
CREDIT CARD AUTHORIZATION  (rev. 02.23.19) 

 
 

INSIGHTS COLLABORATIVE THERAPY GROUP 
8140 Walnut Hill Lane, Suite 450 

Dallas, Texas 75231 
214.706.0508 

www.insightstherapy.com 
 
 
 

CREDIT/DEBIT CARD AUTHORIZATION 
 
 
I agree that Insights Collaborative Therapy Group may charge, and I agree to pay, the following 
credit/debit card for all fees for services it renders to _______________________________________ 
(name), plus an administrative charge of 4% for each credit/debit card transaction. I agree to pay these 
charges in accordance with the issuing bank cardholder agreement. 
 
 
Card Type: _____ Visa  _____ MasterCard  _____ Discover _____ AmEx 
 
Name on Card:  ______________________________________________________________________ 
 
Card Number: _______________________________________________________________________ 
 
Billing Address (including zip code): _____________________________________________________ 
 
3- or 4- Digit Security Code: ____________________________________________________________ 
 
Expiration: _________________________________________________________________________ 
 
 
___________________________________________________________________________________ 
Client signature        Date 
 

http://www.insightstherapy.com/

