
Once we receive the explanation of benefits from your insurance company, we will charge your credit card the appropri-

ate amount due for services up to $500. All balances over $500, you will be notified prior and offered an autopay pay-

ment arrangement. If no response is made to this courtesy within 30 days we will bill the card on file for the balance due. 

All receipts will be mailed along with a copy of the invoice for your records. 

Please check if using an HSA (Health Savings Card) to receive an itemized receipt. 

    Please check if you would like to use this credit card for all dependents associated under your insurance plan. 

364 East Main Street Ansonia, CT 06401                 4 Corporate Drive ,Suite 384 Shelton, CT 06484                   
203-734-4806 

Billing Policy 

MC  Visa  Discover  American Express 

Expiration Date:__________\___________ CCV:__________ 

Card #:_______________________________________________ 

Cardholder 

Name:_______________________________________________ 

(As Appears on Card) 

I, the undersigned, authorize Ansonia Podiatry Associates, LLC to charge my credit card, ending in __________, for balanc-

es due for services rendered that my insurance company identifies as my financial responsibility. This authorization relates 

to all payments not covered by my insurance company for services provided to me by Ansonia Podiatry Associates, LLC. 

I. Refunds will be issued directly back to your credit card on file, providing there are no future appointments scheduled 

in which you would be able to use a credit on your account. 

II. To cancel , I must give a 30-day notification to Ansonia Podiatry Associates, LLC in writing. 

III. If my card becomes inactive for any reason, I understand it is my responsibility to notify Ansonia Podiatry Associates, 

LLC and renew this policy with correct payment information. 

IV. I understand that if a payment is declined for any reason Ansonia Podiatry Associates, LLC will make an attempt to 

contact me to renew this policy with correct payment information. If no payment is received within 30 days from this 

attempt, my remaining balance will be sent to a collection agency. 

Patient Name (Print):_____________________________________Date:___________________________________ 

Patient Signature:________________________________________  

Please note: 

Once this information is entered into our secure processing sys-

tem  all credit card information will be encrypted and the paper 

copy destroyed for your protection. Only the last four digits will 

be available for confirmation. Thank you. 

Please read carefully! This policy is required to be acknowledged for all patients and will remain in place for all treat-

ments provided yearly. 

I, the undersigned, understand the following: 

If no card is on file for my account, Ansonia Podiatry Associates, LLC will send out one statement payable within 30 days 

for any balance that is determined patient responsibility by your insurance company. There will be a $5.00 late fee for 

every 30 days that the statement remains unpaid. 

Payment arrangements are available in our office upon request and are set up using an autopay system. 

Checks can be made payable to “Yale Podiatry Group” . You may also pay online upon registering for your patient portal. 

We currently accept Visa, MasterCard, American Express, Discover. 

Patient Name (Print):_______________________________________Date:_________________________________ 

Patient Signature:__________________________________________ 



STAFF USE ONLY 

Primary/Parent Acct #________________________________________ 

Card Ending:_____________________ 

Wallet ID#_______________________________________________ 

Spouse/dependents associated with this wallet ID # 

1. ______________________________________ 

2. ______________________________________ 

3. ______________________________________ 

4. ______________________________________ 

5. ______________________________________ 

Existing Patient Enrollment 

New Patient Enrollment 

Change to Card on File 

 

      Initials:_________ 

Last Revised: 01/01/2018 


