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CREDIT CARD AUTHORIZATION

I am an ( existing ( new patient/client of Milestones Therapeutic Services

I hereby appoint the billing staff of Milestones Therapeutic Services Inc. for the purpose of signing any documents necessary to purchase therapy services and to charge these purchases to my credit card below:

Credit Card Type; (Please Circle)
VISA

MASTERCARD         
Name on Above Card:

Credit Card Number:

Expiration Date:

Credit Card Billing Address:

Specific Service Purchased:

I authorize Milestones Therapeutic Services to debit my credit card shown above for the purchase of therapy services.

I agree that I will pay for all such services and will not hold Milestones Therapeutic Services responsible for any actions pursuant to this agreement.

Attached to this authorization; I am enclosing a clear photocopy of both the front and rear of my credit card.

__________________________________


________________________

Signature






Date
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