
 

Tara Chalakani, PsyD, LPC, RN 

800 Riverview Drive    Suite 104 

Brielle, NJ 08730 

 

Credit Card Authorization Form 

 

Cardholder Information _______________________________________________________ 

 

Billing Street Address _________________________________________________________ 

 

City _______________________ State___________________ Zip code__________________ 

 

Phone_____________________ Email _____________________ 

 

I hereby affirm that I am the cardholder of the referenced credit card, I authorize Peaceful 
Minds, LLC to charge the referenced credit card for the purpose of securing an appointment, 
counseling sessions, or missed appointment fees.   
 
          

Credit Card Information 

Cardholder Name__________________________________________________ 

Card type: Master card ________ Visa_______ Amex_________ Discover_________   

Card #_____________________________________________________ 

Expiration date__________CVC Security Code__________ Billing Zip code____________ 

 

Account Holder Signature (if present) _____________________________________ 


