PRE-AUTHORIZED HEALTH CARE FORM

I authorize State of the Art Resource Services, Inc. or Rehabilitation for Children, Inc. to keep my signature on file and to charge my: 


( Visa

( MasterCard   
 ( American Express    
 ( Discover Card     

For:    __Consultation and/or Treatment ___

· Initial Fee of $ 500.00 USD and all billable consulting hours at a recurring charge (on-going treatments) of $_150.00  USD_ 

Every additional hour from________________ to ________________.

            



(Date)



(Date)

	


Patient Name :_________________________________________________

Cardholder Name: ______________________________________________

Cardholder Address: ____________________________________________

City:_____________________ State:________ Zip Code:_______________

Credit Card Account Number: _____________________________________

Credit Card Expiration Date:  ______________________________________
      _____________________________________________________________________________
      Cardholder Signature






Date

