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

 

 

 

 

PATIENT FINANCIAL POLICIES 
 

 

 

INSURANCE: 

Our Medical Practice participates in many health insurance plans, including Medicare. If our 

providers are in network with your insurance plan, we will bill your insurance company for 

your medical care and treatment. Most health insurance plans state that you will be responsible 

for co-pays and/or deductibles better known globally as your patient responsibility. 

We can provide you with information regarding your insurance benefits, and an estimate of 

your patient responsibility. Please contact your insurance company directly with any questions 

you may have regarding your coverage/benefits and financial responsibilities. 

 
CO-PAYMENTS AND DEDUCTIBLES: 

All co-pays and deductibles are expected to be paid at the time of service. This arrangement is 

part of your contract with your insurance company. We are contractually obligated to collect co- 

pays and deductibles unless an alternate payment arrangement is agreed to as set out below. 

 
NON-COVERED SERVICES: 

Please be aware that some, and on occasion all, of the medical services you receive may not be 

covered by your health insurance and may not be reimbursable under your health insurance 

plan. Payment for the uncovered medical services are due in full at the time of each visit. Again, 

an alternate payment arrangement can be discussed, if you are unable to comply with this 

section. 

 
CLAIMS SUBMISSION: 

We will submit your claims and assist you in anyway we can to help get your claims paid. Your 

health insurance company may need you to supply certain information directly. It is your 

responsibility to comply with their requests. Please be aware that the balance of your claim that 

is not covered by your insurance coverage and not contractually written off, is your 

responsibility whether or not your insurance company pays a portion of your claim. 

 
COVERAGE CHANGES: 

If your health insurance changes, please notify us before your next office visit, so we can make 

the appropriate changes to help you receive your maximum benefits. If your insurance company 

does not pay your claim within 60 days of submission, the balance of your medical charges will 

automatically be billed to you. 

Patient Account #  

Doctor #   

Reviewed By    



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

 

 

 

PATIENT FINANCIAL POLICIES 
 

 

 

DELINQUENT ACCOUNTS: 

So long as you are an active patient under the care of one of our providers, your account will 

not be placed into a delinquent status. We reserve the right to move an account into a delinquent 

status once 12 months has passed since your most recent office visit. 

Please be aware that if your outstanding balance remains unpaid after notification of your 

delinquent status, we will refer your account to a collection agency, and you will be discharged 

from the medical practice. 

MISSED APPOINTMENTS: 

Our policy is to charge for missed appointments not canceled within 24 hours of your scheduled 

visit. These charges will be your responsibility and billed directly to you. Please help us serve 

you and our other patients better by keeping your regularly scheduled appointments. 

 
ALTERNATE PAYMENT ARRANGEMENT: 

If you are unable to comply with the above Financial Policies and would like to consider an 

alternative payment arrangement, please request, review and sign our Deferred Payment 

Agreement. 

Our Staff will be glad to discuss this form of payment to see if this is the best option for you 

and the practice to deliver and receive timely medical care. 

Our practice is committed to providing the best treatment to our patients. Our prices have been 

set to the usual and customary rates charged by similarly situated medical practices in our 

geographic area. 

Thank you for understanding our financial policies and let us know if you have any questions or 

concerns. 
I have read and understand the Financial Policies and I agree to abide by their guidelines: 

 

Print Name of Patient  Date   

 

Patient/ Responsible Party Signature   

Patient Account #  

Doctor #   

Reviewed By    


