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NOTICE TO INSURANCE PATIENTS

As a courtesy, our office will bill your insurance company on your behalf for services rendered. If we are
participating providers for your insurance plan, our reimbursement and your responsibility will be
dictated by your insurance company. Although we are participating providers for many insurance plans,
you will often still be responsible for a yearly deductible, office visit co-payments, and full responsibility
for any charges allowed but not paid by your insurance company. Although we will bill your insurance
company directly, the patient, not the insurance company, remains responsible for full payment of all fees.
Please understand that you are ultimately responsible for verification of your benefits and levels of
coverage under your plan.

Please Initial

If we are unable to obtain payment from your insurance company within 60 days of your visit date, we
will bill you for any unpaid charges. We will however, continue to assist you in obtaining reimbursement
from your insurance company.

Please Initial

As a convenience, our office offers an on-site formulary for medications and customized prescription and
non-prescription items. As our fees for these items are often considerably less than pharmacy charges or
even pharmacy co-payments, you may find it advantageous to purchase these items in our office. Please
be advised that payments for any products purchased in our office are not billable to your insurance
company and are due at the time such products are dispensed. Please inform your nurse if you desire
written prescriptions whenever available.

Payment for medications and noncovered services is required at the time of the visit. Our office accepts
credit cards (VISA/MC/AMEX) and cash. Please be advised that personal checks are not accepted from
new patients and are never accepted for amounts over $500.

By signing below, I certify that I have read the above statement and agree to
the terms stated herein.

Patient’s Printed Name

Patient’s Signature Date



