Payment Authorization Form
For use with third-party payers or to create a payment plan.
Third-Party Payment Authorization 
A friend of the family, parent or other interested party may want to cover expenses related to the client’s account.  In this case, the client will need to fill out a Release of Information form from the “Forms” tab on the website http://www.familytiescounselinginc.com.  This form enables Family Ties Counseling, Inc. to discuss payment with the payer.  It does not permit discussion about the content of therapy.

I authorize Family Ties Counseling, Inc. charge my Visa or MasterCard account for charges as indicated (check one):
· A specific amount of:  $____________________      (circle one)      one time     or     per session.
· The copayment, deductible amount, or the amount due as reported by the insurance company.  

Payment Plan

If a client has gotten behind on payments and is unable to make payment in full, a payment plan may be set up to schedule payments.  As long as payments are made as agreed upon, the account will not be sent to collections until the amount due has been paid.  

( 
I would like to make a payment plan and authorize a payment of   $____________________     

to be paid  (circle one)    weekly      bi-weekly     monthly     on or about the ___________th  of each month.  
*Be aware that if a payment plan is in place, the payment will likely be run on the date of the appointment, or the Friday following the date you have indicated.  It is impossible to set up an automated set up so manual transmission will be run as close to that date as possible.  
This form is valid until the chart is closed, or permission is revoked.  The information is entered into a HIPAA compliant, password protected system.  For your protection, the written form below is shredded at that time.  While every effort is given to protect security, you understand that 100% security cannot be guaranteed.  By signing, you are saying you understand and accept these risks. 
I promise not to dispute charges (“charge back”) for sessions I have received.  Sessions must be cancelled 24 hours prior.  No shows and late cancellations will be charged at a rate of $90.00 per incident.  I further authorize Family Ties Counseling, Inc. to disclose information about my attendance/cancellation to my credit card issuer if I dispute a charge.

I authorize the listed credit card to be used as indicated above.  This signature may be kept on file as authorization for future charges.  I understand that payments will be billed without warning.

Cardholder Signature: __________________________________________________ Date: ___________________
Client Name: ____________________________________________________________________________________
- - - - - - - - - - - - - - - - - - - - - - - -- - - - - - - - - - - - - - - - - - - - - - - -- - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - 

The following will be added to the HIPAA compliant online format and this written information will be shredded.
Cardholder Name: ______________________________________________________ circle one   Mastercard    Visa
Cardholder Billing Address: ______________________________________________________________ 
City: _____________________________________________   State: ________ Zip Code:  _________________

Account Number: _________________________________________________________________ 
Expiration Date: _________________            Security Code (3 digit code on back of card): _____________
Special instructions (on reverse if necessary):  

