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Credit References/Authorization for Credit Check
Patient Name: 





MRN: 




	BANK:


	BANK PHONE:

	BANK ADDRESS:


	What type of account(s) do you hold:

· Savings 
· Checking
· Loan

	( Own home    (  Rent
	Monthly rent/mortgage:  $



	Mortgage held by:
	Address:



	LOANS
	

	Bank or Major Credit Card:
	Monthly payment: $
Balance: $


	Bank or Major Credit Card:


	Monthly payment: $
Balance: $


	Creditor:


	Monthly payment: $

Balance: $



	Creditor:
	Monthly payment: $

Balance: $



	INCOME
	

	Total Monthly Income:

$
	Total Annual Income:

$

	Do you currently have a payment plan at Stanford Healthcare?  


	· Yes         

· No


Please FAX this form and a copy of your last pay stub or Federal Income Tax Return or W2 form to (650) 498-6488 up to one week prior to the scheduled surgery date.  This information MUST be received at least 2 days prior to the surgery date, or application will be denied. 
I certify that all of the above information is valid and complete.  I hereby authorize Stanford Health Services to Request a credit check report and/or verify any of the above information as deemed necessary.

I understand that in order to be approved for the Payment Plan, I must have a credit card or bank account information on file in MyHealth for automatic payments.
_______________________________________

Patient name
Signature






Date


Rev. 01.2023
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