Patient Payment Plan

Authorization Form

Fox Valley Wellness Center, LLC

PLEASE PRINT
NAME 














ADDRESS 













CITY 







 STATE ______  ZIP 



PHONE (______) _____________________WORK (______) __________________________
PLEASE INITIAL THE TRANSACTION DAY OF YOUR CHOICE:

______    4th Day of Each Month          ______   19th Day of Each Month

I hereby authorize a monthly bank draft on the bank account shown below, until the balance is paid in full.  The amount of the monthly draft shall be as shown below and will be changed only with my authorization. I understand that a $2.50 service fee will be added to my monthly draft and that I can pay off the remaining balance at any time without penalty.  I also understand that, in the event a draft fails to clear the account, the full amount of the draft, plus a $50.00 state-allowed fee will be debited from my account, in addition to the original amount of the draft.
_________________________________


___________________

Signature of signer on this account



Date
BANK NAME _________________________________________________

BANK ROUTING # (9 digits)     ___ ___ ___    ___ ___ ___    ___ ___ ___ 
ACCOUNT #    










Please attach a check in the amount of $5.00, made out to Bohlind Business Solutions, LLC to have your account set up. 
For Office Use Only:  Your patient ID number, if any: 





First draft date: 


 Starting Balance 






Monthly payment requested by patient 





Number of payments (starting balance divided by payment requested) 





Adjusted payment amount (starting balance divided by number of payments 




$2.50 service charge per payment   



Total monthly draft amount 











