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FINANCIAL POLICY I.'ON PAIITICIPAI TNG INSUIIANCD COMPANIDS

Thank you for choosing us as your healthcare provider. We are committed to your treatment being
successful. Please understand that payment of your bill is considercd a part of your treatrnent. The
following is a statement o{'our financial policy which we require you to read and sign prior to initial
t.reat.ment.

ALL PATIENTS MUST COMPLETtr INIiORMATION & INSURANCE FORM BFJFORE SEEING THE DOCTOR.

*YOUR COPAY TS DUF] AT T}IE TIME OF SERV ICE*.

RI]GARDING INSURANCE

We will accept assignrlrent. of yorrr insurance bencfits at the tirnc of your visit(s). However, we do
require your co pay at the tirno of'service. Alsoo you will be billed for any arnount that yorrr insurance
statcs is not dent ally neccssary and/ or is nol. covored lr nder your conl.rac [. I nsrt rancc is not. a substil.ute
for payment. Sotne companics pay fixed allowanccs for cert.ain procedures, and others pay a percentage
of the charge. It. is your resporrsibility to pay any deduct.ihle? coinsurancee or any ol.hcr balance
determined by your insurarrcc company to be your responsibility.

AD UI,T AND MINOII PATIENTS
- Adult pationts ( lB or older) are responsible for payrnent.
- 'Ihe adult accoryrpanying a minor and the patient ( or guardian ol'the minor) is responsible for

paymcnt. l 'or unaccornpanied minors, non-emergerrcy treatment will be denied unless paid hy
cash, check or credit card at the t.ime of service.

- In case of rescheduling or cancelling appointrrenls? a min. o[' 24hr is required to
avoid a $75 fee.

PATIENT LIARILITY
lf th isaccolrnt isassigncdtoanattorneyfor:col lect ion an<l /or  sui t ,  Ishal lpaySSI/3% of theclairnas
payment for attorneys f'ees and costs of collection.

RETURN CHECI( POLICY
For any cfreck that. is returned from lhe bank, t.here will t 

" " 
*"t1,i"! qia.St of $dL00 that must bc paid
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R.
Tharrk you for understanding our financial policy. Please leth*ril{,if you}rave any questions or
concerns. 

)

I have read the financial policy. I understand and agree to the financial policy.

SIGNATURE 01'PATIANT OR RESPONSItsLD PARTY DATE


