












PLEASE READ AND (INITIAL) AT THE END OF EACH PARAGRAPH 

Financial Responsibility 

 If you are a cash pay patient, payment is due at the time of service.  If there is a problem,
please speak to the staff prior to seeing the provider. (_______)

 This office does provide insurance billing as a courtesy to our patients that have insurance.
Payment of the insurance co-pay and /or deductible is due at the time of service. (_________)

 I give this office permission to bill my insurance company on my behalf. ( ___________)
 All fees are the responsibility of the patient.  We will not be involved in disputes with insurance

companies. (__________)
 If this account becomes delinquent and is assigned to a collection agency, an

administration fee of 25.00 will be added to the delinquent balance and charged to the
patient. (_________)  

 At this point we will no longer provide medical care for you and you will need to find a
new medical provider.  (__________)

 There will be a $40 NO SHOW FEE for appointments that are not canceled 24 HOURS in
advance, this fee is not covered by your health insurance policy.  This fee will have to be paid
in full to schedule another appointment. (__________)

 I hereby authorize payment of benefits due to me, directly to the provider, for his/her service
as described.   I understand that I am financially responsible for this account and charges,
not covered by my insurance.    I also authorize the release of information relating to this claim
or any other claim for services rendered by the provider now or in the future.  (___________)

In signing this, I acknowledge an understanding of the above policy and my agreement with 
them. 

 _________________ 

  DOB 

   __________________ 

________________________________________   

Print Name          

___________________________________________

Signature of patient or Legal Guardian             Date 








