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TO HELP YOU UNDERSTAND OUR FINANCIAL ARRANGEMENTS
All our patients are charged the same regardless of their insurance states. 

PRIVATE PAY INDIVIDUALS (NO INSURANCE)
If you are not covered under any insurance, your bill is expected to be paid at the time services are rendered. However, we will help you work out a payment arrangement if immediate payment cannot be completed in full. 

INDIVIDUALS WITH INSURANCE (NON-MEDICARE)
Yes. Assignment is accepted, which means the check from the insurance company does come to the doctor’s office. However, as the patient, you are responsible for the charges your insurance does not cover. This includes your deductible. We will complete the necessary claim forms and as a courtesy to you. We will mail them to your insurance company. We cannot guarantee payment or your benefits. It is your responsibility to know your insurance policy. 

INDIVIDUALS WITH A PPC/PPO PLAN
If we are a preferred provider on your insurance plan, we will accept the total of what your plan allows. You are still responsible for any co-payments and your deductible. You are also responsible for any non-covered items. You will also be responsible for any percentage your insurance says is your portion. 

INDIVIDUALS WITH AN HMO OR MANAGED CARE PLAN 
If you are covered under an HMO plan we are on, you are responsible for any co-payments. We will notify you if you will be responsible for any non-covered service and/or items. If you are on a managed care program, you are responsible for any co-payments, your deductible and any non-covered service. You are also responsible for payment if we are not authorized to treat.

*Please sign below to indicate you have read and understand the above

______________________________                  ____________________________
Patient Signature              Date                                                 Office Personnel             Date  
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