Doorways, LLC
1825 E. Northern Ave. #200

Phoenix, AZ 85020

602-997-2880

Authorization to Bill Visa/MasterCard/Discover
I, _____________________________________ hereby authorize Doorways, LLC to bill my Visa/MasterCard/Discover:

Account # ______________________________________  Exp Date ______________

Security Code # ____________

Name as it appears on the Card _____________________________________________

Address _______________________________________________________________

City ________________________   State ______   Zip Code _________________

Phone Number _____________________________________________________

I, furthermore understand I am fully financially responsible for all patient charges resulting from treatment regardless of whether or not these services/charges are covered by insurance.  I authorize the use of this credit card for any unpaid balances that are 30 days past due.  

All “No Show or Late Cancelation” appointments will be charged the full appointment fee, per stated on the “Office Policy & Procedure” form, the day the appointment was scheduled.
________________________________________________________________

Authorized Signature                                                               Date
