Grand Oaks Behavioral Health, LLC

1800 Hollister Drive, Suite 201

Libertyville, IL  60048

847-549-1189

Authorization for Automatic Credit Card Payment
For your convenience, and to guarantee payment for services rendered, we request documentation of a major credit card.
I authorize Grand Oaks Behavioral Health, LLC to keep my signature on file and to charge my credit card account listed below for copays/coinsurance not collected at time of service, and for any current outstanding account balances over 30 days following insurance determination, including fees due to late cancellation or not attending scheduled appointments.
I understand that this authorization is valid until I cancel the authorization through written notice to the health care provider or unless otherwise indicated.





Patient Name _________________________________________________________





Card Member Name ____________________________________________________





Card Member Billing Address ____________________________________________








City                                                                State                                Zip





______________________________________________________________________                        


Card Member Signature                                                                Date





_____ Master Card _____ Visa _____ Discover Card     Expiration Date __________





Account Number___ ___ ___ ___ ___ ___ ___ ___ ___ ___ ___ ___ ___ ___ ___ ___





3 Digit Security Code ___________











