PSYCHIATRIC SERVICES OF AMERICA
311 GWINNETT DR. LAWRENCEVILLE, GA. 30046

PHONE: 770 9109196 FAx: 7709109197
WWW.SALVEOHEALTH.ORG

Credit Card Authorization Form

Please complete all fields. You may cancel this authorization at any time by contacting us. Thisauthorization will
remain ineffectuntil cancelled.

Credit Card Information

Card Type: O MasterCard OVISA O Discover O AMEX

o Other

Cardholder Name (as shown on card):

Card Number:

Expiration Date (mm/yy): CVV Number(on back):

Cardholder ZIP Code (from credit card billing address):

I, , authorize Psychiatric Services of America to charge my credit
card above for agreed upon transactions.

Patient Name Date of Birth

Customer Signature Date




