
In signing this document, I attest that all the preceding information is accurate.  

 

 

 

DEFERRED PAYMENT AGREEMENT 

(DPA) 
 

 

1. Florida Advanced Spine and Orthopedics (hereinafter “Practice”) hereby agrees to 

provide medically necessary care and treatment to the above patient based upon the terms 

and conditions of this agreement. 

2. I  , (hereinafter referred to as “Patient”) do not currently have health 

insurance coverage or I do have health insurance coverage, however, I do not want to nor do I 

currently have the ability to comply with the Practice’s Patient Financial Policies for the use of 

those benefits, by timely paying the required out-of-pocket costs, co-pays, deductibles, and/or 

any other forms of patient responsibilities required by my policy. I also understand that some or 

all of my medical care may not be covered by my health insurance for medically necessary care 

and treatment. As a result, I have requested and been granted an alternative payment 

arrangement with the Practice. 

 

3. The Practice agrees to provide me with the medically necessary care and treatment that I need 

and to bill me at their usual and customary rate. 

4. Based upon this agreement the Practice will defer collection of these medical bills as set out 

below. 

 

5. I understand and agree that I am personally responsible for any and all medical charges billed 

by the Practice for my treatment and that if I default on this obligation, I am subject to a 

collection action and/or civil litigation instituted by the Practice to recover the above medical 

debt. My obligations under this Agreement stand alone and are not subject to any other 

contingency or occurrence. 

 

6. I understand that I have the right to request, in writing (the form will be provided by the 

practice upon request), an estimate of medical charges to be incurred prior to undergoing any 

treatment or procedure at the Practice. 

7. The Practice agrees to defer the collection on any charges for medical care provided to me for 

24 months from the date of my first medical treatment without interest. 

Patient Account #  

Doctor #   

Reviewed By    



In signing this document, I attest that all the preceding information is accurate.  

 

 

 

DEFERRED PAYMENT AGREEMENT 

(DPA) 
 

 

If my medical debt remains due and owing at the conclusion of that time period, I agree to pay 

5% Annual Percentage Rate (hereinafter referred to as “APR”) on the incurred medical debt for 

the third year the debt is due and owing. 

 

I further agree to pay an additional 5% APR for each additional year the debt remains 

outstanding up to five years from the date of my first treatment at the Practice or a maximum of 

15% interest APR. The above interest shall be compounded annually. 

At the conclusion of the five-year period, unless I have negotiated a payment plan with the 

Practice, a breach of this agreement shall have occurred as of that date and collection 

proceedings and/or civil litigation shall begin for the recovery of the entirety of the medical debt 

and associated interest that remains outstanding. 

 

8. I, the Patient, enter into this Agreement freely and voluntarily and with full knowledge and 

understanding of what I am signing. I have had an opportunity to ask any and all questions of 

the Practice and I have been provided with satisfactory responses to those questions. 

 

Print Name of Patient Date:   

Patient/Responsible Party Signature   

Signature of Patient/Legal Guardian (if patient is a minor):   

Patient Account #  

Doctor #   

Reviewed By    


