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CLIENT PAYMENT AGREEMENT
Client name (print): __________________________ , __________________________




  (Last)




(First)

Preferred Pronouns: __________________________
Program (circle):   PG      AG      Other: _____   
Please complete both sides before filling in this summary box.
    I owe CWHC ______________.  I will pay ___________ dollars per ___________.


      (line F below)

       (line G below)

     (line G below)



CWHC offers the option of paying over time to increase accessibility to a diverse client population. If you need to change your plan at any time, contact the billing department at 773-935-6126 x228. Thank you for joining in our mission to provide quality, respectful health services that are affordable.
A.  Past balance, if any:   ______                                               ____________     




 (DOS)
  
                                      
B.  Today’s charges:   ______                                 
__________ --- __________



      (DOS)                                                                         minimum               suggested
C.   Amount I will pay for today’s visit:



__________

D.  Total amount I will pay:                                   

 ____________

        (Lines A + C)
E.  Today’s payment:




____________: cc/cash/check

                   



       $25 suggested minimum               
F.  Remaining amount due:

            
            
 ____________


(Line D minus Line E)      
G. I will pay 

__________________ every    __________________ 


      

(amount)


      (month/2 weeks/one time)
     All payments to be made on the 1st and/or 15th of the month.

H. Starting:
         __________________ ending __________________




 (date)


(no more than 1 year from DOS)

I.  My credit card information*:      
                                 ___VISA
    ___MC
___Discover




Run card on: ___1st or ___15th of the month 



*Payment may be processed up to two days before or after 1st or 15th.



Card # __________________________________ Exp. Date_______



Security Code ______

Does card expire before last payment date?   Y   /   N

If yes, please arrange to update info in Part J.
In order to limit administrative costs, credit card payments are CWHC’s primary form of CPA payment. If you are unable to make payments via credit card, you may pay by check or money order, due on either the 1st or 15th of the month.  

___Mailed checks or money orders to CWHC on ___1st or ___15th of the month:  
*You may request dated self-addressed envelopes as reminders.  
Send payment to: 
CWHC
3435 North Sheffield Avenue, Suite 206A
Chicago, Illinois 60657
J.  Other terms, if any: ______________________________________________________

_____________________________________________________________________________

I am the party responsible for payment. I have read and agreed to the above payment plan. If I need to change my plan I will contact the billing department at 773-935-6126 x228 or discuss arrangements with my health worker. 
Email is our primary form of communication!
Signature: ________________________________   

Date: ________________
Email Address: _________________________________________________________
Address: ________________________________________________________________

City/State/Zip: ___________________________________________________________
Best phone # to reach me: _______________dmok  Alternate#: ________________dmok  
 



OFFICE USE ONLY


Date of Payment	Amount		Method of Payment	Remaining Balance


________________	________________	________________	________________


________________	________________	________________	________________


________________	________________	________________	________________


________________	________________	________________	________________


Notes: __________________________________________________________________________________________


_________________________________________________________________________________________________








Writedown Amt:





_______________








Recorded: □





OFFICE USE ONLY


FWD TO CPA:





___________


(DOS)


DONE: □








Turn Over

