
Card type (check one):

Credit Card Number            Expiration Date   Verification Code

(Verification code is the 3 digit number on the back of Visa, Master & Discover Cards or 4 digit number on the front of American Express Cards.)

By signing below I authorize Via Clinic to hold this card on file and charge any outstanding balances for 
services rendered. I also acknowledge that I will be charged fees for late payments, late cancellations and 
missed appointments, as outlined in the Policies and Fees handout. 

If you choose to pay by card, please complete the information below and return it securely by e-mail at Via@ViaClinicMD.com,  

fax to (844) 308-8872, or mailed to the office address. You may also bring it with you.

CARD PAYMENT AUTHORIZATION FORM

Print Name DateSignature 

Billing Address

Zip CodeStateCity

Email Receipts (check one):

Phone Number:

Email Address 

Name

Master CardVisa American ExpressDiscover
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Private Practice Psychiatry and Psychotherapy
1501 SULGRAVE AVENUE, SUITE 312, BALTIMORE, MD 21209

T: (410) 858-4020  F: (844) 308-8872

noyes

This is a (check one): Debit/Check/FSA Card (fee waived) Credit card (2.75% processing fee)
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