Westchester Psychotherapy PC
A Comprehensive Private Group Practice Providing Individual and Group Therapy 
for Children, Adolescents, Adults and Families
www.westchesterlcsw.com
245 N Broadway Suite # 101
Sleepy Hollow, NY 10591

914-806-7376

avarianides@yahoo.com
CREDIT CARD AUTHORIZATION

Client Name _________________________________________________________________________ 

Name as it appears on credit card _______________________________________________________ 
If cardholder is not client, write relationship to client: ____________________________________ 
Visa _____ Mastercard _____ American Express_____Discover______

Credit Card # ________________________________________________________________________ 
Expiration Date __________________ Security Code _______________ 

Address where credit card bills are received including zip code: 

__________________________________________________________________________________________________________________________________________________________________________ 

Date(s) of Service: _______________________ Total to be charged: ___________________________ 
If this includes payment of a prior balance, please indicate prior balance amount to be added to today’s services to arrive at total: _____________________________ 
I authorize automatic charges to this account for each service provided               Yes             No_____

 (To be done on a monthly basis)          
Patient Signature : __________________________________________Date _____________________
Cardholder’s Signature: _____________________________________ Date _____________________
