Jevin & Zangrillo.pc.

(' MENTAL HEALTH SERVICES

Credit Card Authorization Form

Please complete all fields. Youmay cancel this authorization at any time by contacting us. This authorization will
remainineffectuntil cancelled.

Credit Card Information
Card Type: (0O MasterCard OVISA O Discover 0 AMEX
OOther

Cardholder Name (as shown on card):

Card Number:

Expiration Date (mm/yyyy): CVV

Cardholder ZIP Code (from credit card billing address):

Cardholder Email address:

Patient Name: Date of Birth:

Other information:

I, , acknowledge and authorize  Levin &

Zangrillo, PC to charge my debitHSA/credit card above for agreed upon services not covered by
insurance. [ understand that my information will be saved to file for future transactions on my
account. I understand that charges for my co-payments, relevant deductibles, and billable
broken appointments will be charged on the date of service or soon thereafter.

Cardholder Signature Date

175 Derby Street « Suite 16 « Hingham * Massachusetts 02043-4047 (781) 740-1546
65 Valentine Street « West Newton « Massachusetts 02465-3019 (617) 332-8310
Fax: (781) 740-0212 « E-Mail: levinzangr@aol.com
http://www.levinzangrillo.com




