Financial Agreement
Date:

/
/

      Outstanding Balance: $



Patient Name: 





 Acct ID: ___________
$ _____________   X
__________      =   $__________ 
      Monthly Pmt        
 # of Months
      Total Due
I agree to make the above payments in the installments listed above.  The first payment is due today and subsequent installments are due on the _____________ each following month until paid in full. I understand my credit/debit card will be debited automatically each month until the above balance has been paid in full.
I acknowledge I have read the above agreement. I understand and agree to the above stated terms, conditions, and schedule of payments.
Print Name of Responsible Party



Date

Signature of Responsible Party



Date

Authorized representative 




Date
Credit Card info – Please include with your daily balancing sheet to be set-up by Account Services.
Circle one
-
M/C

VISA

AMEX
DISCOVER

Patient Name: _________________________________
Account # _________________

Expiration date: _____________ 

Credit Card # ___________________________________

Name on Card __________________________________

Card billing Address; ______________________________

State & Zip: ____________________

***Calculate using the total balance due before 1st payment:

$300.00 or less cannot be extended past 3 months. 1st  monthly payment is due at the time of service & is processed in-office. The remaining 2 payments will be automatic draft.

$301.00 or more cannot be extended past 6 months. 1st monthly payment is due at the time of service & is processed in-office. The remaining 5 payments will be automatic draft.
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