
                    English Road Pediatrics and Adolescent Medicine 
                                   Payment Policy Change 
                                 Effective January 1, 2014 
 
 
 
Many insurance companies are now offering deductible insurance plans.  Because of 
this, we are finding the need to change our payment policy.  We are going to start 
collecting partial payment towards your visit at the time of service.  This will also 
include patients that are self pay.  Many offices in the community have already 
started this policy.  
 
If you are scheduled for an appointment and your deductible has not been met, we 
would like to offer you the following two options: 
 
OPTION 1:   Pay $80.00 towards your deductible for your visit that day and be                       
                    billed for any remaining balance after your insurance processes your  
                    claim.  
 
OPTION 2:   Supply us with your FSA/HSA card or personal credit card to keep  
                    on file.  When your claim is processed by your insurance, your credit  
                    card will be charged and a receipt will be sent to you so you may  
                    reconcile your records.  You will not receive a bill.  Your Credit Card 
                    information will be kept secure and not shared with any other    
                    businesses.  
 
If no payment is made the day of service, there will be a $25.00 service charge placed 
on your account.  This is the same service charge that patients receive who do not 
pay their co-pay at the time of service.  
 
In the event of an overpayment, a refund will be issued. 
 
Please feel free to call the Business Office at 585-225-2008 if you should have any 
questions regarding this new policy or would like assistance in getting your family 
insurance coverage.  
 
Providing exceptional healthcare and education for our families is always our first 
priority.  We would like to thank you for your understanding and cooperation as we 
go forward with these new changes.  
                     
 
 
 



                       CREDIT CARD AUTHORIZATION FORM 

 
I authorize English Road Pediatrics and Adolescent Medicine to charge my credit 

card for the outstanding balances and copayments not covered by insurance. 

 

Children’s Names: (Please print last name, first.) 

 

1. ___________________________          DOB ______________ 

2.___________________________           DOB______________ 

3.___________________________           DOB______________ 

4.___________________________           DOB______________ 

5.___________________________           DOB______________ 

6.___________________________           DOB______________ 
 

 

 

CREDIT CARD INFORMATION:    MC, VISA, DISCOVER 
(Please circle one) 

 

 

Number _ _ _ _   _ _ _ _   _ _ _ _   _ _ _ _ 

 

Expires ____/_____           3-Digit Security Code _ _ _ 

 

HAS/FSA _______              Other __________ 

 

 

 

Card Holder’s Name as listed on card: _______________________ 

 

Card Holder’s Address      _________________________ 

               _________________________ 

 

Card Holder’s signature    _________________________________ 

 

Patient account # ___________________ 

                                 


