CREDIT CARD AUTHORIZATION
________________________________________________________________________
Fee for session(s):  $120.00 / 50 minute session

I agree to pay the above fee at the time of service.

If I should have to cancel a session, I will provide 24 hours notice.  If I fail to provide 24 hour notice, I agree to pay Dr. JoAnne S. Morris, LMFT, the $120 session fee as a no-show/late cancellation fee.

I, _________________________________, hereby authorize Dr. JoAnne S. Morris, LMFT, to charge my credit card for the fees incurred for services rendered and/or for no-show/late cancellation fees.

Credit Card Number:
_______________________________________

Expiration Date: 
___/___
SEC Code:  ______

Credit Card Billing Zip Code:
  ______________

________________________________

__________________________

Cardholder’s Signature




Date

As the credit card holder, I also authorize Dr. JoAnne S. Morris, LMFT, to charge my credit card for future purchases approved verbally or written by me.  Your completion of this authorization form helps us to protect you from credit card fraud.

Dr. JoAnne S. Morris, LMFT, will keep all information entered on this form strictly confidential.

Dr. JoAnne S. Morris, LMFT  •  125 Chenoweth Lane. Suite #306  •  Louisville, KY 40207  •   502.439.8666
April, 2016

