
 

 

FINANCIAL POLICY 

 

This policy is valid for all individual providers in this office.  We appreciate you choosing us as your healthcare provider.  We are 

committed to your treatment being successful.  Please understand that payment of your account is considered part of your 

treatment.  The following is a statement of our Financial Policy, which we require you to read and sign before your initial or 

continued treatment. 

 

REGARDING INSURANCE: 

We will file your insurance and accept benefits in the plans we are contracted.  However, the balance is your responsibility whether 

your insurance pays or not.  Your insurance policy is a contract between you and your insurance company and we are not a party to 

that contract.  If your insurance company has not paid your claim in full within ninety (90) days, the balance will be transferred to 

you for payment.  Payment will be expected in full within thirty (30) days from the transfer of responsibility.  Any insurance payment 

that is received after the 90-day period will be refunded to you if you have paid the balance. 

 

You have a responsibility to inform the office immediately of any changes in your insurance plan(s).  Failure to do so may result in 

benefits denying for payment.  You will be expected to pay this amount in full. 

 

Please note that you are required to show your current insurance card at EVERY visit. 

 

COPAYS, DEDUCTIBLES, & CO-INSURANCE 

Please provide your co-payment upon arrival for your appointment.  If you are aware of deductibles or co-insurance that are 

required by your insurance plan, we also collect those at your time of service. Co-insurance and deductible amounts may vary due 

to variation in treatment.  We will advise you of the amount due before you leave our office. 

 

MISSED APPOINTMENTS 

Unless canceled twenty-four (24) hours in advance, you may be charged a No-Show or Late Cancelation fee of $25.00. As a 

courtesy, the first NCNS fee and/or late cancellation fee will be waived, however subsequent fees will be charged. There are NO 

exceptions to this policy. These fees are full patient responsibility and insurance will not be filed. Three (3) no-show or late 

cancellations within a twelve-month period with result in dismissal from our practice. Please help us serve you better by 

keeping scheduled appointments.  For most appointments, we will provide a courtesy reminder the day prior to confirm your 

appointment. 

Thank you for understanding our Financial Policy. Please let us know if you have any questions. 

 

I have read the “Financial Policy” and agree to the terms described within. 

 

 

X__________________________________ _________________________ 

Signature of Patient/Responsible Party Date 

(If patient is a minor, a guardian must sign) 


