Infectious Diseases Associates, P.C.
729 Grove Avenue
Suite 4
Southampton, PA 18966
Ph: 215-355-9634

Patient Credit Card Agreement


I, _________________________________________, do not want a bill sent to my home. Therefore, I am leaving a credit/debit card on file at this office to be used ONLY for any/all outstanding balances on my account.


I understand that if my credit/debit card is denied by the bank, a patient bill will be sent to my home. 


Name on credit/debit card: __________________________________

Account Number: _________________________________________

Expiration Date: __________________________________________

CVV Number: ___________________________________________

Billing address for credit/debit card (if different than the patient’s address):

________________________________________________
________________________________________________
________________________________________________

Patient’s Signature: _____________________________
Date: __________________________
