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Financial Policy, Consent for Treatment, Release of Medical Information 
 

Thank you for trusting us with your healthcare. 

 

*PLEASE READ CAREFULLY* 

You and your insurance carrier are responsible for your bill. 

Knowing your insurance benefits plan is your responsibility. 

 
If you have medical insurance, we are grateful to assist you in receiving your maximum allowable benefits. In 
order to achieve these goals, we need your support and understanding of our financial policy. 
 

 Insurance information must be presented and updated at the time of making your appointment, not at the 
time of service.  Most insurance companies have requirements for authorization of services and/or 
referrals from the Primary Care Physician prior to the services.  If you present for your appointment and 
you have not provided your correct insurance to ensure verification, authorization of services, and all 
required referrals, you will not be seen and your appointment will be rescheduled. 
 

 Payment in Full for non-insurance services is expected at the time of service. Co-payments for 
services are required at the time of registration.  Please be advised that we are contractually 
obligated by your insurance carrier to collect your co-payment at the time of service.  If you 
arrive without the ability to pay for your services or your co-pay you will not be seen and your 
visit will be rescheduled. 
 

 If you have insurance, as a courtesy to you, we will file your primary and secondary insurance claim for 
services at no cost to you. However, we will not wait more than 45 days for the insurance to pay. After 
45 days it is your responsibility to contact your insurance company and follow up on why your claim 
has not been paid.  You must take the necessary action required to get your claim paid and communicate 
your actions to our office.  Failure to assist our office in timely payment of your insurance claim will 
result in the total charges being transferred to patient liability. Any patient liability assigned to you by 
your insurance carrier will be billed to you.  Once insurance has paid, payment in full of the patient 
assigned liability will be expected with the receipt of your statement.  You will receive two billing 
statements regarding your balance.  If we do not hear from you after these two statements, your account 
will be subject to our collection process unless prior arrangements are made with our financial office. 
 

 We are committed to providing the highest quality care for our patients and we charge what is usual and 
customary for our area. You are ultimately responsible for all clinic and surgery fees relating to your 
care.  You are responsible for payment regardless of your insurance company’s arbitrary 
determination of usual and customary rates.  Your insurance policy is a contract between you and 
your insurance company.  Any disagreement you have concerning the amount your insurance pays 
should be directed to your insurance company. 
 

 Not all services are a covered benefit in all contracts.  Some insurance companies arbitrarily select 
certain services they will not cover or which they may consider medically unnecessary, and, in some 
instances, you will be responsible for these amounts.  Your policy may also contain plan specific 
limitations that apply to referrals, referral dates and number of visits.  We will make every effort to 
ascertain your coverage for our services before treatment and will make you aware of our findings. 
However, this does not guarantee payment from your insurance carrier.  The contract of coverage is 
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between you and your insurance carrier and it is your responsibility to understand your coverage, 
coverage requirements and limitations due to the variations between policies.  You will be expected to 
pay for the patient liability assigned to you by your insurance carrier. 
 

 For services that are not covered by insurance, the practice requires payment of 100% of the total 
estimated charges unless prior payment arrangements have been set up with our office. 
 

 Insured individuals electing to be self-pay.  The patient has the right to elect not to file their health 
insurance and elect to be a self-pay patient for services provided.  The patient will be financially 
responsible for charges incurred and payment will be due at the time of service.  After services have 
been rendered, the patient will not be able to file their health insurance for the services due to insurance 
claim submission requirements.  We will not file insurance for any services where the patient elected to 
be self-pay.  The patient’s election to not file the services to their insurance company does not affect or 
reduce any out of pocket financial responsibility for future services as determined by their insurance 
plan. 
 

 If you do not have insurance coverage for the service, are self-pay, or have insurance that we do 
not participate in or accept, payment is expected at the time of service.  We have established a 
discounted self-pay rate for our services. Prior financial arrangements must be made and approved 
before your visit if you cannot pay 100% at the time of service.  
 
No discount of assigned insurance patient liability (co-pay, deductibles, co-insurance) will be made to 
comply with federal insurance regulations and law. 
 
If financial arrangements have not been made and you arrive without the ability to pay for the 
services you will not be seen and your visit will be rescheduled. 
 

 Out of Network Insurance – Some insurance plans require you to pay different out-of- pocket amounts 
based on the provider and/or location where the service is performed.  Deductibles, co-insurance and co- 
payments may also apply according to your insurance plan.  By law, you are responsible for these 
amounts, as well as any non-covered services outlined in your health plan. It is your responsibility to 
inquire about any plan specific coverage limitations with your insurance company.  You can choose to 
have the services performed as “Out of Network” or as self pay.  You may also apply for financial 
hardship review if the “Out of Network” patient liability exceeds your ability to pay. 
 

 Insurance information provided after the services have been provided will be billed or not billed at our 
discretion.  Due to the Insurance contractual requirements for referrals, authorization of services and 
timely filing limitations insurance must be presented prior to services being provided.  If we agree to bill 
your insurance you will be held liable for the charges if the insurance denies your claim as untimely 
because of late presentation of coverage or for lack of timely authorizations or referrals. 
 

 Patients who request payment arrangements and/or financial hardship adjustments are required to supply 
financial documentation to support their request.  Financial documentation will include income and 
expenses as outlined on our financial assistance application.  Failure to supply the required 
documentation will result in normal collection activity being adhered to. 
 

 In the event your account/s must be turned over for outside collections, you will be billed and are 
responsible for all fees involved in the collection process. Returned checks are subject to a handling fee 
of $30.00.   
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In the event you have an account with a credit balance, we reserve the right to transfer credits to any 
other outstanding account balances prior to issuing a refund. 
 

 Patients with a history of presenting for their appointment without the ability to pay their co-pay, short 
notice (less than  24 hours) cancelling of appointment or not showing up for their appointments will be 
subject to be reviewed for dismissal from our practice. 
 

 There is a charge of $25.00 per page to complete FMLA paperwork, forms for disability claims, 
accident or injury claims, attorney verification of medical condition or any other non-medical services 
reimbursement paperwork.  Payment must be made at the time the forms are complete.  Some third 
party forms requests must be paid for prior to the forms being completed. 

 
 
We realize that temporary financial problems do occur.  If such problems do arise, we encourage you to contact 
us promptly for assistance.  If you have any questions about the above information, or any uncertainty regarding 
your insurance coverage, PLEASE do not hesitate to ask us. 
 
Authorization:  I hereby authorize my attending physician to administer treatment, diagnostic testing 
and perform procedures as may be deemed necessary or advisable in my diagnosis.  I further authorize 
the release of any medical information necessary to process my insurance claim and request payment of 
medical services to be assigned directly to my attending physician In the event my insurance makes 
payment directly to me for services I will immediately endorse and assign the payment to my attending 
physician If my insurance does not cover services rendered, I agree to be personally and fully responsible 
for payment.  I give my attending physician permission to appeal any denials by my insurance for 
services rendered on my behalf.  I will assist my attending physician with follow up of timely payment, 
requests for information and appeals to my insurance as necessary to ensure full and timely payment for 
services received. 
 
I  have  read  the  Financial  Policy,  Consent  for  Treatment,  Release  of  Medical 

Information, policy and understand and agree to its terms.   This authorization is to remain in full 

force unless I revoke the same in writing. 

 

 

___________________________________           __________________________________ 

(Patient/Responsible Party) Signature                     (Patient/Responsible Party) Printed Name 
 
 
___________________________________           _________________________________            

 (Date)                            (Date) 
 
 
 

 

 

 

 

 


