
Dr Marti Fausold-Mowers
Credit Card Authorization Form

Please complete all fields. You may cancel this authorization at any time by contacting us. This 
authorization will remain in effect until cancelled. Please email completed form to 
billing@caftacskyetherapy.com

CREDIT CARD INFORMATION

Card Type     VISA                             American Express
                      MasterCard                   Discover

Card Number

Name on Card             

Expiration Date                    CVV  

Street Address             

City                               State      ZIP  

Email for receipts       

I authorize Dr. Marti Fausold-Mowers to charge the credit card above for the balance of each therapy 
session netted of any applicable Insurance Benefits.

Signature Date

mailto:billing@caftacskyetherapy.com
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