
 
 
 

 

CREDIT CARD AUTHORIZATION FORM  

 
 
            Client Name:   ___________________________________________ 
 
            Name on Card:  __________________________________________ 
 
            Therapist:  ______________________________________________
 
            Type of Credit Card (only MasterCard or Visa):  _______________ 
 
            Credit Card Number:  _____________________________________ 
 
            Expiration Date:  ________________________________________ 
 
            3 digit verification code (# on back of card):  __________________ 
 
            Date of Service:  ________________________________________ 
  
            Charge Amount:  ________________________________________ 

            I, ____________________________, authorize Safe Harbor to bill 
            my credit card for the amount indicated above and/or for any  
            ongoing balances on my account.  

 

C H R I S T I A N C O U N S E L I N G

Delaware Mailing Address:
3318 Silverside Rd., Wilmington, DE 19810

Phone: 302-239-4025  www.SafeharborDE.com
Mike Sorenson, Executive Director

Partners in Hope.  Solutions for Life.
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