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 CREDIT CARD CONSENT FORM 

Dear Patients, 

This letter is to inform you of our updated billing practice regarding receiving patient payments. We now use a Credit Card 
Merchant Service called Open Edge, which gives us the ability to swipe your credit card, debit card, or health saving account card to 
accept payment in the office and have the number securely stored on a remote server with OpenEdge.  

We want to assure you that our software has been thoroughly vetted according to the strict data retention rules required by the 
merchant processing system. The only information stored at our office in our secure, encrypted system, is the name on the card, the 
expiration date, and the last 4 digits of the card number.  

We require your credit card information to be stored for future payment for some of the following reasons: 
• Your insurance company may not reimburse us for medical services or only make partial payment, because of the

following:
o Deductible has not been met for the current calendar year
o Co-insurance may be applied to the charges
o Service may be deemed as not a payable benefit for your plan.
o Policy has terminated, or there is a gap in coverage.
o Newborn has not been added to the policy and are not covered under parent’s benefits.

• You may have a copayment for medical services.
• You wish to set up a payment plan for a large balance on account.

AUTHORIZATION 
By signing below, I authorize Pediatric Associates of Alexandria, Inc. to keep a credit card on file for future payments and to charge all 
balances accrued on the patients listed below with the information saved. Please be advised your card will be charged the amount on 
your statement within 5-7 business days of statement date. I am aware that if any of my personal information has changed, I am 
responsible to notify Pediatric Associates of Alexandria, Inc. of the change(s) to ensure they have the most current information to contact 
me or process payment accurately. 
***PLEASE LIST ALL CHILDREN ON FORM*** 

Name of Child(ren) DOB Acct # 

Credit card information: 

Cardholder Name: ___________________________________________________ 

Credit Card Number: _________________________________________  Exp Date: ___________ CVV: ________ 

Parent or Guardian Name (Print): ___________________________________________________ 

Parent or Guardian Signature: ____________________________________ Today’s Date:__________________ 

� I have reviewed and understand Pediatric Associates of Alexandria, Inc Financial Policy and Notice of Privacy Act


