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CREDIT CARD AUTHORIZATION

I am giving Legacy Dermatology permission to store my credit card on file and to charge the credit card for the indicated invoices on my account. I understand I have the option to postpone or alter charges made to my credit card on file and or change payment method. I understand that I will be charged the amount indicated on the invoice and a receipt will be provided. The charges will appear on my credit card or bank statement. 
 
I understand that if I agree to the autopay option, I will be notified within 7 calendar days prior to the payment posting. If payment alterations are made within the 7-day period – payment can be postponed and or altered. 
 
I have been informed of the terms and conditions of Legacy Dermatology credit card policy. I agree with the terms and conditions listed above

________________________________________ 
 Patient Signature Date 
 
________________________________________ 
 Witness Signature Date
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