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/(lj CREDIT CARD AUTHORIZATION
AND PAYMENT POLICY ACKNOWLEDGMENT

As part of receiving services from Rapha House Health, LLC (“Provider”), | acknowledge and agree to the following:
1.1 am the patient, or the parent or legal guardian of said patient, and have the legal authority to provide payment information for services
rendered. If the credit card provided is not my own, | am authorized to bind the cardholder to the terms of this acknowledgment.

2.1 understand that Provider requires a valid credit card to be kept securely on file for all patients. This card may be used for co-pays,
outstanding balances, missed appointments, late cancellations, or other charges permitted by this agreement. | understand Provider uses
a third party service to store and maintain my payment information in compliance with applicable payment card industry standards (PCI
DSS) and practice policies. Aside from receiving payment information, Provider does not store a permanent copy with its servers. |
acknowledge the inherent risks of electronic storage and agree that Provider cannot guarantee absolute security.

3.1 understand that cancellations with less than 24 hours advance notice, or failure to appear for a scheduled appointment, may result in a
fee of $100.00 charged to the card on file. This is not imposed as a fine or penalty, but is a reasonable approximation of the cost incurred
by Provider.

4.1 understand that all charges will be processed in accordance with applicable state and federal law. | authorize Provider to charge the
card on file for any amounts owed as a result of my failure to provide the required notice or appear for a scheduled appointment.

5.1 acknowledge that it is my responsibility to ensure the payment information on file is accurate and up-to-date. | will promptly notify
Provider of any changes to the credit card number, expiration date, billing address, or other required information. | understand | am unable

to pay this fee from my health savings account (HSA) or flexible spending account (FSA).

6.1 understand that no verbal representations or promises made by staff or providers can alter this policy. Any exception to this
requirement must be in writing and approved by an authorized practice representative.

| have read and agree to the Credit Card Authorization and Payment Policy Acknowledgment above. | understand
that by providing my credit card information, | am bound by these terms and assume all related responsibilities.

Please complete ALL fields below

Credit Card Type: VISA MASTER CARD DISCOVER AMEX OTHER:

Cardholder Name:
(as it appears on card)

Credit Card Number:

Expiration Date (MM/YY): __ _ /_ Security/CVS #:
(3 or 4 digit code)

Biling Zip Code:

Patient Name (Printed) Patient Date of Birth

Parent/Guardian Name (Printed) Parent/Guardian Signature

Today’s Date




