Elizabeth Elliott, MA LMFT, CMHS 
elizabeth.elliott@elliottcounseling.com
elliottcounseling.com
(425)322- 9515
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PAYMENT AUTHORIZATION FORM 



DATE: ______________ CLIENT NAME: ________________________________________ D.O.B.: ________________ 


METHOD OF PAYMENT (Check one):

☐MasterCard	☐Visa	☐Discover	


NAME: __________________________________________________________

PHONE: _____________________________ EMAIL: ______________________________________________


(EXACTLY AS IT APPEARS ON CREDIT CARD)


CARDHOLDER ADDRESS: ____________________________________________________________________________ 
					Street Address			City			State	Zip

CARD NUMBER: ______________________________________ EXPIRATION DATE (MM/YY): _____________

3 DIGITS ON THE BACK: __________ 


· I understand that payment is due at time of service.
· I understand that a no-show fee will be charged $150 for appointments cancelled without 24 hours notice.

I authorize Elliott Counseling to keep my credit card number on file and to charge my credit card for missed or no/show appointments.


Cardholder signature: ____________________________________________________ Date: _______________ 

Clinician’s signature: _____________________________________________________ Date: _______________
