[image: ]Center for Family and Behavioral Health
10 Fila Way
Suite 201-A
Sparks, MD  21152
443-212-5077

SERVICE PAYMENT INFORMATION

Name on Credit Card: _______________________________________________________
Credit Card Number: _______________________________________________________
Credit Card Type: __________________________________________________________
Expiration Date: ____________________________________________________________
Street Number of Address Associated with Card (number only):  ___________________
Zip Code Associated with Card: _______________________________________________

[bookmark: _GoBack]Authorization to use the above credit card for payment of services rendered from the Center for Family and Behavioral Health


PATIENT’S NAME: _____________________________	DATE OF BIRTH: ________________




__________________________________	
Parent(s) / Guardian Signature(s)  		



__________________________________			__________________		
Printed Name(s) 						Date





____________________________________________		__________________
Therapist/Witness Signature					Date
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