BRIDGEVIEW COMMUNITY MENTAL HEALTH CENTER
Payment Agreement

[bookmark: Text2][bookmark: Text11]Client Name:      							Client DOB:      
Client’s chosen method of payment:
[bookmark: Check2]|_| Credit Card at time of service
[bookmark: Check3]|_| Credit Card on file
[bookmark: Check4]|_| Cash at time of service
[bookmark: Check5]|_| Check at time of service
[bookmark: Check7]|_| Patient Statement (only for those with deductibles)

Bridgeview CMHC accepts payments by cash, check, or credit card. Bridgeview accepts major credit cards including Mastercard, Visa, American Express, and Discover.  If I choose to pay for my services using a personal check and the check is returned for nonpayment by the bank due to insufficient funds, my account may be charged an additional processing fee of $30.
Authorization for Credit Card on File
My signature below indicates that I hereby willingly provide my credit card information to Bridgeview CMHC and authorize my card to be charged for any and all services rendered to me (or the client listed above), that are not covered by the insurance plan.  
I will not dispute transactions as long as the transaction corresponds to the terms indicated in the authorization. I understand that this authorization will remain in effect until I cancel it in writing.  I agree to notify Bridgeview CMHC in writing of any changes in my account information, or termination of this authorization at least 15 days prior to the next billing date.
I affirm that the statements contained herein are true to the best of my knowledge, that I am authorized to incur these charges to my credit card and that I hereby authorize future credit card charges, as necessary, to pay my outstanding balance and patient liability as stated above.  If I have any questions, I can contact Bridgeview CMHC.

[bookmark: Check6]|_|NA- Credit Card will not be kept on file.

Signature of Client or Legal Representative: 						Date:
Name of Legal Representative/Relationship: 
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