Financial Agreement

If Yes, your insurance company will be billed for applicable
charges for today’s service. By signing this form, you agree
that any remaining balance due is the authorized signer’s
responsibility and will be charged to your credit card.

D Yes D No (If No, Skip to Payment Authorization)

Payment Authorization

| Authorize (Office Name)
to keep my signature and charge my account below:

[ mastercCard [ visa ] Discover [ Amex

[[] Balance of charges not covered/paid for by
insurance for (check one):

[ Total remaining balance of

[ oruptos with remaining
balance in installment payments

[ installment Payments/Recurring Charges

1/we, (authorized signer) ,
hereby authorize (name of
practice) to charge ona

(monthly/weekly/other) basis, starting on
(date) to the account number

Name on Card Exp date
CvC Address Zip
X
Cardholder Signature Date
Office Notes:

VISA @m DISCOVER %

Reorder at www.BestCardTeam.com or call 877.739.3952




