


[image: TCH_Affiliate]Credit/Debit Card Auto-Pay Authorization Agreement

AutoPay allows you to pay your bill by having your payments automatically withdrawn from your credit/debit account each month. By signing this agreement, you are authorizing The Children's Hospital to make automatic monthly withdrawals from either your credit/debit card account to satisfy or partially satisfy the balance owed on the patient account. The amount has been discussed and agreed by The Children's Hospital and the responsible guardian (cardholder). There is no fee for this service, however, if your account has insufficient funds to make payment, the Auto-Pay agreement will be revoked after one non-sufficient (NSF) transaction and you will be responsible for any fees assessed by your financial institution. The Children's Hospital and/or the financial institution reserve the right to end this payment plan and my participation therein. 

This authority will remain in effect until the balance owed is paid in full or canceled. You may cancel this service in writing at least 7 business days prior to the scheduled due date of the transfer. All oral notifications must be followed up in writing within 14 business days prior to the scheduled due date of the transfer. Please note only one cancellation will be allowed per year. 

Patient Information

Patient’s full legal Name: ______________________________________________________________________________________________

Address: _______________________________________________________________________________________________________________

Phone #: _______________________________________________ Patient Account #: ______________________________ 
  
Cardholder’s Name as it appears on the card (Please Print): _______________________________________________________
Billing Address: ________________________________________________________________________________________________________

 Visa  MasterCard  Discover  American Express  
Last four digits of the Credit/Debit Card #: ______________________________________     Expiration Date: ___________

I, as a cardholder/s, hereby authorize The Children's Hospital to charge my credit/debit card according to the guidelines listed. 

Signature: _____________________________________________________________________________  

After completing the form please return to: 

The Children's Hospital 
Attention: Billing Department 
13123 E. 16th Ave B095
Aurora, CO 80045 

Upon receiving the form, staff will contact the responsible guardian (cardholder) to complete the transaction process and discuss a specific date for the transaction.TCH ensures privacy and will obtain the full credit/debit card number verbally by phone and enter the information manually into our secured system. All recurring transactions will automatically be processed every month on the date discussed until account is paid in full or cancelled according to the guidelines as indicated above. 

 
Staff Use Only: 
·  Set up new AutoPay >  Date of recurring transaction: __________________________________________
·  Change existing credit card information > Date of change: ______________________________________
·  Modify existing payment plan agreement > Date of modification: __________________________________

Processed by: __________________________________________ Date: _________________________
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