
     
 

 

 
 

 

 

 

CREDIT CARD AUTHORIZATION 
 

Name:________________________________________________(as it appears on credit card) 

Address ________________________________________________________________ 

 City:_______________________ State:________ Zip Code: ________________ 

Name of Client: ________________________________________ (if different from card holder) 

 

By my signature below, I authorize Clinical Psychologists, P.C. to charge the designated credit card for 

my balance due for services owed after each session. 

 

 Credit Card type: Visa / Mastercard/ Discover/ American Express 

 Credit Card #: _____________________________ 

 Expiration Date:_________________ 

  

Other instructions: ________________________________________________________ 

 

Signature: ______________________________________ 

 

Date: ____________________ 

 

 

 

 

 

CLINICAL PSYCHOLOGISTS, P.C. 
         248 East Glenn Avenue    Auburn, Alabama 36830 
          Office (334) 821-3350         Fax (334) 821-3252 

Crystal K. Kelley, Ph.D., FAClinP 

Diplomate in Clinical Psychology 
 

Susan N. Bourg, Ph.D. 
 

Sara E. Sutton, Ph.D. 

Brian D. Carlson, PsyD 

Elizabeth Eckardt, Ph.D. 

Dustin M. Johnson, Ph.D. 

 

 
 

Zofia A. Wilamowska, Ph.D. 

Jessica V. Stokes, Ph.D. 

Ashley Norwood-Strickland, Ph.D. 

Kellie C. Pope, Ph.D.   

Lindsey T. Whitlow, Ph.D. 

Tiffany Lonis-Shumate, MS, LMFT 


