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FINANCIAL POLICY
Insurance Coverage
The following financial policy applies to all patients who have insurance coverage. Please carefully read and
sign this agreement providing you agree with it. Let our finance staff know if you have any questions.
1. We will be happy to bill your insurance company for your care providing you give us all the information we
need. Even though you have insurance coverage, remember that paying for your treatment is your personal
responsibility. We will verify your insurance benefits by contacting the insurance company. You will need to sign an
“Assignment of Rights and Benefits” so we can accept your insurance coverage.
2. You will need to pay your portion of the charges as you go. This includes the annual deductible, copayment,
and charges your insurance company refuses to pay. While our office policy does not allow us to extend credit, we do
accept your American Express, MasterCard, Discover or VISA card for these charges.
Until we have verified your coverage, you will be responsible for paying for your own care at each visit
including the first visit. After we verify your coverage, we will credit the amount you have paid to your portion
of the bill. Using your credit card for this purpose will be the easiest for you.
For the payment which is due today, which payment method do you prefer?
❐ Cash/Check ❐ Visa ❐ MasterCard ❐ American Express ❐ Discover
3. Once your insurance payment has been received, or sixty days after treatment, whichever occurs first, your
account will be balanced. We may either owe you a refund or you may owe us a payment.
If you have a refund due, how would you like us to handle it?
❐ Apply the refund to my account for future treatment.
❐ Mail check to:
Name and Address: ___________________________________________________________
4. Occasionally, an insurance company will send a payment to a patient. If this occurs, bring us the check and the
attached stub. The information on the stub is very important. Also, your insurance company may request additional
information from you. They will not pay your claim until they receive the information, so please send it immediately.
5. If you suspend or terminate your care against the advice of your doctor, all outstanding charges that have not
been paid by your insurance company will become immediately due and payable by you personally before you leave.
By signing below you agree to the terms of this policy.
____________________________
Patient Name
(parent/guardian if patient is a minor)

__________________________________
Signature

____________
Date

