Pediatric and Adolescent Speech Therapy Associates

51 North Main Street 

West Hartford, Connecticut 06107
Phone: (860) 523-9790 
Credit Card Payment Authorization Form
Client Name:  __________________________________________________________
· I authorize this account to be charged for services rendered. 

Type of Credit Card:  
  ( Mastercard
   

 (Visa

Credit Card Number:  ___________________________________________________

Expiration Date:  _______________________________________________________
Billing Zip Code: ______________________________________________________
Name as it appears on card:  _____________________________________________

Signature: _____________________________________________________________

It is the policy of Pediatric & Adolescent Speech Therapy Associates that a valid credit card number be held on file for all active cases. This is for the convenience of resolving any unsettled fees. You will be notified in advance if any fees will be charged to your account. 

