2 N\~ 432 Woodland Dr.
; R Sandusky, Mi 48471 &
110 N Howard Ave, Suite 1

QR E AT LA'K ES Croswell,Mi, 48422

Office: (810) 878-5050

COUNSEL[NG : Fax:(810) 878-5052

& WELLNESS CENTER, LLC Email: gicounselingandwellness@gmail.cc

Credit Card on File Agreement

Client’s Name:

Name of Cardholder:
*As it appears on card

Card Number: . - -

Expiration Date: /

Security Code:

Receipt:
None
Text:
Email.
**Your card will only be charged after your session or missed appointment **
LS

| understand that | may have a deductible, copay or cancellation fee, and | authorize
Great Lakes Counseling and Wellness Center to charge these fees to my account on
a reqular recurring basis/or for periodic services rendered to bring the client's account

listed on this form to current.

| understand it is my responsibility to monitor my credit card charges and verify that

payments are processed properly. | also recognize it is my responsibility to contact my
insurance company if 1 don't understand imy deductibie and/or copay.

Cardholder’s Signature Date




