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Licensed Clinical Psychologist

www.drvanderhorst.com

8701 Georgia Avenue, Suite 713, Silver Spring, Maryland 20910

Phone and Fax:  301-578-8760



PRE-AUTHORIZED FORM
PERMISSION TO CHARGE SERVICES XE "PRE-AUTHORIZED HEALTH CARE FORM" \b 
Gloria Kay Vanderhorst, Ph.D., LLC
I authorize Gloria Kay Vanderhorst, Ph.D., LLC to keep my signature on file and to charge my account for services not paid at time of service.

 I understand that this form is valid for 4 years unless I cancel the authorization through written notice to the health care provider.

Client’s Name:________________________________________________________

Card Holders Name:____________________________________________________

Card Holders Billing Address:__________________________________________________


City:___________________________ State:_________ Zip Code:__________

Phone: 




(  ) Am. Ex.    (   ) VISA     (   ) MasterCard   
Account Number:_____________________________ Exp. Date:_____/_____/_____
                                                                                                         mm    dd       yyyy
Three digit verification code on the back of your card: 


(or for Am Ex this code is 4 digits and on the front)
Signature:________________________________   

Print Name: 







Date:  




