ROBLEY K. YEE, ph.D, Licsw
& Robley K. Yee, Ph.D., LICSW PO.Box 28415

Phone:

Authorization for Credit Card Use

Client Name:

PRINT AND COMPLETE THIS AUTHORIZATION AND RETURN
All Information will remain confidential

Name on Card:

Billing Address:

E-mail Address (where you want receipts of the charges to go to):

I will call Robley Yee directly to give him the following information:
Credit Card Type: Visa, Mastercard, Discover or American Express

Credit Card Number, Expiration Date and the CCV# (the 3 digits located on back of card)

| authorize Robley K. Yee, PhD, LICSW to charge the amount of my financial responsibility
for services received as determined by my health care policy, the rates outlined in the Good
Faith Estimate (self-pay clients), or the fees as stated in the Late Cancellation and Missed
Appointment Policy if this charge is due to a missed or late cancelled appointment. | agree to
pay for this purchase in accordance with the issuing back cardholder agreement.

Cardholder — Please Sign and Date

Signature:

Date:

Print Name:




