
9107 Wilshire Blvd., Ste. 215    Beverly Hills, CA 90210 www.drkimfarber.com 310.929.0693

Name: _____________________________________________________________________
Phone: _____________________________________________________________________
Email: ______________________________________________________________________

 I authorize Dr. Kim Farber, LMFT to charge the following credit card for fees for services 
and/or fees for sessions cancelled less than 48-hours (2 business days) in advance.

Credit Card Type:
   Visa
   Mastercard
   Amex

Name on Card:______________________________________________________________

Credit Card #: _______________________________________________________________

Expiration Date: _____________________________________________________________

Security Code (3 digits on back of Visa & Mastercard - 4 digits on front of Amex): _____

Billing Street Address: ________________________________________________________

Billing City, State, Zip: ________________________________________________________

Signature: __________________________________________________________________

Date: ______________________________________________________________________

Credit Card Authorization Form

lic. #82013
kim@drkimfarber.com

KIM FARBER P hD,  L MFT
PSYCHOTHERAPY INDIVIDUALS, COUPLES, AND FAMILIES


