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Thank you for choosing us as your health care provider.  We are committed to your treatment being successful.  Please 
understand that payment of your bill is considered a part of your treatment.  The following is a statement of our �nancial pol icy 
which we require that you read and sign prior to any treatment. 
 
All patients must complete our Information and Insurance Form before seeing the doctor. All patients must have a signed 
Payment Agreement on �le prior to treatment. 
   

FULL PAYMENT IS DUE AT TIME OF SERVICE 
WE ACCEPT CASH, CHECK, OR VISA/MASTERCARD/DISCOVER, AMERICAN EXPRESS 

 

REGARDING INSURANCE 
 
We may accept assignment of insurance bene�ts.  However, we do require all co-pays and deductibles be paid at the time of 
service.  The balance is your responsibility whether your insurance company pays or not.  We cannot bill your insurance carrier 
unless you give us complete insurance information.  If your insurance company requires a referral for treatment, it is your 
responsibility to obtain the referral from your primary care physician prior to treatment.  If your insurance company has 
not paid your account in full within 45 days, the balance will be due in full.  Please be aware that some and perhaps all of the 
services provided may be non-covered services and not considered reasonable and necessary and are the patient’s responsibility. 
 
Regarding insurance plans with which we are a participating provider, we must have insurance information prior to treatment in 
order to verify coverage.  All co-pays and deductibles are due prior to treatment.  In the event that your insurance coverage 
changes to a plan where we are not participating providers or bene�ts are denied because they are not covered under your plan, 
refer to the above paragraph. 
 
Thank you for understanding our �nancial policy.  Please let us know if you have questions or concerns.   I have read the 
�nancial policy.  I understand and agree to this policy. 
 
 
Signature of Patient or Responsible Party                                                                   Date 
 
 
Signature of Co-Responsible Party                     Date 
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