TAMARA WADE LCSWPC
51 E. Campbell Ave. Ste. 109
Campbell, CA 95008
(408) 666-3512
tamarawadetherapy.com

Credit Card Authorization Form


I ______________________________________give my permission for Tamara Wade LCSW to charge the following credit card for services rendered as agreed upon in the consent for treatment.  In addition I understand that if I do not cancel within 24 hours of my session appointment, a full session charge will be processed on the card below.


__________________________________________             ______________________
Signature of Card Holder					  Date




Visa		Mastercard		American Express		Discover


CARD NUMBER: ________________________________________________________


SECURITY NUMBER (CRV): ______________


EXPIRATION DATE: _____________________


NAME ON CREDIT CARD: ________________________________________________


BILLING ADDRESS: ______________________________________________________


PHONE NUMBER: _______________________________________________________
