NAME: ___________________________
                                        ACCOUNT # ______________

DIABLO VALLEY PEDIATRIC MEDICAL GROUP INC.,

FINANCIAL POLICY

· Payment is due at the time of service – self pay, Insurance states patient is not eligible, and Non-covered service.


· Co-pays must be paid at time of service.  There will be an additional $10 charge for any non-payment at time of visit.

· Diablo Valley Pediatrics will not get involved with any divorce disputes regarding payment for co-pays or any unpaid balance.  Guarantor is responsible for copays at the time of service and any unpaid balances.
· There is a $10 fee per child for school, sport, scouts and daycare forms to be signed, filled out or copied by the staff or physician at Diablo Valley Pediatrics. FMLA & Disability forms will be $25 each. 
· There is a $25 fee per child for any record release, excluding chart retrieval.  Chart retrieval fee will be determined per current pricing sheet.  Charts are sent to a storage facility after 2 years of non-activity.
· There is a $35 charge for any cancelled or missed appointment without a 24-hour notice.  Three no shows will result in family being dismissed from practice.
· There is a $20 fee for any returned check.
· It is the guarantor’s responsibility to notify Diablo Valley Pediatric Medical group if there is a change in address, phone number, insurance carrier, medical group, primary care physician, or if you receive a new insurance card.

· Secondary insurance can only be used if the primary and secondary are coordinated, and we will bill if the guarantor provides us with the secondary at time of visit.
· Accounts six months or older must be paid in full before appointment is made. If for any reason an account is turned over to our collection department, the patient and family will be dismissed from the practice.
I hereby authorize my physician to give and receive any and all information required by my insurance company concerning my case. I hereby instruct my insurance company to pay directly to my physician any benefits allowable for professional services rendered to my child. Any sum of money paid under this agreement shall be credited to my account.  I accept financial responsibility for any bills not paid for by my insurance.  I understand that I am required to pay any copays/deductibles or services not covered at the time of service.  Statements will be mailed to the guarantor unless otherwise noted by the parent. A photocopy of this agreement is considered as valid as an original. This agreement will remain in effect until revoked by me in writing. I acknowledge that the above information is correct.  

Guarantors Signature __________________________________________ Date _________________
Revised 1/19/18

