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A Division of APT

Credit Card Authorization

This is not an online form.  Please print the form, fill it out and bring it to your next appointment. 
Child’s/Patient’s  Name: _______________________________________________________________
Monthly Credit Card Authorization
By signing below, you confirm that you fully understand that health insurance policies and reimbursement issues are between you and your health insurance company.   All services rendered to your child are charged directly to your insurance however, you are responsible for the monetary portion the insurance company denies or applies toward your deductible, co-insurance and/or copay.  You are also responsible for any bill that is denied, for insurance policies that have been changed and not updated with our office.  

The undersigned authorizes Arlington Pediatric Therapy to charge their current balance to their credit card for payment of speech/physical/occupational therapy services and/or associated expenses.

Type of Card:  ( Visa    ( Mastercard    ( AMEX    ( Discover      ( Other: ___________________________
Name on Card: ____________________________________________________________________________

Phone: ________________________________    Email: ___________________________________________
Card Number: ___________________________________ Exp. Date: _______________ CVC: ___________

Billing Address for this credit card (Street/City/State/Zip): ________________________________________________________________________________________

__________________________________________________________________________________________
· We ask for 24 hours notice if you find you cannot make your appointment. Last minute cancellations (i.e. less then twenty-four hours before the designated appointment) and/or no calls, no shows will be billed for the treatment session missed and the invoice will reflect that information appropriately.  This session will be billed directly to you.  We will never bill an insurance company for a missed treatment session.    

· This information must match the card, or it will not process. We request that you notify our office as soon as possible if any of this information changes. This agreement will remain in effect, and your card may be charged monthly, until this agreement is cancelled in writing. 

· I have completed this form truthfully and to the best of my knowledge. 

· I am bound by the Practice’s policies.

· I am bound to indemnify the Practice and voluntarily assume all risk.
· Arlington Pediatric Therapy will charge my credit card, as described as above.  I further affirm that I am      

authorized to use this credit card and will not dispute any charge for services rendered. 
_______________________________________


___________________________

Signature






Date

Thank you for reviewing our policies.
We look forward to answering any questions that you might have during your first visit!
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