
 

ngel Care Home Companion Services, Inc. 
 

CLIENT PAYMENT AUTHORIZATION: 

 

Clients Name: _________________________________________________________________ 

 □ For New Clients Only: I wish to pay my advance deposit of $________________ 

 □ I wish to AUTO-PAY: 

   □ Weekly Service Fee of $ _____________________ 

   □ Bi-Weekly Service Fee of $ ___________________ 

   □ Monthly Service Fee of $ _____________________ 

 

Name of the Account: ________________________________________________________ 

 

Relationship to Client: __________________________________________________________ 

 

Card: ________________________________________________________________________ 

 

Account Number: ______________________________________________________________ 

 

EXP DATE: __________________________  CVV: ________________________ 

 

Billing Address:  ___________________________________________________________ 

    

   ____________________________________________________________ 

 

 

 

 

_____________________________________   ________________________ 

                             Signature            Date 


