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This document contains two sections: (i) The Payment Plan Agreement Form (pages 2-4) and (ii) The Payment 
Authorization Form (page 5). Please complete, sign, and email both forms to our Finance department at 

. Your information will be handled with strict confidentiality by our Finance team. All 
financial data provided will be used solely for the purpose of managing your payment plan and will not be shared 
with unauthorized parties.  

If you have any questions or require further clarification/assistance on any part of this agreement, please contact 
our Finance department before submitting the form. 
. 

I. THE PARTIES

Medical Office: Hampton University Proton Cancer Institute Hampton with a mailing address of 40 Enterprise 
Parkway, City of Hampton, State of Virginia, ZIP Code 23666 (“Creditor”), and 

Patient: ______________________________ with a mailing address of ________________________, City of 
___________________, State of ______________________, Zip Code __________ 

HEREINAFTER The Debtor and Creditor ("Parties") agree to the following: 

II. BALANCE

As of date of this Agreement, the Debtor owes the Creditor $______________________ for provision of medical-
related services. 

III. REPAYMENT PLAN

To settle the Amount Owed, the Debtor agrees to repay the Creditor under the following terms: 

Repayment Period: The Debtor shall repay the Creditor on: 

Monthly basis starting from: ______________________, 20_____, in the amount of $ ______________, to be 
paid each month until ________________, 20________ or until the Amount Owed is fully paid. 
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IV. PAYMENT INSTRUCTIONS
(kindly check the appropriate box and provide your information)

The Debtor is required to pay the Creditor under the following instructions: 

☐ -ACH    Account Number: __________________________ 

Bank Name: ______________________________ 

Routing Number: __________________________ 

☐ -Credit/Debit Card  Name on Card: ____________________________ 

Card No: _________________________________ 

Exp. Date: ________________________________ 

Security/CVV Code: ________________________ 

V. CO-SIGNER (optional)
(check the appropriate box and, if needed, fill in co-signer information)

☐ - This Agreement shall not have a Co-Signer.

☐ - This Agreement shall have a Co-Signer known as ________________________ hereinafter known as the

"Co-Signer” and agrees to the liabilities and obligations on behalf of the Debtor under the terms of this Agreement.
If the Debtor does not make a payment, the Co-Signer shall be personally responsible and therefore guarantees
payment of the balance amount under the terms of this Agreement.

☐ -ACH

☐ -Credit/Debit Card

Account Number: __________________________ 

Bank Name: ______________________________ 

Routing Number: __________________________ 

Name on Card: ____________________________ 

Card No: _________________________________ 

Exp. Date: ________________________________ 

Security/CVV Code: ________________________ 
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VI. GOVERNING LAW

This Agreement shall be governed by, and construed in accordance with, the laws of the Commonwealth of 
Virginia.  

VII. SEVERABILITY

The unenforceability or invalidity of any provision in this Agreement shall not affect the enforceability or validity 
of the remaining provisions. Any provision found to be unenforceable or invalid shall be deemed removed from 
this Agreement to the extent of such unenforceability or invalidity. Consequently, this Agreement shall be 
construed and enforced as if it did not include the said provision within the limits of its unenforceability and 
invalidity. 

VIII. ADDITIONAL TERMS & CONDITIONS

This Agreement holds all the terms agreed to by the Debtor and Creditor relating to its subject matter, including 
any attachments or addendums. This Agreement replaces all earlier discussions, understandings, and oral 
agreements. There shall be no other charges or interest imposed to the Debtor for the preparation and facilitation 
of this Agreement. 

IN WITNESS WHEREOF, the Parties have executed this Agreement as of the undersigned dates written 

below. 

Debtor’s Signature: _____________________________________ Date: _________________ 

Print: ____________________________ 

Co-Signer’s Signature (if any): ____________________________ Date: _________________ 

Print: ____________________________ 

Witness Signature:    ____________________________________ Date: _________________ 

Print: ____________________________ 
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ACH AUTHORIZATION FORM - PATIENT 

I, _________________________, hereby authorize Hampton University Proton Cancer Institute to debit my bank 
account for a monthly recurring payment of $_________ starting __________________ of 20____ and ending 
on ___________________ of 20____ for the balance remaining on my account for medically related services 
provided to me. The details of which can be found under the signed Payment Agreement Form dated 
_____________________ of 20 _____. 

Printed Name: ______________________ 

Signature: _________________________ 

Date: _____________________________ 

CREDIT CARD AUTHORIZATION FORM - PATIENT 

I, _________________________, hereby authorize Hampton University Proton Cancer Institute to charge my 
credit/debit card for a monthly recurring payment of $_________ starting __________________ of 20____ and 
ending on ___________________ of 20____ for the balance remaining on my account for medically related 
services provided to me. The details of which can be found under the signed Payment Agreement Form dated 
_____________________ of 20 _____. 

Printed Name: ______________________ 

Signature: _________________________ 

Date: _____________________________ 

CO-SIGNER AUTHORIZATION 

I, _________________________, agree to co-sign this authorization and understand that I am equally responsible 
for the payment should the primary account holder default in payment.  

Printed Name: ______________________ 

Signature: _________________________ 

Date: _____________________________ 
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