
BLOOM FAMILY HEALTH & WELLNESS, LLC 

PATIENT ACKNOWLEDGMENT & FINANCIAL AGREEMENT 

 

Patient Name:  ___________________________ 

Patient DOB:  ___________________________ 

Effective Date:  ___________________________ 

 
This Payment Method Authorization (“Authorization”) is executed in connection with the 
Bloom Integrative Wellness Care Program Patient Acknowledgment & Financial Agreement 
(“Program Agreement”) and/or any other payment agreement that the above-named patient 
(“Patient”) may have with Bloom Family Health & Wellness, LLC (“Bloom”). 

This Authorization is a separate financial agreement governing payment processing only and 
does not replace or modify any clinical, treatment, or program participation terms. 

Responsible Party 

The undersigned individual (“Responsible Party”) is the person financially responsible for all 
charges under this Authorization. 

The Responsible Party may be the Patient or, where applicable, the Patient’s parent, legal 
guardian, agent under a valid power of attorney, healthcare proxy, or other legally authorized 
representative. 

By signing below, the Responsible Party represents that they have the authority to act on 
behalf of the Patient and to authorize payment for services. 

Authorization to Store Payment Method 

The Responsible Party authorizes Bloom and its authorized PCI-DSS compliant third-party 
payment processors to: 

• Collect and securely store the designated Payment Method.  
• Tokenize payment information for security purposes.  
• Process charges using stored credential (card-on-file) systems.  
• Update Payment Method information if provided by the issuing bank or card network, 

where permitted. 

Bloom does not store full card numbers, CVV codes, or magnetic stripe data. 



Scope of Authorized Charges 

The Responsible Party expressly authorizes Bloom to charge the designated Payment Method 
for the following categories: 

• Program-Related Fees.  All fees, including annual, membership, and installment 
payments, associated with the Bloom Integrative Wellness Care Program as set forth in 
the Program Agreement. 

• Non-Program Services.  Any medical, clinical, laboratory, procedural, or ancillary 
services provided by Bloom that: (i) are not included in the Program Agreement; (ii) are 
not covered by insurance; and (iii) are separately authorized by the Patient or 
Responsible Party (including any legally authorized representative), whether orally, 
electronically, or in writing. 

• Insurance-Related Patient Responsibility.  Any amounts designated as patient 
responsibility by an insurance carrier, including deductibles, copayments, coinsurance, 
or denied services, to the extent permitted by applicable law and payer rules. 

Recurring and Stored Credential Authorization; Failed Payments 

The Responsible Party authorizes Bloom to initiate one-time charges; recurring installment 
charges (if applicable); and/or stored credential / card-on-file transactions without requiring 
additional authorization for each individual transaction, in accordance with applicable card 
network rules. 

The Responsible Party authorizes Bloom to reattempt failed or declined payments; contact the 
Responsible Party regarding billing issues; request updated payment information; suspend or 
limit non-emergent services or program participation in the event of non-payment, as 
permitted by applicable law and agreements.  The Responsible Party agrees to maintain a valid 
and current Payment Method. 

No Waiver of Financial Responsibility 

The Responsible Party acknowledges that insurance coverage, if any, does not limit financial 
responsibility for authorized charges; services provided under the Program Agreement are not 
eligible for insurance; and the Responsible Party is responsible for all amounts charged 
pursuant to this Authorization. 

Security and Data Handling 

Bloom uses commercially reasonable safeguards and PCI-DSS compliant vendors to process 
payments. The Responsible Party acknowledges that no electronic payment system is entirely 
risk-free; Bloom does not control banking networks, card issuers, or payment intermediaries; 
and payment data is used solely for billing and administrative purposes  



Revocation of Authorization 

The Responsible Party may revoke this Authorization at any time by providing written notice 
to Bloom. 

Revocation does not affect charges already processed or pending; may result in termination of 
installment billing eligibility or program participation, as permitted under the Program 
Agreement; and does not relieve the Responsible Party of any outstanding balances, which 
remain immediately due and payable. 

Payment Method Designation 

The Responsible Party acknowledges that a Payment Method has been provided to Bloom 
through its secure payment processing system.  For identification purposes only, the Payment 
Method on file is summarized below: 

☐ Credit Card or Debit Card 

Name on Card: ___________________________ 
Card Brand:  ___________________________ 
Last Four Digits: __________ 
Expiration (MM/YY): __________ 

☐ ACH / Bank Account 

Account Holder Name: ___________________________ 
Bank Name:   ___________________________ 
Account Type:   ☐ Checking  ☐ Savings 
Last Four Digits:  __________ 

The Responsible Party confirms they are authorized to use the Payment Method and agree it 
may be charged in accordance with this Authorization. 

[Signature Page Follows] 

  



By signing below, the undersigned agrees they: 

• Have read and understand this Authorization  
• Voluntarily agree to all terms  
• Authorize all charges described herein  
• Are the Responsible Party for payment for all services received by the Patient from 

Bloom and have the authority to enter into this agreement as indicated below (if 
applicable) 

 

Name:  _______________________________ 
Signature: _______________________________ 
Date:  _______________________________ 

 

Authority of Responsible Party (if not the Patient) 

☐ Parent of Minor 
☐ Legal Guardian 
☐ Agent under Power of Attorney 
☐ Healthcare Proxy / Surrogate 
☐ Other: ___________________________ 

 


