
AUTOMATIC DEBIT/CREDIT CARD
CHARGE AUTHORIZATION
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	Card Number:
	
	Expiration:
	
	CCV Code:
	

	
	
	
	(3 or 4-digit number on back or front of card)

	Name on the Debit/Credit Card:
	



	Billing Address:
	
	
	
	

	
	Street
	City
	State
	Zip Code



Recurring Charges for Ongoing Future Treatment (Debit Card Only)

I agree to have ______________ payments of $____________ debited/charged to my card on the _________ day of the month beginning ______________.
Your commitment:
· I authorize Angela B. Bateson, DDS to keep my signature on file and to charge my Debit Card/Credit Card/ACH account as indicated above for any balance of charges not paid by insurance within 90 days for all visits.
· I will ensure that there is sufficient funds/credit available to debit or charge unpaid balance left after insurance determination within 3 business days or change my arrangements to another debit/credit or cash/check to collect the full amount of my remaining balance.
· I understand that this form is valid for one year, unless I cancel the authorization through written notice to Angela B. Bateson, DDS.


Our commitment to you:
We will protect your information according to the FTC Red Flag Rules. This means that we have a written identity theft protection plan in place that we are compliant with. A copy is available upon request.
Your signature indicates that you understand and agree to these arrangements:

	
	Date:
	
	
	
	Date:
	

	Responsible Party
	
	
	
	Financial Coordinator
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