Erin K. Crail, LCMHC 

71 Spit Brook Road, Suite 310

Nashua, NH 03060    
Payment Policy and Credit/Debit Authorization
To provide you with a convenient payment method, we have instituted credit card on file in our practice.  Payment is due at the time service is rendered. If you are utilizing an insurance benefit we will courtesy file your claim with your insurance and follow the explanation of benefits determined for each claim.  Any portion of your session that is not covered by your insurance will be billed to the credit card on file.
All co-payments/deductibles/no show fees will be billed to my credit card on file.
I,________________________________________________________, authorize 
Erin K. Crail, LCMHC to bill my credit card on file for any balance on my account.  
Card: ____ Visa _____Mastercard ____American Express 

Cardholder Name:_____________________________________________________

Card Number:___________________________________ Exp Date:____________

CVV:__________________________
Zip Code:_______________________

Signature:________________________________________
Date:_____________

I hereby authorize, Erin K. Crail to charge the indicated credit/debit card for any and all outstanding balances on my account that are not paid within 30 days.  I guarantee that I am the legal cardholder for this credit card and that I am legally authorized to enter into this agreement with Erin K. Crail.  I understand that I will not receive a statement if there is no balance due after processing my card for payment.

If you would like an e-mail receipt please provide your e-mail address:
_____________________________________________________________________

