Laura Piatt, LLC dba Piatt Counseling Services
3917 E. Memorial Rd, Bldg. A
Edmond, OK 73013
405-990-9515
MA Professional Counseling, LPC

Credit Card Authorization Form
Name on Credit Card: ________________________________________________
Type of Card: _______________________________________________________
Account Number: ____________________________________________________ 
Expiration Date: _______________________________ CVV #________________ 
Billing Address: _____________________________________________________ 
City, State, Zip: ______________________________________________________ 
Phone Number: ______________________________________________________ 
Email Address: _______________________________________________________ 

Please initial next to all authorized charges below:
 ____ Session Fee and/or Phone Consultation Fee 
____ Missed Appointment Fee (late cancel and no show)
 ____ Remaining Balance

 *By signing this credit card authorization form, you authorize Laura Piatt, LLC dba Piatt Counseling Services to bill your credit card when necessary for the charges listed above. This form will be stored in accordance with HIPAA guidelines. It will not be stored electronically and will be destroyed upon termination and balance closed. Payments are due at the time of service. The credit card that you provide will be charged for any remaining balance upon termination or past due notice.

 Signature of Client: _____________________________________ Date: ____________
