
Financial Policy

The following is a statement of the financial aspect of your medical treatment which must be read and 
signed prior to any treatment rendered.

INSURANCE: We accept assignment of insurance benefits. However, it is your responsibility to call 
your insurance company prior to your first office visit to determine the status of your benefits with 
respect to the amount of your deductible, co-payment, or whether you need pre-authorization, etc. 
Please notify our office of any changes in your health insurance status.  Your insurance policy is a 
contract between you and your insurance company, but we will bill your insurance company as a 
courtesy. 

PAYMENT: We do require your co-payment be paid at the time of service.  We accept cash, check, 
Visa and MasterCard.  If payment arrangements are necessary, we will require that a Financial 
Disclosure to be completed to determine the eligibility for our payment plan. (All of the above 
information is confidential and will not be disclosed.)  If an account has been placed with our 
collection agency for lack of regular payments or ignored attempts for collection, all future office 
visits must be paid 100% at the time of service.  This same policy will be required for all accounts 
that have filed bankruptcy.
Our office policy requires at least a 24 hour notification if you need to cancel your scheduled office 
visit.  You will be charged $30 for any visit that you do not cancel within that time frame or do not 
show for.

AGREEMENTS:  In consideration of the treatment provided, the undersigned agrees:

1. Those payments under my medical insurance benefits are made to my physician and that he 
may provide information concerning my treatments or that of my minor child to my health 
insurance carriers or its agents.

2. That I agree to pay for all attorney’s fees, court costs, and filing fees, including charges that 
may be assessed by our collection agency to pursue collection of my account.

3. That I have read the Financial Policy above and understand and accept the terms of this 
Financial Policy. 

_________________________________   ________________________
Print Patient Name      Date

_________________________________   ________________________
Signature of Patient or Responsible Party   Date 

_________________________________   ________________________
Signature of Witness      Date 


