
Base Dermatology Credit Card On File Policy 

This policy outlines the requirements for patients to keep a credit card on file with 
Base Dermatology. The credit card on file will be used to pay for any unpaid balances after 
insurance claims adjudication. 

1. Purpose
The purpose of this policy is to ensure that all patients have a convenient and efficient way to 
pay for their medical care. The credit card on file will also help to reduce the number of unpaid 
bills. 

2. Requirements
All patients are encouraged to keep a valid credit card on file with Base Dermatology.  The credit card 
must be in the name of the patient or the patient's authorized representative. 

3. Use of Credit Card
Your credit card information will be kept securely until your insurance(s) have paid their portion 
and notifies us of the balance due, if any. At that time,  patients authorize Base Dermatology to 
charge their credit card for any outstanding balances when due up to $500. 
Base Dermatology will contact patients whose payment methods decline via phone and/or mail. 
Patient will receive a text with the amount to be charged 7 days prior to the auto-charge. 

4. Changes to Credit Card Information
Patients are responsible for keeping their credit card information up-to-date. If the credit card on 
file expires or is lost, the patient must notify Base Dermatology in a timely manner. Patient agrees that 
the new card may be used with the same authorization as the original card presented. 

5. Security
Base Dermatology takes the security of patient information very seriously. Credit cards are 
securely stored in your electronic medical record and card numbers are not visible/made 
available to staff or any third parties. 

6. Consent
By signing this policy, I agree to keep a credit card on file with Base Dermatology. I understand 
that the credit card on file will be used to pay for any unpaid balances after insurance claims 
adjudication. I also understand that I am responsible for keeping my credit card information up to date. 

 
____________________________________________________ 

Patient/Legal Guardian Signature:   
_______________________________ Date:_______________ 


	PatientLegal Guardian Name: 
	Date: 


