








ENDOCRINOLOGY ASSOCIATES OF CENTRAL NJ, PA 

Patient Name:         DOB:      

STATEMENT OF PATIENT FINANCIAL RESPONSIBILITY 

Endocrinology Associates of Central NJ, PA appreciates the confidence you have shown in choosing us to provide for your 
health care needs. The service you have elected to participate in implies a financial responsibility on your part. The 
responsibility obligates you to ensure payment in full of our fees. As a courtesy, we will bill your insurance carrier on your 
behalf. However, you are ultimately responsible for payment of your bill. 

You are responsible for payment of any deductible and co-payment/co-insurance as determined by your contract with 
your insurance carrier. We expect these payments at time of service. Many insurance companies have additional 
stipulations that may affect your coverage. You are responsible for any amounts not covered by your insurer if your 
insurance carrier denies any part of your claim. 

I have read the above policy regarding my financial responsibility to Endocrinology Associates of Central NJ, for providing 
medical services to me. I certify that the information is, to the best of my knowledge, true and accurate. I authorize my 
insurer to pay any benefits directly to Endocrinology Associates of Central New Jersey the full and entire amount of the 
bill incurred by me; or, if applicable any amount due after payment has been made by my insurance carrier. 

CO-PAY POLICY  

Some health insurance carriers require the patient to pay a co-pay for services rendered. It is expected and appreciated 
at the time the service is rendered for the patients to pay at EACH VISIT. Thank you for your cooperation in this matter. 
There will be a $10 charge to cover our billing costs if a copay is not paid at the time of service. There will be a $25 charge 
for the return of personal checks for insufficient funds.  

CANCELLATION / NO SHOW POLICY 

Using an automated system, we attempt to confirm a patients' appointment 2 days prior to their visit.  It is the 
responsibility of the patient to make sure the office has an up to date telephone number and address. This is just a courtesy 
call and is ultimately the patients' responsibility to remember their appointment.  A 24-hour notice is requested when 
cancelling a follow up appointment. A 48 Hour cancellation is required for a new patient appointment. A new patient 
appointment will only be rescheduled if a patient leaves a credit card. The credit card will not be charged unless the patient 
is a no-show for his rescheduled new appointment or does not cancel at least 48 hours for the second new patient 
appointment. The charge is $150.  

SELF PAY 

If you do not have Health Insurance, you will be responsible for services rendered at Endocrinology Associates of Central 
NJ, PA. You must agree to pay Endocrinology Associates of Central NJ, PA for the full amount due at each visit. There will 
be a $25 charge for the return of personal checks for insufficient funds. 

I have read and understand the above information, and I agree to the terms described: 

Patient/Guarantor Signature:        Date:       

 

BILLING QUESTIONS?  For all billing questions, please call the billing department at (877)-698-1700 








