STACI R, JOHNSON, MD.

"'OUR SEASONS!
15338 Central Ave. Suite #103
Chino, CA 91710 (909)742-9724

CREDIT CARD AUTHORIZATION

IT IS POLICY WITH STACI R. JOHNSON, M.D. THAT THIS CREDIT CARD
AUTHORIZATION BE COMPLETED IN ORDER TO SCHEDULE YOUR FIRST
APPOINTMENT. THIS CREDIT CARD WILL BE USED FOR PAYMENT OF ALL SERVICES.

THIS AUTHORIZATION FORM SHALL SERVE AS A LEGALLY BINDING CONTRACT THAT
PROVIDES YOU WITH IMPORTANT INFORMATION REGARDING THE FINANCIAL
PRACTICES WITH STACI R. JOHNSON, M.D. BY SIGNING BELOW YOU
ACKNOWLEDGE THAT YOU ARE FINANCIALLY RESPONSIBLE FOR THE FEES FOR
RENDERED SERVICES ACCORDING TO THIS CONTRACT, AND THAT YOU HAVE READ
AND UNDERSTAND THE ABOVE INFORMATION AND AGREE TO COMPLY WITH THE
ABOVE POLICIES. ANY QUESTION OR CONCERNS REGARDING THE CONTENTS OF
THIS AGREEMENT SHOULD BE DISCUSSED WITH US PRIOR TO SIGNING.

YOU HEREBY AUTHORIZE STACI R. JOHNSON, M.D. TO CHARGE YOUR CREDIT CARD
IN THE EVENT THAT YOU FAIL TO SHOW FOR AN APPOINTMENT OR FAIL TO PROVIDE
ADVANCE NOTICE AS INDICATED ABOVE AND AGREED TO IN THIS FORM.
FURTHERMORE, FOR OUTSTANDING PAYMENTS OF SERVICES RENDERED, YOU
AUTHORIZE STACI R. JOHNSON, M.D. TO CHARGE YOUR CREDIT CARD FOR THE
FULL AMOUNT DUE. YOU WILL NOT DISPUTE CHARGES FOR SESSIONS WHICH HAVE
BEEN RENDERED NOR WHICH HAVE BEEN CANCELED OUTSIDE OF THE
CANCELLATION POLICIES LISTED ABOVE. YOU FURTHER AUTHORIZE STACI R.
JOHNSON, M.D. TO DISCLOSE INFORMATION ABOUT YOUR
ATTENDANCE/CANCELLATION TO YOUR CREDIT CARD COMPANY IF A DISPUTE
OCCURS. THIS FORM WILL BE STORED IN YOUR CLINICAL FILE AND MAY BE
UPDATED AT ANY TIME.

IMPORTANT: PLEASE NOT THAT ALL STACI R. JOHNSON, M.D. INVOICES ARE
SENT VIA EMAIL TO THE EMAIL ADDRESS OF THE CREDIT CARD HOLDER. WE DO
NOT USE REGULAR MAIL UNLESS SPECIFICALLY REQUESTED. THESE CONTAIN
SENSITIVE INFORMATION WHICH INCLUDE DIAGNOSTIC AND APPOINTMENT CODES.

INITIAL HERE TO INDICATE UNDERSTANDING
AND ACCEPTANCE OF THIS PAGE.: DATE:




STACI R, JOHNSON, MD.

"'OUR SEASONS!
15338 Central Ave. Suite #103
Chino, CA 91710 (909)742-9724

CREDIT CARD AUTHORIZATION CONT.

GENERAL INFORMATION:

NAME OF PATIENT:

NAME OF FINANCIALLY RESPONSIBLE PARTY:

RELATIONSHIP TO PATIENT:

CREDIT CARD INFORMATION:

CREDIT CARD TYPE: [IVISA [IMASTERCARD [IDISCOVER [JAMERICAN EXPRESS

NAME AS IT APPEARS ON CARD:

CREDIT CARD NUMBER:

CONFIRM;:
EXPIRATION DATE(MM/YYYY):

SECURITY CODE(3-DIGIT CODE ON BACK OF CARD):.

BILLING ADDRESS:
STREET:

CITY, STATE, ZIP:

PHONE NUMBER OF CARDHOLDER:

EMAIL OF CARDHOLDER:

INITIAL HERE: SIGN HERE:

INITIAL HERE TO INDICATE UNDERSTANDING
AND ACCEPTANCE OF THIS PAGE.: DATE:




