
J. Andrew Huchingson, M.D.

720 Magnolia Road, Suite #18


Charleston, SC 29407


P (843) 670-9362 F (843) 970-2385

andewhuchingsonmd@gmail.com

Dear Patient 

The credit card information you provided to us has been placed on file.  We request credit card credit card 
information from each patient prior to scheduling an initial visit, and require that a current, valid credit card be 
kept on file for each patient at all times for the purpose of guaranteeing payment. 

WE REQUIRE A MINIMUM OF 24-HOURS NOTICE FOR ALL CANCELLATIONS AND RESCHEDULED 
APPOINTMENTS.   

In the event that we are notified of the need to cancel or reschedule fewer than 24 hours prior to the start time 
of a scheduled appointment, we will do our best to fill the vacancy.  If we are able to fill the vacant appointment 
slot, there will be no charge for the late notification.  If we are not able to fill the vacant appointment slot, the 
card on file will be charged the total cost of the originally scheduled appointment.  In the event of a no-show 
with no notification, the card on file will automatically be charged the full cost of the scheduled appointment.  
Exceptions be made in the event of specific and extreme circumstances, however this is not the norm.   

Payment is collected at the beginning or end of each appointment.  Most patients paying with a credit card are 
able to present their credit card to Dr. Huchingson to be swiped and processed at end of each visit.  Some 
patients, however, prefer to have us process their credit cards manually after each appointment.  We are 
happy to offer this convenience, however, we must apply $5 charge for each transaction due to the increased 
processing fees we incur when we process payments in this way.   

You may opt to change the credit card that is kept on file at any time.  In the event you would like to do this, or 
whenever you receive a replacement for a lost, stolen, compromised, or expired credit card, please complete a 
new credit card authorization form.  These forms can be found on our website, 
www.andrewhuchingsonmd.com, under the "Forms" tab.  We are also happy to provide a hard copy in person 
or to email a soft copy upon request. 

If you have any questions about this policy, please don't hesitate to ask. 

Sincerely, 

J. Andrew Huchingson, M.D. 

Name of Patient: __________________________________ 

Name of Financially Responsible Party:________________________________________ 

Signature:________________________________________  Date:___________________

mailto:andewhuchingsonmd@gmail.com
mailto:andewhuchingsonmd@gmail.com

