
Bill ing Address:___________________________
_________________________________________

City,  State,  Zip:____________________________

Savings

Auto-Payments Authorization Form

To give auto-pay author izat ion complete,  s ign th is form and mai l  i t  to our Pat ient  Bi l l ing Off ice:  P.O. Box 525 Lewis
Center OH 43035 (recommended to use the provided secure envelope with th is bi l l ing statement) .  You may also emai l
th is form to bi l l ing@arbi l l ing.com. Attent ion or Subject  to:  HDH Pat ient  Bi l l ing Department.  I f  you have both Faci l i ty  and
Physic ian charges, TAKE NOTE ONLY YOUR FACILITY CHARGES CAN BE SETUP ON A PAYMENT PLAN. 

Here’s How Auto-Pay Works: You author ize regular ly scheduled auto-charges to your Checking, Savings, Credi t  or
Debi t  card account.  You wi l l  be charged the amount indicated below each bi l l ing per iod unt i l  the balance is paid in fu l l ,
or  the stated number of  payments has been reached. I t  is  important to review payment requirements before submit t ing
this form. I f  s igning up for paper less emai l .  Please provide the emai l  address you wish to use below (must be a pr ivate
emai l ,  non-work or school) .  Paper less enrol lment form is also avai lable onl ine at  www.arbi l l ing.com/hdh.

REQUIREMENTS: Enter the number of  payments,  payment amount and payment date below. The minimum monthly
payment is your Total  Faci l i ty  Balance due div ided by 24 equal  payments,  or  $25/m, whichever amount is greater.
Payment Pans that do not fa l l  wi th in these rules wi l l  be rejected and a representat ive wi l l  contact  you for assistance.
Take note the Amount Due Now on your bi l l ing statement may include both Faci l i ty  and Physcian charges. 

Please Select A Payment Option & Fil l  Out The Information Below:

I  ____________________________________author ize Highland Distr ict  Hospi ta l ’s  Pat ient  b i l l ing department to charge

my payment account _____ t imes indicated below for ________ on ________ each month start ing in  ________,  for

payment on account number ___________________.  

Phone:__________________________________

Email:___________________________________

Please read carefully before signing:
I  understand that th is author izat ion wi l l  remain in ef fect  unt i l  I  cancel  i t  in wr i t ing,  and I  agree to not i fy the bi l l ing department in wr i t ing of
any changes in my payment account informat ion or terminat ion of  th is author izat ion at  least  15 days pr ior  to the next bi l l ing due date.  I f
the above noted payment dates fa l l  on a weekend or hol iday,  I  understand that the payments may be executed on the next business day.
For ACH debi ts to my checking/savings account,  I  understand that because these are electronic t ransact ions,  these funds may be
withdrawn from my account as soon as the above noted per iodic t ransact ion dates.  In the case of  an ACH Transact ion being rejected for
Non Suff ic ient  Funds (NSF) I  understand the bi l l ing departement may at  i ts  discret ion at tempt to process the charge again wi th in 30 days,
and I  agree to an addi t ional  $30.00 charge for each at tempt returned NSF which wi l l  be in i t iated as a separate t ransact ion f rom the
author ized recurr ing payment.  I  acknowledge that the or ig inat ion of  ACH transact ions to my account must comply wi th the provis ions of
U.S. law. I  cert i fy that  I  am an author ized user of  th is bank or credi t  card account and wi l l  not  d ispute these scheduled transact ions wi th
my bank; so long as the t ransact ions correspond to the terms indicated in th is author izat ion form.

SIGNATURE _______________________________________ Date______________________________

Checking

(Pr int  Ful l  Legal  Name)

( insert  $) ( insert  day 1-28)

Name on Acct __________________________

Bank or Card # _________________________

If  Bank Enter Rout ing # ___________________
________________________________

I f  you have mult ip le sel f -pay facil i ty charges  wi th
Highland District Hospital ,  and want to combine them in
to one auto-payment plan, please l is t  those vis i ts below.
See payment plan requirements above. I f  you already
have a payment plan establ ished please cal l  the bi l l ing
off ice to combine your addi t ional  balances: 877-879-6613.  

________________________________

________________________________

________________________________

________________________________

________________________________

Credi t /Debi t*

I f  CC/DC Enter CSV # ____________________

If  CC/DC Enter EXP Date _________________

(pr int)

Monthly One-time payment

(enter month,  current or next)

(enter the account # at  the top of  your bi l l ing statement)

Enroll in Paperless Billing, mark phone or email below and enter your
information. DATA rates may apply for text. Please use a private email
address, that can only be accessed by you or someone authorized. 

Professional Service Corporation

*A $5.00 processing fee wi l l  be inclding for use of
credi t  or  debi t  card,  by s igning this form you agree
to these terms. 

(enter 1-24)
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