Cape Cod Pediatrics
Boston Children’s
Primary Care Alliance

Payment Plan
Application 5084775506 | fax 508-477-0257

Patient information

Last name:

First name: MI:

Date of birth:

Payment information
Credit card number:

OVISA OMC OAMX ODISC

Cardholder name:

Expirationdate: _____________ CCV code:

Monthly payment amount:

Please bill my paymentonthe ___________ of each month

Email address:

Signature:

Date:

A payment plan agreement will be emailed for you to accept and sign.


https://capecodpediatrics.com
http://brooklinepediatrics.com 
https://capecodpediatrics.com
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