COMMONWEALTH ORTHODONTICS

AUTHORIZATION FOR AUTO DEBIT FROM CHECKING/SAVINGS ACCOUNT
PATIENT NAME: 





_________________________________________  

RESPONSIBLE PARTY NAME: 




_________________________________________

I. Authorization
The undersigned hereby grants permission to Commonwealth Orthodontics and Vanco Services, LLC to process debit entries indicated in the amount(s) set forth in this agreement.  
II. Payments

Date for monthly withdrawal:
1st




Date of first payment:
_____/_____/_____

Date of last payment:
_____/_____/_____


Amount of monthly payment:
$ __________

Amount of last payment : $ ___________


Total number of payments: _______          

III. Patient Responsibility
It is the responsibility of the undersigned to inform Commonwealth Orthodontics of any changes, cancellations and/or renewals to the account listed below. A 30 day notice is required to make any changes to this agreement and a new agreement must be completed. Declined transactions are subject to a $35 fee. Any declined charges and associated fees must be satisfied by the end of the month in which they were charged in order to avoid late payment fees (see financial contract). 

Initial here ______________.
***IMPORTANT*** Please list FULL account information including all leading zeros.  Please verify that account information is accurate.  Incorrect information will lead to declined transactions (see above).  
Account Type (please choose): 
( Checking
                 ( Savings

Bank Name:




____________________________________________________

Routing Number:



____________________________________________________
Account Number:



____________________________________________________
( Please indicate here if this is a Medical/Flexible spending account. 
__________________________________________


____________________________

Authorized Signature






Date

SUBMITTED  : 





PATIENT # 





FOR OFFICE USE ONLY








