ABC Internal Medicine

Payment Arrangement Agreement
I, ______________________________, herby acknowledge that a total debt of $_________ is owed to ABC Internal Medicine. In order to satisfy this debt in full, I agree to make monthly payments in the amount of $_________ for a period of _________ months. A down payment of $_________ is required. The first of these monthly payments will be made on _________.
Payments are to be received at the address listed below no later than the 15th day of each month. I understand if a payment is not received prior to or on this date, or if a partial payment is received, my account can be sent immediately to ABC Internal Medicine’s collection agency. 
I understand that in the event the account is referred to an attorney for collection, I agree to be liable for such additional reasonable court costs and attorney’s fees as may be determined by a court. 
ABC Internal Medicine




Patient’s Name
116 Legion Avenue 





Address
Knoxville, TN 37549

_______________________                                    _______________________  

ABC Internal Medicine Representative      


Patient/Customer

Date __________





Date __________
