
Automatic Payment Authorization  

 

Independent Health Advantage (IHA) requires billing information to be kept on file. Simply complete the required 

information and sign below.  IHA will automatically bill your credit/debit card or bank account for any balance due 

at end of each billing cycle. 

 

Primary Patient Name:   _________________________________________________________________ 

Primary Patient DOB:  _________________________________________________________________ 

Additional Enrolling Patients: _________________________________________________________________ 

Billing Address:   _________________________________________________________________ 

 

Patient Program (Circle One): iHealthFocus ($780)        iHealthDirect ($1800)          iHealthOne ($1975) 

Total Enrollment Cost:  ________________________________________________________________ 

Billing Frequency (Circle One):  12 Months 6 Months 3 Months 

 

I hereby authorize Independent Health Advantage (IHA) to charge the above referenced card or bank account, and apply those 

charges to the Service Fee for participation in IHA’s iHealth Patient Program, and to any other charges that I (or any other Patient 

who is party to the Patient Agreement to which I am a party) incur from additional goods or services that are not covered by the 

Service Fee (the “Additional Fees”). This authorization will remain in effect until written notification of its termination.  I 

understand that I will remain responsible for recurring charges, additional late fees, and any other applicable charges if the charge 

to the credit/debit or withdrawal from the bank account I have listed is denied for insufficient funds or because the account 

otherwise becomes unavailable, I agree to indemnify the originating depository institution and any third party service providers 

involved in processing entries made hereunder against all claims, demands, losses, liability, or expense including attorney’s fees 

and costs that result directly or indirectly from 1) a failure to follow the rules, or 2) violation of law. I understand it is my 

responsibility to notify IHA of changes to my address, phone number, email address, and other billing or contact information. 



 Automatic Draft Bank: ____________________________________     Checking Savings    

Routing # (9 Digits): ___________________ Account #: ___________________________ 



 Credit/Debit Card   Visa           Master Card   Discover  American Express        

Name On Card: ___________________________________________________________ 

Account Number: _________________________________________________________ 

Expiration Date:  _______________________ Security Code: ______________________ 

 

Primary Patient Signature: ___________________________________________ Date: ________________________  


