[bookmark: _GoBack]REED THERAPEUTIC SERVICES LLC
CREDIT / DEBIT AUTHORIZATION POLICY

Client Name _________________________________________
I understand it is the policy of Reed Therapeutic Services LLC (RTS) to secure my credit or debit card information at the time of my initial appointment.  RTS acknowledges that we must comply with the provision of U.S. Law.
If, after a claim has been submitted to my insurance carrier: 1) the claim is denied for any reason, OR 2) there is patient liability (i.e., Deductible, Co-Insurance, etc.); RTS will send statement notifying me of the balance due.  If this amount is not paid within 30 days, then my credit / debit card will be charged for the entire balance owed for services provided to me or my dependent.  Any known copay or outstanding balance will be changed at time of appointment. Late cancellation / no show appointments which will be charged on the day of the occurrence.
I understand my insurance carrier also provides me notification of any uncovered charges with an Explanation of Benefits (EOB).  If credit / debit card charge exceeds $300, RTS will provide courtesy call / email.
I understand that in the event my credit / debit card has been charged for services and then my insurance carrier subsequently makes a payment to RTS for those charges, a refund will be issued. 
Please circle one of the following:
VISA   /   MC   /   DISCOVER   /   AMEX

Account Number: _____________ / _____________ / _____________ Security Code:___________

Expiration Date: _______ / ________ 	Billing Zip Code: _______________

Name of Card Holder: ____________________________________________________________
I hereby authorize Reed Therapeutic Services LLC and its designee to charge my credit / debit card as designated above, the patient responsibility and / or denied amount for services provide by RTS. The charge will be based on the services rendered to me (or my dependent and the usual and customary charges made by RTS for such services.  If payment is denied by my credit / debit card company, I will pay the entire amount within 30 days.

*** Please note there is a $2.00 transaction fee assessed per card transaction ***

________________________________________________              Date_____________________
Cardholder’s Signature
