Leah M. Lagos, Psy.D. 

Springfield Psychological Associates

Client Information:
Client Name: ______________________________________ 
Date of Birth: __________________

Email:___________________________________________________

Home Number: __________________________ 
Mobile Number: __________________________ 
Address: ________________________ City__________________ 
State: _______ Zip: ________ 
Account Holder Information: 
Please indicate the name and address associated with the credit card account you wish to use. 
Account Holder’s Name: ___________________________________ 
Date of Birth: __________________

Address: ________________________ City__________________ 
State: _______ Zip: ________ 
Credit Card Information:
Card Type (circle one): 
Discover 
MasterCard 
Visa 
Expiration Date: _____________   CVC Code: _____________ 
Card Number: __________________________________________________ 
My signature authorizes Dr. Lagos to charge my card in the amount of _______ for my session on ____________. 

____________________ 

Date 

___________________________________ 
Signature of Client or Legal Guardian 
-- 
