
Mosaic Finance Solutions, Inc. 

PO Box 26152 

Greensboro, NC 27402 

336-889-0929 

Toll Free:   1-866-869-8552 

 

The person signing the Consumer Credit is taking responsibility for payments on this account. 

 

Please complete the information listed below. 

 

 

Patient Name:__________________________________________________________________ 

 

 

Patient/Hospital account: (s) ________________________ ________________________ 

 

 

    ________________________ ________________________ 

 

 

Your Name: ___________________________________________________________________ 

 

 

Male ______ Female ______ Relationship to Patient: ____________________________ 

 

 

Address: ______________________________________________________________________ 

 

 

City: __________________________________  State: ____________  Zip Code: ___________ 

 

 

Home Phone #: (         )  _________________________________________________________ 

 

 

Social Security #:_______________________________________________________________ 

 

 

Birth Date: ____________________________________________________________________ 

 

 

Employer: _____________________________________________________________________ 

 

 

Please return this form with the signed Consumer Credit Agreement. 


