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PATIENT FINANCIAL POLICY 

Patient Name:________________________________________________        Today’s Date: ____/____/____  



































































CREDIT CARD AUTHORIZATION


Patient Name:________________________________________________        Today’s Date: ____/____/____  

In accordance with the Patient Financial Policy, I understand that all payments are due at the time of service.  Any 
charges not paid in full at the time of service, as well as any other fees charged in accordance with the Patient 
Financial Policy, will be automatically charged to my credit card.  


Name on Credit Card: _________________________________________________    

Billing Address: _____________________________________________________   

 _____________________________________________________   

Card Number: _______________________________________________________    

Expiration Date: ____________________________________    


3-Digit CVS Code (on back of card), for AMEX 4-Digit Code (on front of card): ____________________

Type of Card (please circle one):	 Visa	 MasterCard	 Discover	 AMEX


I hereby authorize Enhance Psych, Inc. and Raj Loungani, MD, MPH, to maintain my credit card information on 
file and to charge my credit card for any services rendered if payment is not otherwise made at the time of my 
appointment or IF other payment arrangements are not approved by Enhance Psych.  I also authorize the charge 
on my credit card for any fees incurred in accordance with the Patient Financial Policy, including, but not limited 
to, late cancellation fees and returned check fees.  I understand that any charges to my credit card will appear on 
my credit card statement as being billed by “Enhance Psych.”  


Patient or Parent/Legal Guardian Name:__________________________________________________________


Signature______________________________________		 Date ____/____/____  	 





