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FINANCIAL AGREEMENT and RELEASE OF INFORMATION 

 

1. The patient is responsible for all charges incurred at Emerald Sleep Disorders Center, LLC. (hereinafter referred to as ESDC). Payment is due 

at the time of service unless arrangements have been made in advance by your insurance carrier or other health plan (hereinafter referred to as 

Insurer).  We accept cash, personal check, ATM Debit Card, VISA, MasterCard, Discover, American Express and Care Credit.  Patient 

understands they will be assessed a $35.00 returned check fee for non-sufficient funds. 

2. As a courtesy to the patient, ESDC will file an insurance claim.  Deductibles, co-pays and/or co-insurance payments are due at the time of 

service.  Any non-covered amounts, amounts over the usual and customary and compliance penalties will be billed to the patient. The patient 

authorizes direct payment to ESDC to the full extent of their authority; patient hereby assigns to ESDC any insurance benefits otherwise 

payable to the patient or on the patient’s behalf for treatment and diagnostic procedures.   

A new patient deposit of $100 is required if ESDC is not able to verify insurance benefits prior to the appointment.  For established patients, 

a $50 deposit is required.  The deposit will be applied to any outstanding balance following the first date of service. 

3. If the Insurer does not pay within a reasonable period, ESDC will require settlement from the patient.  If ESDC receives payment from the 

Insurer, ESDC will refund any overpayment to the patient. 

4. If an insurance referral is required and not obtained prior to the date of service, the patient agrees to pay for the service at the time it is 

rendered. 

5. ESDC accepts Medicare assignment; the Patient is responsible for the deductible and co-payment.  If the patient has secondary coverage, a 

portion of the patient’s responsibility may be covered. 

6. When an account balance becomes the responsibility of the patient, that balance is due upon receipt of the first ESDC account statement.  If 

any part of the patient account balance becomes delinquent, any outstanding balance may be forwarded to an outside agency for collection. A 

$75.00 collection processing fee will be included in the outstanding account balance.  

7. Payment is due upon receipt of the monthly statement for patients who have established financial arrangements.  Any balance outstanding 

more than 90 days will bear interest at 18% per annum or 1.5% per month. 

8. ESDC enforces a 24-hour Cancellation Policy.  Patients who cancel without a 24-hour notice or fail to show for their confirmed appointment 

will be billed a $50 Broken Appointment Fee.  If a patient arrives 10 or more minutes after the scheduled check in time, ESDC reserves the 

right to reschedule; a Broken Appointment Fee of $50 may also apply. 

 

                                                  *   *   *   *   *   *   *   *   * 

 

I assign medical benefits paid by my Insurers to ESDC for application to my bill.  I acknowledge that I will be billed for charges not covered by 

my Insured. I hereby authorize ESDC to furnish my Insurance any and all information required to process my claim.  I have read and understand 

ESDC’s financial agreement and release of information and I agree to be bound by the terms.  I understand that my refusal to sign this form will 

be interpreted as my decision to cease receiving medical care with ESDC. 

 

 

 

Signature of patient (or responsible part, if patient is minor)      Date 

 

 

 

Please print the name of patient and/or responsible part (if different from patient) 


