
 

APPEALS CLAIM FORM 

You must submit this claim form to CareCredit at PO Box 628407 Orlando, FL 32862-8407 

within ninety days of receiving your notice from CareCredit for your claim to be considered. 

 

This Claim Form will be kept confidential and will be used only for purposes of: (1) confirming 

that you are eligible to file a claim under CareCredit’s agreement with the Consumer Financial 

Protection Bureau; and (2) evaluating the basis for your specific claim.   

SECTION A – CLAIMANT INFORMATION 

    

Name (please print)    

    

Street Address  Apt. No., if applicable  

     

City  State   Zip Code 

   

Telephone Number    E-Mail Address  

    

CareCredit Account 

Number 

   

    

 

SECTION B –DISPUTED CHARGE INFORMATION(S) 

Date of disputed transaction:          _____ / _____ / ______ 

     MM   DD     YY 

 

 

Amount in dispute:  $_______ 

 

 

 

Healthcare providers name:  _______________________ 

 

 

  



SECTION C – BASIS FOR CLAIM 

Check all that apply and include below an explanation for why you believe that the charges you 

disputed were improper.  If you do not include an explanation, your claim may be denied.  Please 

also attach any documentation that you believe supports your claim.  If you check a box, but we 

determine that your dispute does not fall into the checked category or one of the other categories, 

your claim may be denied. 

 My card was charged for products or services that I did not receive. 

 

 My healthcare provider promised me a refund that is not reflected on my CareCredit 

account. 

 

 I did not authorize the application for a CareCredit card, or I did not authorize the 

specific charges that I dispute. 

 

 I was not adequately informed about and did not understand (a) that I would owe interest 

on my account if the balance was not paid in full by the end of the promotional period; 

(b) my interest rate; or (c) that interest accrues on my balance during the promotional 

period starting from the date of my purchase. 

 

 

 

 

 

 

 

 

 

 

 

SECTION D – SIGNATURE 

By signing below, I certify that all information provided in this claim form is true and correct to 

the best of my knowledge.  I agree materials associated with my original claim may be 

forwarded to the independent adjudicator. 

   

   

Date  Signature 

 


