
CHECK PAYMENT FORM 
 

Patient Account Name: 
 
Phone Number:  
 
E-Mail: 
 
 
 
Routing Number:  
 
Account Number:  
 
Payment Amount: 
 
Confirm Payment Amount:  
 
 
 
By checking this box, you authorize a one-time payment to Foothills 
Midwifery for the amount above.  
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