 Patient Responsibility Insurance Policies, And Disclosure Statement 
Payment in full services and product are due at the time services are performed or products are ordered. As the patient/guarantor, you are financially responsible for any fees and costs associated with any services or products you receive from our office. 
I understand and agree that I am financially responsible for all charges for any and service rendered. This includes any medical service or visit, routine examination, testing and any other screening ordered by the doctor or staff.

I understand that while my insurance may confirm my benefits, confirmation of benefits is not a guarantee of payment and that I am responsible for any unpaid balance.

I understand and agree that it’s my responsibility to know if my insurance has any deductible, copayment, co-insurance, out-of-network, usual and customary limit, prior authorization requirement or any other type of benefit limitation for the service I receive and I agree to make payment in full.

I agree to inform the office of any changes in my insurance coverage. If my insurance has changed or is terminated at the time of service, I agree that I am financially responsible for the balance in full.
Co-payment and deductible will be collected at the time of service. Professional fees, service fees, co-payment and deductible are NOT refundable. There will be a $ 35 fee for returned checks.

Patients who accumulate three or more missed appointment may be subject to discharged from our practice.
Produces performed in the office are considered the same as surgery by insurance companies and are billed as such. Additionally your office visits today may include the use of a scope for diagnostic purpose, allergies testing and hearing test. This is considered a diagnostic procedure, which will be coded to your Insurance Company as a SURGICAL PROCEDURE depending on your particular policy; your insurance company will pay all, part or none of the cost of the procedure.
CANCELLATION POLICY:  This office has a policy of charging a fee for missing appointment or canceling with less than 24 hours notice. This policy is explained at the time of the first visit. The fee is $25.00. The purpose of this fee is to encourage our patient to take their appointment than the schedule as seriously as we do. That time is reserved for you, and if you do not keep the schedule then other patient who need ‘same day “urgent visits, or earlier appointment than the schedule permits, are being obligated to wait longer than necessary. Obviously, acute health problems and family cries are expected. Cancellations of convenience or last minute schedule conflict will be your responsibility. We remain available to discuss this policy in general or individual circumstance. Thank you for understanding.
I also authorize my physician's office to provide my medical information to other organizations or entities for the Determination and payment of benefits.  I authorize my physician's office to permit my Insurance companies or third party Payers to review/audit my medical chart if they so request.  I assign benefits otherwise payable to me my physician, I Understand that I am financially responsible for the changes for any services rendered to me by my physician(s). They have accepted assignment.  I further release my physician to release medical information concerning my treatments to my insurance carrier (s) and I authorize payment of medical benefits from those carriers to be made directly to my physician on claims for which they have accepted the assignment.  I also understand that I am responsible for payment for services not covered by my Insurance Plan.

I have read and agree to the terms above:

Signature of Patient or Legal Representative                                                                                                                  Date:

Signature of Insurance Policy Holder                                                                                                                                  Date:
