OB/GYN Associates of Spokane PS

CARE CREDIT AUTHORIZATION
Patient name ________________________________________

Care Credit Number _________________________________

Amount of payment _________________

Check ONE Plan
No interest if paid within promotional period (minimum monthly         

            payment required)  Check with CareCredit for details.
            $300 minimum purchase

Extended Payment Plan ( check with Care Credit for details)

  
$1000 minimum purchase



24 months

36 months

    48 months


$2500 minimum purchase

· 60 months

___________________________________                ___________________________

Signature





     Date

A receipt will be mailed to you after transaction submitted to Care Credit.

If you have any questions regarding your CareCredit Account, please call 866-893-7864

