
LAKE ORION COUNSELING CENTER  3604 CLARKSTON RD STE 102 CLARKSTON MI 48348 

  

 

Therapist: _________________________________ 

 

CREDIT/DEBIT CARD AUTHORIZATION FORM 

Lake Orion Counseling Center requests that all patients have a card on file for payment of patient 

responsibility at the time of service. This assists in the collection of payments due at the time of service and 

balances that accrue. Account numbers are kept secure. Charges and fees are described in the Benefits Inquiry 

and Informed Consent.  

I authorize Lake Orion Counseling Center to process payments to my credit/debit card for all balances that 

may accrue for sessions.  This includes costs of sessions, copays, co-insurance, phone consultations, report 

writing, no show charges, etc.   

 

Client Name_______________   _____________  DOB_________ ______ 

 

Cardholder Name ___________________ _____________  DOB__________ _____ 

 

Card Number (16 digits)________________________  ____ Expiration Date_____________ 

     

VCode ____________________ 

 

Type of Card        Visa  ______      MasterCard  _______       Discover  ________    Amex ________ 

 

Credit Card Billing Address_______________________________________________________ _  

 

City____  ________ ________     State__________ Zip Code___ _______ 

 

Email address for credit card receipts:           

 

Signature of cardholder/guarantor_________________________________________________________ 

 

Date_________________________ 

 

Please direct questions to the billing service at: 630-791-8025 or Lake Orion@PremierMBS.com 

 


	Text1: 
	Text2: 
	Text3: 
	Text4: 
	Text5: 
	Text6: 
	Text7: 
	Text8: 
	Text9: 
	Text10: 
	Text11: 
	Text12: 
	Text13: 
	Text14: 
	Text15: 
	Text16: 
	Text17: 
	Text18: 
	Text19: 


