




















































CREDIT CARD AUTHORIZATION 

Name on authorized credit card: 

Credit card #: 

Expiration date: CCV  

Billing address:  

City:  State: Zip: 

I, the undersigned, authorize A New Outlook Counseling Services to charge my credit 
card $150 for a failed appointment which includes missing a scheduled appointment 
without notice or with less than 24-hour notice. Unpaid balances upon discharge from 
the practice will be charged to my credit card. I understand that declined charges may 
result in loss of scheduling privileges or discharge as a patient from the practice. 

Signature: 

Printed name: 

Date: 

A New Outlook Counseling Services  
1510 W. Canal Ct. Ste 2500 

Littleton, CO 80120 
Main Office – 303-798-2196 

Fax – 303-730-2418 
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