
FINANCIAL AGREEMENT

Dear Patient,


We want you to have a clear understanding of our office policies concerning payment.  We accept Visa & MasterCard.


We expect that you will pay for services at the time of service.  To expedite the process, we need to have a credit card on file.  This ensures our ability to provide you with good and consistent healthcare.  If you have insurance, we can bill it as a courtesy to you.  

	I hereby authorize Brian Carter or his agents/employees to bill my credit card for charges incurred by me.

__  Visa             __  Mastercard             

Print Name: _____________________________________________________________

(as it appears on card)

Address ________________________________________________________________

(where credit card bills are sent)

CC Number: __________________________________ Expiration Date: _____/______

Signature: _____________________________________ Date: ____________________



Brian Benjamin Carter, M.Sci., L.Ac.

6629 Convoy Court, San Diego, CA 92111

bbc@pulsemed.org  |  619-208-1432  |  619-282-1332 FAX

