
 

Financial Policy 

If you have insurance, we will file the claim and bill your insurance provider. However, patients are 

responsible for any required co-payments or outstanding balances. Payments are expected at the time 

of visit. If you are self-pay, total payment is due at time of service.  

Billing Information: 

We will provide insurance claim filing for the insurance plans with which we participate. If there is a 

balance due after payment is rendered by the insurance company, we will expect payment within 30 

days. Claims denied by insurance become patient responsibility. We do not accept secondary insurance. 

It is the patient’s responsibility to provide us with current insurance plan information prior to services 
rendered in order for accurate billing to be filed. You are also responsible for contacting your insurance 

company to make sure we are in network with your particular plan.  

All insurance premiums must be current.  If we are unable to verify your current premium status, you 

will be considered a self pay patient.  

It is important for the patient to be familiar with the guidelines of their insurance plan requirements 

regarding authorizations, deductibles, co-payments and other vital requirements. If an authorization is 

required, the patient is responsible for obtaining it from their referring doctor.  

A $25.00 returned check fee will be assessed to your account for any returned checks.   

You will be charged a no show fee of $25 if you fail to cancel or reschedule an appointment with at least 

24 hour notice.  For surgeries cancelled less than 72 hours prior to surgery date there is a $200 fee.  

For your convenience, we will keep your credit card on file for balances left to your responsibility for co-

insurances, co-pays and deductibles, not to exceed $150.  

We collect and send specimen's to the lab for processing.  We are not affiliated with any bill accrued by 

you from the lab.  If you have a question regarding your lab bill, please call the lab listed on the bill.  

I have read the Financial Policy and agree to be bound by its terms.   

 

X_________________  Date: _________________________ 

Patient Signature or Responsible Party if a minor 

 

 _________________  DOB: __________________________ 

Please print your name   


