
Card Holder’s Name: _____________________________________________ 
(Exactly as it appears on the credit card) 

Client’s Name:        ______________________________

Card Type (circle one):  VISA    MC    AMEX    DISCOVER 

Card Number:        _____________________________________    Expiration: _____________ 

CVV Code (3/4 digits only):      ___________ 

Billing Address: ____________________________________________ 

____________________________________________ 

Card Holder’s Phone Number:   ____________ 

I authorize the purchase of services from Collaborative Counseling & Psychiatry, LLC using this 
Credit Card Authorization Form. I understand that Collaborative Counseling & Psychiatry, LLC may 
charge my card at any time for services rendered and for the subsequent outstanding balance 
that may occur. I agree that I will pay for this purchase and indemnify and hold Collaborative 
Counseling & Psychiatry, LLC harmless against any liability pursuant to this authorization.  
I understand that my signature on this form will serve as authorized signature on the credit card 
charge slip. 

Card Holder’s Signature:    ____________________________     Date: __________________

Witness Signature:                ____________________________      Date:  __________________ 

Collaborative 
Counseling & Psychiatry 

2210 Dean Street, Unit D 
Saint Charles, IL 60174 

2401 Harnish Drive, Suite 100 
Algonquin IL 60102 

Tel: 847 440 2281 
Fax: 224-241-8394 

Web: collaborative4you.c om

Credit Card Authorization Form
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