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Office Billing Policy 

 

The following information is provided to avoid any misunderstanding concerning payment of 

technical and professional services.  Payment is due this office when services are rendered or as 

explained below.  All paragraphs below may not be pertinent to your situation.  Please note those 

paragraphs that do pertain to you.  Prompt payment allows us to control cost.  Outstanding 

accounts cost both of us time and money, therefore, all patients will be required to establish 

financial arrangements for payment of their account. 

 

PRIVATE PAY (No insurance) Payment is expected at the time of service unless other 

financial arrangements are made in advance.  You will receive a month statement on any unpaid 

balance. 

 

INSURANCE Provider will bill your health insurance for you.  However, you are still 

responsible for your bill in its entirety.  At the time of service you are expected to pay any co-pay 

or deductibles that have not been met.  If you have a secondary insurance we will also bill them 

for you. 

 

MEDICARE Provider accepts Medicare assignment:  What Medicare approves will be the 

charge.  Any amount disallowed by them will be written off.  However, you are responsible for 

your deductible and co-insurance amounts.  If you have a Medicare supplement, we will bill it 

for you but the “Insurance” paragraph above applies to those billings.   

 

If you fail to promptly pay your account balance in full within 90 days of receiving your first 

statement, the provider may employ an attorney or collection agency to collect the balance due 

through the legal process unless arrangements are made otherwise.  Any late charges, legal fees, 

court costs and expenses incurred in the collection of a debt will be added to your account 

balance. 

 

“I have read this entire form and the terms contained in it and I understand it.  I am signing of my 

own free will as an inducement to the provider to provide me the services requested.  I also 

authorize the Provider to release medical information from my file for any reasonable purpose 

involving the processing of claims or payment. 

 

 

____________________________________________  ___________________ 

Signature for Responsible Party for this Account     Date Signed 

 

 
__________________________________________________________________  _____________________________ 

Witness Signature         Date 


