
 
 

Billing Inquiry Form 

 
If you believe an item on your statement is in error, complete and sign this form.  We must hear from you no later than 60 days 
after we send you the first bill on which the error or problem occurred.  Please be as complete as possible when explaining 

your inquiry and remember to include relevant documents.  Insufficient documentation may delay the resolution of 

your inquiry.  Also, please be sure to make a good faith effort to resolve with the merchant prior to filing a dispute. 
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