ONE-TIME DEBIT AUTHORIZATION FOR MEDICAL BILL PAYMENTS

[PATIENT FULL NAME]

[PATIENT STREET ADDRESS]

[PATIENT CITY, STATE, ZIP CODE]

[PATIENT PHONE NUMBER]

[PATIENT EMAIL ADDRESS]

[PROVIDER/HEALTHCARE FACILITY NAME]

[PROVIDER STREET ADDRESS]

[PROVIDER CITY, STATE, ZIP CODE]

[PROVIDER PHONE NUMBER]

[PROVIDER ACCOUNT NUMBER]

[STATEMENT OR INVOICE NUMBER]

[DATE OF SERVICE]

[AMOUNT TO BE DEBITED]

[DEBIT DATE]

RE: ONE-TIME AUTHORIZATION TO DEBIT PATIENT ACCOUNT FOR MEDICAL BILL PAYMENT

1. AUTHORIZATION AND PURPOSE
1.1 Authorization: By signing this One-Time Debit Authorization for Medical Bill Payments ("Authorization"), the undersigned patient or authorized payer ("Payer") authorizes [PROVIDER/HEALTHCARE FACILITY NAME] ("Provider") and its designated payment processor to initiate a single electronic debit from the bank account identified in Section 2 below.
1.2 Purpose: This Authorization applies solely to payment of the medical bill described above, in the amount of [AMOUNT TO BE DEBITED], and is limited to one (1) debit transaction.
1.3 One-Time Transaction: This Authorization is for a single debit only. No recurring, automatic, or future debits are authorized under this form.

2. BANK ACCOUNT INFORMATION
2.1 Account Holder Name: [ACCOUNT HOLDER NAME]
2.2 Bank Name: [BANK NAME]
2.3 Bank Street Address: [BANK STREET ADDRESS]
2.4 Bank City, State, ZIP Code: [BANK CITY, STATE, ZIP CODE]
2.5 Account Type: [CHECKING OR SAVINGS]
2.6 Routing Number: [ROUTING NUMBER]
2.7 Account Number: [ACCOUNT NUMBER]
2.8 Account Number Confirmation: [RE-ENTER ACCOUNT NUMBER]

3. DEBIT DETAILS
3.1 Debit Amount: [AMOUNT TO BE DEBITED]
3.2 Scheduled Debit Date: [DEBIT DATE]
3.3 Payment Applied To: [STATEMENT OR INVOICE NUMBER] dated [DATE OF SERVICE]
3.4 Currency: U.S. Dollars (USD)

4. PAYER CERTIFICATION
4.1 Account Ownership: The Payer certifies that he or she is the owner of, or is authorized to act on behalf of the owner of, the bank account identified in Section

2.
4.2 Accuracy of Information: The Payer certifies that all
information provided in this Authorization is true, accurate, and complete.
4.3 Sufficient Funds: The Payer acknowledges that sufficient funds must be available in the designated account on or before the scheduled debit date.

5. AUTHORIZATION TO DEBIT
5.1 Electronic Debit: The Payer authorizes the Provider and its payment processor to initiate a single ACH debit entry to the account identified in Section 2 in the amount stated in Section

3.
5.2 No Recurring Debits: The Payer expressly confirms that
this Authorization does not create a recurring debit arrangement and that no further debits will be made without a new written authorization.
5.3 Revocation: The Payer may revoke this Authorization at any time before the scheduled debit date by providing written notice to the Provider at the address listed above. Revocation must be received at least [NUMBER] business days before the scheduled debit date to be effective.

6. PAYMENT PROCESSING TERMS
6.1 Timing: The debit will be initiated on or about the scheduled debit date stated in Section
3.2 and may post to the account within [NUMBER] business days thereafter.
6.2 Returned or Failed Debits: If the debit is returned or fails due to insufficient funds, closed account, or any other reason, the Payer may be responsible for any returned payment fee assessed by the Provider or the Payer's financial institution, as permitted by applicable law and the Provider's financial policy.
6.3 Confirmation: A confirmation of the debit transaction will be provided to the Payer at the email address or mailing address listed above.

7. AUTHORIZATION FOR RETURNED PAYMENT FEES
7.1 Fee Authorization: The Payer authorizes the Provider to assess a returned payment fee of [RETURNED PAYMENT FEE AMOUNT] if the debit is returned for insufficient funds or any other reason attributable to the Payer.
7.2 Separate Notice: Any such fee will be billed separately and is not included in the one-time debit amount stated in Section

3.

8. PRIVACY AND SECURITY
8.1 Use of Information: Bank account information provided in this Authorization will be used solely for processing the one-time debit described herein and will be handled in accordance with the Provider's privacy practices and applicable law.
8.2 Secure Handling: The Provider will take reasonable measures to protect the confidentiality of the Payer's financial information.

9. ACKNOWLEDGMENTS
9.1 Voluntary Authorization: The Payer acknowledges that this Authorization is provided voluntarily and that payment of the medical bill may also be made by other means acceptable to the Provider.
9.2 Right to Receive Copy: The Payer has the right to receive a copy of this Authorization upon request.
9.3 Governing Law: This Authorization shall be governed by and construed in accordance with the laws of the State of [STATE].

10. SIGNATURE
10.1 Payer Signature: ________________________________________
10.2 Payer Printed Name: [ACCOUNT HOLDER NAME]
10.3 Date Signed: [DATE SIGNED]
10.4 Relationship to Patient (if other than patient): [RELATIONSHIP TO PATIENT]

11. PROVIDER USE ONLY
11.1 Received By: [PROVIDER REPRESENTATIVE NAME]
11.2 Title: [PROVIDER REPRESENTATIVE TITLE]
11.3 Date Received: [DATE RECEIVED]
11.4 Debit Processed (Y/N): [YES OR NO]
11.5 Processing Date: [PROCESSING DATE]
11.6 Confirmation Number: [CONFIRMATION NUMBER]
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