
Our cl in ic requires 24-hour not ice for  appointment cancel lat ion.  Otherwise,
the pat ient  may be charged a $25 “No Show” fee for the missed appointment.
This c l in ic wi l l  b i l l  th i rd-party payers,  accept assignment,  and wait  to be paid
for some port ion of  our pat ient ’s f inancial  responsibi l i ty .
Co-pays and coinsurance are due at  the t ime of  service.  Pat ient  balances
not received within 30 days of  the v is i t  may be subject  to a late fee.
As a courtesy to you, our c l in ic wi l l  ver i fy your insurance benef i ts;  however,
th is is not a guarantee of  payment.  I t  is  the pat ient ’s responsibi l i ty  to know
his/her benef i ts including deduct ib les,  co-pays, and vis i t  l imi tat ions.  In
addi t ion,  i t  is  the pat ient ’s responsibi l i ty  to obtain a current referral  and
keep track of  v is i ts used dur ing his/her benef i t  year.
I f  we part ic ipate wi th your insurance plan, you wi l l  not  encounter balance
bi l l ing above the stated fee schedule for  covered services/charges. I f  we do
not part ic ipate,  we wi l l  work wi th you to determine the amount of  coverage
and help est imate your responsibi l i ty .
Covered service/charge -  Services that are typical ly covered under the terms
of your contract  wi th your insurance company. I t  is  important to note that
even though services may be a covered charge or benef i t ;  they are of ten
subject  to deduct ib les,  co-pays, and coinsurance.
Non-Covered Service/Charge – This is pol icy speci f ic .  They are services that
are not a covered benef i t  under the provis ions of  your insurance plan. I f  your
insurance does not cover a service,  you are l iable for  the ent i re amount.
Our c l in ic part ic ipates in a discount medical  p lan organizat ion and of fers
discounted fees to uninsured, under insured, or part ia l ly  insured pat ients who
are members.  We wi l l  assist  you in learning more about th is should you wish
to access these discounted fees.
Please not i fy our c l in ic in a t imely manner of  any changes, including
insurance coverage, address,  and telephone number.  Delay in providing us
with accurate informat ion may prevent insurance reimbursement,  and the
pat ient  wi l l  be responsible for  fees.
There wi l l  be a $30 fee for any returned checks.
I f  the balance of  your account or previously agreed-upon payments are not
received in a t imely manner,  you wi l l  receive a f inal  not ice request ing
immediate payment.  I f  payment st i l l  is  not  received, your account wi l l  be
turned over to a col lect ion agency and you wi l l  be assessed any col lect ion
costs incurred, and you wi l l  then be advised to obtain a new heal thcare
provider.  I f  your col lect ion sui t  is  referred to an at torney, you wi l l  be
assessed al l  at torney fees incurred, in addi t ion to court  costs.
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