
 

 

 

 

 

 

 
 

Credit Card on File Authorization 
 

 

 

Patient:   

 

 

Patient Number: 

 

 

Parents:  

 

 

I authorize Dynamic Therapy For Kids staff to use my credit card information to bill for 

co payments for the above child/children. 

 

 

 

Visa / MC / Debit 

Card #: ______________________________ 

Exp. Date: __________ 

 

__________________________________________________ 

Parental Signature 

 

 

This information can also be provided by calling our office and speaking with the front 

desk staff. 


