
BEACHES             BEHAVIORAL 
dTMS       PSYCHIATRY       ADDICTION 

ALINA M GALLIANO-PARDO, MD, DABPN, DABAM 

Card Holder Authorization for Credit Card Charges 

Patient Information 

Name of Patient: _____________________________________________________________ 

Credit Card Information 

First Name (as it appears on credit card):  ________________________________________ 

Last Name (as it appears on credit card):   ________________________________________ 

Relationship to Patient:  _______________________________________________________ 

Credit Card Type       AmEx      Discover      MC  Visa

Credit Card Number:  _________-_________-_________-_________ 

Expiration Date:  ___________________ CCV Code:  ___________ 

Credit Card Billing Address 

Street/PO Box: _______________________________________________________________ 

City:  _______________________________________________________________________ 

State/Zipcode:  ______________________________________________________________ 

Billing Phone: ________________________________________________________________ 

Acknowledgement 
I authorize Alina M. Galliano-Pardo, M.D., P.A. to charge this credit/debit/HAS debit card for any 
and/or all co-payments, patient responsibility portions of my insurance explanations of benefits (if 
applicable), fee for the completion of any forms and/or letters I request, lost prescriptions, 
prescription refills, and missed/no-show or late appointment fees. 

I certify that I am an authorized signer on the card provided and that the credit card number 
provided and signature below are the same as those on file with the credit card issuer. 

 ____________________________________________________ ______________________ 

Cardholder’s Signature Date 

 _________________________________________________ 

Printed Employee Name 

Page 9 of 23


	New Patient Packet 2020
	New Patient Packet 2019 updated
	Card Holder Authorization for Credit Card Charges
	Patient Information
	Name of Patient:
	Credit Card Information  First Name (as it appears on credit card):    Last Name (as it appears on credit card):     Relationship to Patient:
	Credit Card Type      ( AmEx     ( Discover     ( MC        ( Visa
	Credit Card Number:  _________-_________-_________-_________
	Expiration Date:  ___________________ CCV Code:  ___________
	Credit Card Billing Address  Street/PO Box:   City:    State/Zipcode:    Billing Phone:
	Acknowledgement
	I authorize Alina M. Galliano-Pardo, M.D., P.A. to charge this credit/debit/HAS debit card for any and/or all co-payments, patient responsibility portions of my insurance explanations of benefits (if applicable), fee for the completion of any forms an...
	I certify that I am an authorized signer on the card provided and that the credit card number provided and signature below are the same as those on file with the credit card issuer.
	Cardholder’s Signature Date
	Printed Employee Name


	TMS Evaluation Packet PDF.docx.pdf
	New patient Packet 2020
	PHQ-9 Scale Blank Form2
	GAD-7 Scale Blank Form (1)


	TMS Evaluation Packet PDF.docx.pdf
	New patient Packet 2020
	ROI for Multiple Sources


	TMS Evaluation Packet PDF.docx.pdf
	New patient Packet 2020
	AMG-P Registation Form 2019


	TMS Evaluation Packet PDF.docx
	New patient Packet 2020
	Fillable -New Patient Medical History Form 2020



	Text10: 
	Text11: 
	Text12: 
	Check Box13: Off
	Check Box14: Off
	Check Box15: Off
	Check Box16: Off
	Text18: 
	Text19: 
	Text20: 
	Text21: 
	Text22: 
	Text23: 
	Text24: 
	Date26_af_date: 
	Patient Name: 
	Text17: 


