
ILDIKO TABORI, PH.D.  
Psychologist 
CA PSY19688           

   Credit Card Agreement 
 
 

 
I,         , give my consent to 
the Office of Dr. Ildiko Tabori to bill my credit card as payment for 
sessions or co-pay per session.  
 
 
  Visa 
 
  Mastercard 
 
  American Express 
 
  Discover 
 
 
 
Credit Card No.:            
 
 
Exp Date:        CVV:       
 
 
Billing Address:  
 
             
 
             
 
 
  Amount:     Per Session Co-Pay (Repeating Payment) 
 
 
  Amount:     One-Time Only Payment 
 
 
 
 
Signature:         Date:     
 
 
Print Name:            
 
 


