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Automatic Billing Authorization 

Patient Name __________________________                       Date _________________

I authorize Bullmoose Orthodontics to charge my bill directly to the below listed account. 

_______monthly payments in the amount of $___________ to be charged on the 

_______day of each month until a zero balance is reached, starting ___________,2013.
A final payment of ___________ to be paid on the following date: __________________

This authority is to remain in full force and effect until Bullmoose Orthodontics has received written notification from me of its termination in such time and in such manner as to afford Bullmoose Orthodontics a reasonable opportunity to act on it. 



                Bullmoose Orthodontics 2480 W. Ray Rd. Ste 2, Chandler, AZ 85224

From Credit Card


 


_____________________________                     __________________________


Name on Account (exactly as printed on card)                   Credit Card #





_____________________________                     ________________/__________


Billing Address  (Street, Apt #)                              Expiration Date      /   CW2#





_____________________________                      ____________________/_______


City, State, Zip Code                                              Signature                           Date








From ACH Debits ____Checking Account or  _____ Savings Account





Bank Name ________________________________________________________





Routing # _______________________ Account #__________________________





Name on Account ___________________________________________________





Authorized signature _________________________________________________
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