
PREVENTIVE AND DIAGNOSTIC MEDICAL CENTER 

FINANCIAL POLICY 

Thank you for choosing us as your healthcare provider.  We are committed to building a 
successful physician-patient relationship with you.  Your clear understanding of our 
practice financial policy is an important part of our professional relationship.  Please 
understand that payment for services rendered is part of that relationship.  It is your 
responsibility to notify our office of any changes that need to be made to your records 
(i.e. address, name, insurance information, etc). 

Please initial each line below: 

___ Insurance Claims - Your medical insurance is a contract between you and your 
insurance company.  We have made prior arrangements with some insurance carriers 
and health plans to accept an assignment of benefits.  If you are covered by any of 
these plans, we will bill your insurance and you will be required to pay the co-payment 
at the time of service.  Copayments are not extra income but are a part of the 
reimbursement a doctor receives from the insurance company.  Any additional 
deductibles and/or co-insurance will be billed to the patient as indicated by your 
insurance carrier on the Explanation of Benefits.  Failure to provide accurate insurance 
information may result in patient responsibility for the entire bill. If your insurance is not 
contracted with us, you will be responsible for full payment.  If we are out of network, 
and your insurance pays you directly, you will be responsible for payment in full. You 
will need to forward the payment to us immediately. 

___Coverage - We ask that you contact your insurance carrier to review benefits prior 
to being seen.  You will need to verify coverage for all preventive care such as 
physicals, routine immunizations, employment screening, radiology services and lab.  
All health plans are not the same and frequently do not cover the same services.  If your 
health plan determines a service to be "not covered", you are responsible for the 
complete charge. Payment is due upon receipt of a statement from our office. 

___Insurance Requests - You are responsible for promptly responding to requests for 
additional information from the insurance company. 

___Disputes - Preventive and Diagnostic Medical Center will not become involved in 
disputes between you and your insurance company regarding covered charges, 
coordination of benefit issues, eligibility issues, pre-existing conditions or any other 
matter, which causes the claim to be denied.  Should your claim be denied for any of 
these reasons or any other reasons not listed here, the claim will become the 
responsibility of the patient and payment will be expected immediately. 

 



FINANCIAL POLICY 

 

___Returned Checks - Non Sufficient Funds (NSF) checks are subject to a $25 fee (in 
addition to fees from your bank)> 

___Forms - Charges to complete medical forms (driver's license, assisted living, 
insurance, etc) and patient requested letters are not covered by insurance and are 
therefore the responsibility of the patient.  Fees vary according to the length and 
complexity of the form or patient-requested letter. 

___Visit - Each visit is documented in your medical record and a diagnosis is made by 
the provider.  Diagnoses are made based on medical information, not based on 
coverage by insurance companies.  To request a diagnosis, change solely for the 
purpose of securing reimbursement from an insurance carrier is inappropriate and 
considered insurance fraud. 

___Statements - Just as we make every effort to accommodate when you are in need 
of medical care, we expect that you will make every effort to pay your bill in a timely 
manner.  Bills are mailed at the beginning of every month.  Payment is expected upon 
receipt.  If there is financial hardship or if you are unable to pay your bill in its entirety, 
please contact our office to discuss payment options.  If your account becomes 
delinquent and you have not established payment options, the account will be turned 
over to a collection agency.  In addition to your outstanding balance, a 35% surcharge 
will be added to cover the collection agency costs. 

 

I have read and understand the practice's financial policy and agree to be bound by its 
terms. I also understand and agree that such terms may be amended by the practice 
from time to time. 

 

Patient Name___________________ Signature__________________ Date_________   

  


