
Elizabeth O. Dania NP in Psychiatry, PLLC
Psychiatric Mental Health Services
191-15 115TH Avenue, Saint Albans, NY 11412
Phone: (516) 234-6805     Fax: (917) 909-6150

Credit Card Authorization Form

Patient Name: _________________________________ Date: ________________

Card Type: ■ MasterCard ■ VISA ■ Discover ■ AMEX ■ Other

Cardholder Name: ______________________________________________

Card Number: _________________________________________________

Expiration Date (MM/YY): __________________

CVV/CVV2: __________________

Billing ZIP Code: __________________

I authorize Elizabeth O. Dania NP in Psychiatry, PLLC to charge my credit card for services rendered. I understand
that payments may be automatically processed at the time of each session.

Terms & Conditions

• Automatic payments may be processed at the time of service.

• Appointments must be canceled at least 24 hours in advance to avoid a missed appointment fee.

• Missed appointments or late cancellations may result in a $75 fee.

• For billing concerns, please contact the office directly.

Signature: _____________________________________ Date: __________________


