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	Amount to be charged:____________________________________________________________

	

	Card Account Number:___________________________________________________________

	

	Cardholder Name:_______________________________________________________________

	

	Expiration Date:________________________________________________________________
Cardholder Signature:____________________________________________________________
I understand that my credit card information will only be used for co-pays and any unpaid balance which I owe and that this information will be destroyed when I stop receiving services at Central Iowa Psychological Services.  

Cardholder Signature:_______________________________  
 Date:___________________

	


