/ MIRACL E Counsealing

CREDIT CARD PAYMENT - SELF PAYMENT

Patient’s Name: Date:

INSURANCE WAIVER AND AGREEMENT TO SELF-PAY

| have selected not to use my insurance for my counseling sessions, and | understand that opting out of
using my insurance means | must pay out of pocket for the counseling sessions.

Patient's Name_ Patient's Signature Date

CREDIT CARD INFORMATION
Cardholder Name:

Card Number:

Expiration Date: (CVV):

Zip Code:
Visa 0 Discover
American Express Mastercard
Other:

DEBIT CARD INFORMATION
Cardholder Name:

Card Number:

Expiration Date: | (CVV):

Zip Code:
Visa American Express
Discover Mastercard
Other:

NOT APPLICABLE

INCLUDE A COPY (FRONT & BACK) of CREDIT CARD/ATM & IDENTIFICATION

***Good Faith Estimate is available upon request***

8440 West national Ave. West Allis, W1 53227 | 414-405-1682 | www.miraclecounseling.org



	1-DEMOGRAPHICS-LORENA
	2-INFORMED CONSENT-LORENA
	3-HIPAA-LORENA
	5-QUESTIONS TO ASK NEW PATIENTS
	6-INSURANCE–CEDIT CARD VERIFICATION FORM
	7-CEDIT CARD–Self Pay VERIFICATION FORM

	Text213: 
	Text214: 
	Text215: 
	Text217: 
	Text218: 
	Text220: 
	Text222: 
	Text223: 
	Text226: 
	Check Box228: Off
	Check Box229: Yes
	Check Box230: Off
	Check Box231: Off
	Check Box232: Off
	Text233: 
	Text240: 
	Text241: 
	Text242: 
	Text243: 
	Text244: 
	Check Box245: Off
	Check Box246: Off
	Check Box247: Off
	Check Box248: Off
	Check Box249: Off
	Text250: 
	Check Box262: Off


