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Financial and Office Policies
We would like to thank you for choosing Swor Women’s Care as your women’s health care provider. This
document explains our current office and financial policies. It is important that you read and agree to these policies.
Financial Responsibility: Any patient over the age of 18, or an emancipated minor, will be held financially
responsible for all charges incurred. For minors, the parent who accompanies the minor for their first visit will be
financially responsible for all charges incurred.
Payment Form: Swor Women’s Care accepts Cash, Personal Checks, MasterCard, Visa, and Discover Cards as
payment for services rendered.
Insured Patients: Please bring your insurance card with you to your appointment. If your insurance plan requires an
office visit co-pay, this will be collected at the time of service. The co-pay cannot be waived by our office; it is a
requirement placed on us by your insurance carrier. You are financially responsible for any co-insurance, deductible
or non-covered service. If you are a member of a health plan that Swor Women’s Care participates with, we will
submit a claim to your primary insurance company on your behalf. If you have an insurance plan that we are not
providers of, payment is due at the time of service and we will assist you in submitting your claim for
reimbursement to your insurance company.
Authorizations: If your insurance requires authorization for office visits, then it is your responsibility to obtain this
from your primary care physician.
Balance Due: Once we have received payment along with an Explanation of Benefits (EOB) from your insurance
plan, you will receive a statement from our office indicating what your insurance has paid. Any remaining balance
will then be due and payable. Patients with large deductibles will be asked to pre-pay a portion of their known
medical expenses (for example: GYN surgery patients)
Non Insured Patients: Payment in full will be due at the time of service. If you are unable to pay your balance in
full, you will need to make arrangements with our Office Manager prior to your visit.
Medicare Patients: You are personally responsible for your deductible, co-insurance and any service that Medicare
deems as “Medically Unnecessary”. Medicare patients may also be asked to sign an Advanced Beneficiary Notice
(ABN) form as required by Medicare for certain services.
In Office Labs/Testing: Please verify your benefits with your insurance company prior to having any lab or
diagnostic testing performed. If your insurance company does not cover screening lab tests, we do offer certain tests
at a reduced cost to you if performed in our office on a cash-pay basis.
No Show: Please be aware that our office charges $25 if you no show for your appointment or if you do not give a
24-hour notice of cancellation. Also, there is a $250 charge if you cancel or no show for a surgery with our office.
Returned Checks: A $25 fee will be assessed for any check returned for insufficient funds. After that, only cash or
credit cards will be accepted for payment.
Collection Accounts: Swor Women’s Care reserves the right to turn an account over to collections if it is deemed
that the account is in default of payment or compliance with this policy and you will be discharged from the
practice. You can avoid collections and discharge from the practice by arranging a payment plan with the office.
Financial Hardship: We understand that sometimes it is a hardship to pay your medical bills timely. Please discuss
with our Office Manger so we can work out a payment plan. Ignoring medical bills is not advisable. Let us know
your situation so we can work with you.
I hereby authorize Swor Women’s Care as a holder of medical information, to release to my insurance carrier or its
intermediaries any information needed for this or future related claim(s). I further request payment be made to Swor Women’s
Care and authorize Swor Women’s Care to submit claims on my behalf for any bills or services furnished to me during the next
12 month period(year). I hereby acknowledge and understand that I am financially responsible for any portion of my bill not
covered by my insurance carrier. If this account is placed in the hands of a collector or an attorney for collection, reasonable
cost of collection including attorney fees will be paid by the undersigned.
I have read and understand the handout, Financial and Office Policies. By signing below, I am stating that I understand and
agree to the above policies. I also understand that at any time our financial policy may be updated.

Signature: __________________________________________________ Date:______________
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