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CREDIT CARD ON FILE POLICY 

At Peak Motion Physical Therapy Inc, we require keeping a credit card on file as a method to guarantee payment for the 

portion of services that your insurance does not cover, but for which you are liable. This includes deductibles, co-pays, 

co-insurance, or non-covered services. Patients covered by an outside guarantor (work comp or VA patients), and who 

cannot be held liable for any costs, are exempt from this policy. 

Patients may choose to use this or another credit/debit card as your default payment method to make transactions as 

simple and secure as possible.  By creating a default payment profile, you will only ever need to show your card once.  As 

a policy, we will never automatically charge your card at the point of sale without your express permission.   

Patient statements will be mailed each calendar month, allowing 15 days for payments to be made.  Statements will 

indicate claims submitted, the amounts paid by the patient’s insurer, and any outstanding amount owed by the patient, 

including co-pay, co-insurance, or deductible. If patients are unable to pay a balance in full, we offer a payment plan.  It 

is the intent of Peak Motion Physical Therapy, Inc to communicate with our patients, allowing you to choose your 

payment option. Charging unpaid balance amounts to the guarantee card will always be our last course of action before 

pursuing more aggressive collection action.    

Your credit card information is kept confidential and secure. Once swiped or manually entered, the details are available 

only to the merchant services transaction vendor, Bluefin, Inc – a leader in payment security. Once entered, no one at 

Peak Motion Physical Therapy, Inc can view your card details.   

 

AUTHORIZATION 

I (we), the undersigned, authorize and request Peak Motion Physical Therapy Inc. to charge my credit card, indicated 

above, for balances due for services rendered that my insurance company identifies as my financial responsibility. This 

authorization relates to all payments not covered by my insurance company for services provided to me by Peak Motion, 

and that I(we) have not satisfied through other payment means. This authorization will remain in effect until I (we) 

cancel this authorization.  To cancel, I (we) must give written notification to Peak Motion Physical Therapy Inc in writing 

and the account must be in good standing.  

 

Patient/Guarantor Name (Print): _____________________________________________  

 

Patient/Guarantor Signature: ________________________________________________ Date: _____ / _____ / _____ 

 

  


