    PROPOSED PAYMENT AGREEMENT 

    CENTRAL INDIANA PODIATRY

    8651 Township Line Road


    Indianapolis, Indiana  46260-1578
          __________________________________________
                  Patient: ______________________________
          __________________________________________                         Account # ____________________________
          __________________________________________

As of _______, I am aware I owe $________ balance on this account with CENTRAL INDIANA PODIATRY for services rendered __________________________________________________.                                                      I would like to make payment arrangements on this outstanding balance.
(  )  I agree to pay the balance in full on (date) __________

(  )  I agree to make bi-weekly payments in the minimum amount of $__________

(  )  I agree to make monthly payments in the minimum amount of $__________
              Payment must be received every 30 days. One delinquent payment may constitute default on this contract. 
NOTE:  First installment due date: _____________________
I understand if I should default on the terms of this Payment Agreement, I am responsible for any and all reasonable costs of Collection Agency fees, attorney’s fees, and court costs. These additional costs will be added to the original outstanding balance due.

Signature: _____________________________________________Date:_____________________

   PLEASE RETURN THIS SIGNED & DATED FORM WITH FIRST PAYMENT.     
****************************************************************************
If this proposal is not acceptable, please call our office IMMEDIATELY                        at (317)931-0664 to discuss other payment options.  DO NOT ALTER THIS FORM!  
****************************************************************************
