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20 S. Santa Cruz Avenue #309	Phone: (650) 641-0040
Los Gatos, CA 95030	ann@annhawkinsmft.com 
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Credit card payment form
[bookmark: _GoBack]
Check one:                      Visa      MasterCard
Client Name: _______________________________________________________
Name as it Appears on Card: _________________________________________
Credit Card Number: ____________-____________-____________-__________
Expiration Date: ___________________  3-Digit Security Code: _____________
Phone No: ____________________ Card Holder’s Billing Zip Code: _________
Card Holder’s Signature: ___________________________ Date: _____________


I authorize Ann Hawkins, MFT to charge my credit card for professional services as follows:
Initial:
_______  Per session charges as incurred, at the rate of $125 per 50-minute session.
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