NORTHSIDE COUNSELING ( SUSAN ZIMMERMAN, MA, LCPC, ATR
2550 CRAWFORD AVE. ( EVANSTON, IL 60201 ( 773-960-8359 ( FAX 866-606-6451
CREDIT CARD AUTHORIZATION AGREEMENT
Please, complete this form as your consent to make payment for services rendered. This form will be securely stored in a locked file accessible only to Susan Zimmerman. Please, provide updated info of any changes.
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   Name: __________________________________________________________________________   


                               Last                                            First                                           Middle Initial    





 I authorize Susan Zimmerman, MA, LCPC and Northside Counseling to keep my card info on file and to charge my card for professional services as follows:  





(Initial to indicate your approval)





_____ Recurring or one-time charges for appointments  


           (Initial Eval $_____; Individual/Couples Therapy $____ per 45-50 min. session)


_____ Fees not covered by insurance, such as co-pay, co-insurance, unmet deductibles. 


(Understand that your insurance carrier may make changes your plan’s coverage at any time and it is your responsibility to pay the portion of fees as specified by your plan.)  


_____ Late Cancellation/Missed appointment fee (less than 24 hours notice $70)


_____ Telephone, email consultations, letters (over 15 mins. pro-rated based on hourly fee)


_____ Returned checks ($20)

















Card Type:





             � VISA             � MasterCard           � Discover





            Card #: ___________________________________   Expiration date: ________________





3-Digit Verification/Security Code on back of card: ______





Name as printed on card: _________________________________________________





            Billing Address: _________________________________________________________





                    _________________________________________________________________                        


                         City                                               State                                       Zip


























By signing below I am authorizing Susan Zimmerman and Northside Counseling to bill my card for the professional fees as indicated above. I agree to not dispute charges for services I have received or appointments I have missed according to the above policy.





Signature: ______________________________________________ Date: ___________________








