C MNI1I EDD:

Medical Center for Women
omc4women.com

OB Self-Pay Form
Patient: o Vaginal o C-Section
DOB: MRN eCW
S Contracted Rate (Delivery Package)
Paid at NOB Visit: $
Balance After NOB Visit:
S New Balance
$750.00 Anesthesia/Epidural (Pre-Paid discount)
$250.00 Pediatrician (Pre-Paid discount)
$_ GrandTotal
PAYMENT ARRANGEMENTS
Six Monthly Paymentsof S Due By:
Amount:  Paid Date: Balance:

> > Payment Arrangement by Credit Card:
? ? Patient Name: DOB
> > Credit Card Holder’s Name:
$ S Credit Card# Exp.__/___
2 2 CVW __ ZipCode
> > Signature:

Budget payments are to be made monthly. You are responsible for the above schedule. The entire balance must be paid in full
by the 32 weeks of your pregnancy. Defaulting on your payment plan may result in having to transfer care elsewhere.

Patient Signature: Date:

Comments:

Hyde Park
706 W Platt St.
Tampa, FL 33606
Phone: 813-251-2000 Fax: 813-283-6700

Town n Country
6101 Webb Rd. Ste 102

Tampa, FL 33615
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