
 
 

Sarit	Lesser,	Psy.D,	154	Waterman	st.	Suite	15, Providence,	RI	02906  
 
 

Credit Card Payment Consent Form 

 
Please complete all fields. You may cancel this authorization at any time by contacting us. This authorization will 

remain in effect until cancelled. 
 

Credit Card Information 

Card Type: ☐ MasterCard ☐ VISA ☐ Discover ☐ AMEX 

□ Other     

Cardholder Name (as shown on card):    

Card Number:    

Expiration  Date (mm/yy):  ________________                     CVC ______________ 

Cardholder ZIP Code (from credit card billing address):    

 
I,  , authorize Sarit Lesser, Psy.D, to charge my credit card above for 
professional services outlined in the Informed Consent and Financial Agreement, which were 
signed at the outset of services.  
I understand that the charges will include a service fee of 3% + 30 cents per successful charge. 
I understand that my information will be saved to file for future transactions on my account, 
including unpaid balances due and missed session fees. 

 
 
 
 
 

Customer Signature Date 
 
 
 
 
 
 
 
 
 
 
This is  a  str ictly confidential  record. Redisclosure or transfer is  expressly prohibited.  

 


