insurance including cancellations charges when applicable.  I will automatically charge your credit card the fee for appointments that are not cancelled 48 hours in advance. 
Thank you for your cooperation.
Date:






Name:








please print clearly

Card type:(please circle one)
Visa
Mastercard
American Express
Credit Card Number:




Expiration Date:




Security Code:
(three digit code on back of card)



Billing Zip Code:




Signature:







(patient)
