PATIENT EASY PAY CONSENT
I authorize: ______________________________________________________________

(Name of Healthcare Provider)
to charge my credit card for the balance charges not paid by insurance within 90 days, not 

to exceed $______________   

⁫  Annually.
⁫  Semi-monthly.
⁫  Weekly.
⁫  Per Visit.
Date(s) of Service:
__ __ / __ __ / __ __  to  __ __ / __ __ / __ __.

I assign my insurance benefits to the provider listed above.  I understand that this form is valid for one year unless I cancel the authorization through written notice to the health care provider.

__________________________________

________________________

Cardholder Signature 




Date
______________________________________________________________________________________
Patient Name
______________________________________________________________________________________

Cardholder Name
______________________________________________________________________________________

Cardholder Street Address
______________________________________________________________________________________

City




State

Zip Code

______________________________________________________________________________________

Credit Card Number
⁫ Visa     ⁫ Mastercard     ⁫ American Express     ⁫ Check Card     ⁫ Other


