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OFFICE FINANCIAL POLICY 
 

1. All patients are on a non-insured rate basis until their respective insurance coverage and deductible may be 

verified by our staff. 

 

2. This office may make payment plan arrangements on an individual basis. Any such plan or arrangement 

will be discussed during your report of findings. 

 
3. If you have insurance, we will gladly accept assignment with the following exceptions and regulations, 

provided we have prior certification from your insurance company. 

 

4. We accept assignment as a courtesy to you: you are responsible for your entire bill should your insurance 

company not pay any of the anticipated charges for any reason. 

 

5. If you should receive a check from your insurance company during our billing, you must bring it into the 

office upon receipt. If any over-payment exists after all insurance billing has been done, we will issue you 

an overpayment check-it will not come from your insurance company. All insurance payments, regardless 

of which company issues a check first, are applied to your account if any balance is due. 

 
6. Any services, or coverage reductions, not covered (NON-COVERED SERVICE) by the patient’s insurance 

carrier will be the patient’s responsibility. 

 

7. If coverage problems arise, you will be expected to assist directly in dealing with your insurance company, 

adjustor or agent. Any denied or disputed claims will be treated as uncovered services and you will be 

expected to pay such charges in a timely manner. 

 

8. If a patient discontinues care for any reason other than discharge by the doctor, the bill is due and payment 

will be paid in full immediately. 

 

9. There will be a 5% interest charge for failure to pay any outstanding balance by the fifth of the month and 

for each subsequent month that balance remains outstanding. 
 

 

 

 

I have read and understand the Financial Office Policy and agree to abide by these terms. 

 

 

 

Patient Signature______________________________________________________________ 

 

 

 


