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1206 Willow Lawn Drive

Richmond, VA 23226

Phone 804.282.6436

                                                                               Email info@gardnergrins.com

                                                                               www.gardnergrins.com                                                                                                                                  
AUTOMATIC PAYMENT PLAN

Patient                                                                                  Patient 

Name_________________________________________ ID#______________________

I authorize Wm. Graham Gardner D.D.S., P.C. to automatically charge my credit card

(Visa, MasterCard)

Listed below for ___________________monthly/quartlery payments of $______________.

Payments will be charged the _____ of the month, beginning _______and ending________.

This authorization is to remain in effect unless our office receives a written notice.

Credit Card Type_________________________________________________________

Credit Card #____________________________________________________________

Expiration Date_______________________________CVC(must have)______________

Name as it appears on the card______________________________________________

Authorized Signature ______________________________________Date____________

Home Telephone #_____________________Work Telephone#_____________________

Home Address___________________________________________________________

                        ___________________________________________________________

For Office Use Only
_____________________________________________________

_____________________________________________________

_____________________________________________________

