CARDONE REPRODUCTIVE MEDICINE & INFERTILITY
FINANCIAL RESPONSIBILITY

I/we understand that without insurance coverage, I/we are responsible all surgical fees and full payment is due before the surgery date

I/we give permission to charge the fee to our credit card once I/we have been notified.

CARD # _ _ _ _ - _ _ _ _ - _ _ _ _ - _ _ _ _              Exp Date _ _ / _ _/ _ _

Name on Card ________________________________________________


Signature ______________________________________________

We accept VISA, MASTERCARD, DISCOVER
I/we acknowledge and accept these terms and conditions. I give Cardone Reproductive Medicine & Infertility, LLC permission to use the above credit card.

_______________________________                       ____________________________

 Patient’s signature




  Partner’s signature

_______________________________

_____________________________

 Date






  Date

