Robert P. Fields, M.D., FACP

Diplomate, American Board of Internal Medicine

CREDIT CARD AUTHORIZATION
Patient Name________________________________________
Home Address_______________________________________

_____________________________________________________

Date of Birth________________

Home phone:_______________________

Work phone:________________________

Cell phone:_________________________

Email:________________________

Retainer Fee Quarterly Payment Option

I would like to continue to participate in the quarterly payment option of $425.00 each quarter/every three months. 

I authorize Robert P. Fields, M.D. to automatically charge the following credit card for these payments. (I understand I can change this payment option at any time to either semi-annual payments of $800 or annual payments of $1500 by notifying the office)
Credit Card: Please circle card type 


Visa, Mastercard or Discover ONLY

Credit Card #__________________________________________

Expiration Date:_____________________ Billing zip code:________________
Name as it appears on credit card:_____________________________________

Signature______________________________________Date_________________

18109 Prince Philip Drive, Suite 200 ♦ Olney, Maryland 20832

Telephone 301-774-7115 ♦ www.drfields.net


