
  The Clinic Consulting  Psychotherapy  Medication Management  Training  Speaking 
 

 

p 415-843-1523 912 Cole Street, #368 San Francisco, CA 94117   |   www.theclinicca.org f 415-484-7083 
   

  

   
Patient Name  Date of Birth 

  
CCrreeddiitt  CCaarrdd  AAuutthhoorriizzaattiioonn  

 
I authorize the staff of The Clinic to automatically bill the credit card (below) for charges associated with my 
treatment or the treatment of the patient named above. 
 

 
Name on Card 
     

Card Number  Exp. Date  Sec. Code 
 

 
 

Billing Address 
     

City  State  Zip 
 

 
I understand that billed services will be subject to the parameters agreed upon between myself and my 
treating clinician and outlined in the “Policies and Procedures Agreement.” I have received a copy of this 
agreement and understand these policies. 
 

   
Cardholder Signature  Date 

 
 
 

IInnssuurraannccee  SSuubbmmiissssiioonn  AAuutthhoorriizzaattiioonn  

 
Do you have insurance? q Yes  q No  Would you like us to bill your insurance? q Yes  q No 

 
IIff  yyoouu  wwoouulldd  lliikkee  uuss  ttoo  ssuubbmmiitt  iinnssuurraannccee  ccllaaiimmss  oonn  yyoouurr  bbeehhaallff,,  pplleeaassee  rreeaadd  tthhee  ffoolllloowwiinngg,,  aattttaacchh  aa  pphhoottoo  ooff  tthhee  

ffrroonntt  aanndd  bbaacckk  ooff  yyoouurr  iinnssuurraannccee  ccaarrdd,,  aanndd  ssiiggnn  bbeellooww..    OOtthheerrwwiissee,,  yyoouu  mmaayy  sskkiipp  tthhiiss  sseeccttiioonn..  
 
This document authorizes the staff of The Clinic to automatically submit electronic claims to the patient’s 
insurance company for charges associated with the treatment of the patient named above.  The undersigned 
acknowledges that The Clinic may be an out-of-network provider and in such cases is submitting claims as a 
courtesy service.  The undersigned takes full responsibility for following-up with insurance company regarding 
payment.  Payment will be sent directly to the insured. 
 
I understand that billed services will be subject to the parameters agreed upon between myself and my 
treating clinician and outlined in the “Policies and Procedures Agreement.”  I have received a copy of this 
agreement and understand these policies. 
 

 
 
 

   
Signature of Insured  Date 

 
 

 

Insurance card  
(front) 

 

Insurance card  
(back) 

 

 

q Check if cardholder is not the patient 
 




