
Credit Card Advanced Authorization

Self Pay Charges – Payment in-full is due on the date of service, per your agreement with our office.  You may present another
method of payment prior to, or at the time of service.  If another method of payment is not offered by the date of service, your 
credit card will be charged. 

Co-Insurances and/or Deductibles – These amounts are determined after your insurance company has completed processing
your claim.  At that time, if a balance remains on your account monthly statements will be sent.  You will have 89 days to pay
the charge using another method of payment.  If, at 90 days, the charge remains on your account, your credit card will be 
charged.  

Our Credit Card on File Program is intended as convenience for you.  You will no longer have to worry about due dates 
or mail us checks.  This will keep your account current and prevent you from being turned over to a collection agency.

This will not compromise your ability to dispute a charge or question your insurance company’s determination of payment. 

**PLEASE NOTE:  If the Credit Card provided expires, becomes invalid, or lacks sufficient funds, it will be required that you 
update your Credit Card on File information and/or pay your balance in full in order to reschedule with your provider. 

If you have any questions about this payment method, do not hesitate to ask. 

Authorization to Charge my Credit Card 

Until further notice, I authorize Waco Foot & Ankle, P. A. to charge patient balances on this account to the following credit card:

Patient Name (printed): _____________________________________         Patient Date of Birth: : ____/_____/____ 

Card Type (circle one):   Visa     Mastercard     Discover     American Express

Name on Card: __________________________  Card Holder Signature: _______________________   Date: ____/_____/____ 

Credit Card Number:  xxxx-xxxx-xxxx-_______    Exp. Date (mm/yy):_____/_____   Billing Zip Code: __________

Please hand your credit card to the Receptionist when you check in.
He or she will enter your card information into the secure transaction vault.
Once stored, your credit card information will not be physically  accessible.

Thank you.

Email Address: ______________________________________________________
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