
900  Suite B5,      
 | www.rightaccordhealth.com

PAYMENT FORM      DATE:  ______________

You can make your deposit and/or recurring payments by check or Credit Card. If you choose to pay by one of 

the following methods, please complete and return as soon as possible.  CHECK            CREDIT CARD     

Patient/Client Name:_________________________________________________________________________

Client Address:________________________________________________   Telephone #: _________________

RRepresentativee Details::         Invoice to be sent to:           Client                        Representative

Name:______________________________________    Relationship: __________________________________ 

Address: ___________________________________________________________________________________ 

Telephone #:  ___________________________  Email:  ____________________________________________

***************************************************************************** 

Creditt Cardd Details:: 

Name on Card:      _________________________________________________________

Card Type:      Visa                    MasterCard American Express Discover

Card Number: ____________________________________ Expiration Date:  _______  CVN: _________ 

Billing Address:______________________________________________________________________________
(if different from above)

I authorize Right Accord to debit my credit card weekly for invoices billed.

_____________________________________  ___________________________________ 
 Client Signature  Representative Signature 

******************************************************************************

UPDATED January 202

RIGHT ACCORD Private Duty Home Health Care




