Connie Cha, MD
512 Hamilton Ave
Palo Alto, CA 94301
(650)-521-9915



CREDIT CARD AUTHORIZATION
Name:_____________________________________________________
The office requires a credit card to be kept on file as a back-up payment method in the event of bill nonpayment. If, on the prior page, you indicated that you would like to use a credit card to pay for sessions, the card will be charged automatically at time of the session or at the end of the month, depending on your billing plan. Otherwise, cards will only be charged if payments have not been received by their due date. I am granting permission for Connie Cha, MD to bill my credit card as per the above parameters. The parties acknowledge and agree that this credit card authorization form may be executed by electronic or digital signature, which shall be considered as an original signature for all purposes and shall have the same force and effect as an original signature


Name on Credit Card: _____________________________________________ 
	    Discover          American Express          Mastercard          Visa
Card Number: ____________________________________________________
Expiration Date: __________________________________________________
CVV Number (3 or 4 digits): ________________________________________
Billing Address: ___________________________________________________
City: ___________________ State: __________________ Zip: _____________

Signature: ________________________________________________________

