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EZ Pay Plan Information

In order to provide you with the highest quality service, while helping to keep our billing costs low, we offer a “green option” through paperless billing with EZ Pay. 
Because payment in full is due at the time of service, for your convenience, with EZ Pay, we will simply maintain your credit information in a secure location and use this information to help take care of any payment/balance owed not covered by insurance. We can either automatically transfer the balance or contact you first. If you wish us to contact you first, we will mail you out a billing statement at no charge and you will be given a period of time to pay or contact our office.  If additional information or payment has not been received by the due date, your credit card will automatically be billed. If you require us to resend additional statements, a $5.00 statement charge will be added to your bill. Accounts past due are subject to a 1.5% latefee and potential collections fees and processing. If you have any questions or concerns, our staff will be more than happy to give you more information about EZ Pay.

Client Account Information

Client Name:__________________________________________DOB:_____________

Client Acct #:______________________________

Address:_______________________________________________________________

Phone:___________________________________
Credit Card Information

This information will be used only as agreed to authorize payment for the above Client. If this information changes, I will contact the office immediately. Should my credit card be declined for any reason, I understand that additional charges maybe incurred and I will need to immediately reimburse Dr. Jensen for any expenses or charges as a result. I agree to assign my insurance benefits to the provider listed above. I understand that this form is valid for one year unless I cancel the authorization through written notice to the office of Dr. Harris Jensen.
I authorize the office of Harris R. Jensen, M.D., Llc to maintain my credit/debit card on file to pay for charges not covered by client’s health insurance;

 _______Automatically pay balance        _______*Contact me First, I may want to pay by check.

Card Type: 
______Discover       ______Mastercard
_______Visa       _______Debit

Card Number_________________________________Expiration_____________V code______

Cardholder Name__________________________________Phone #______________________

______________________________________________________________________________

Address








______________________________________________________________________________

City





State




Zip

______________________________________________________________________________

Cardholder Signature







Date

*If payment is not received by the requested due date, your account will automatically be billed to your credit card information.
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