CONFIDENTIALITY STATEMENT:
All information shared in your treatment is confidential except in circumstance governed by law.  If you would like information to be shared with another healthcare professional, you will need to sign a “Release of Information” form.  

FINANCIAL POLICY:

Your insurance policy is a contract between you and your insurance company.  As a courtesy to you, we will bill the primary insurance company for services rendered.  We are considered a third party in this contract and the responsibility for ensuring insurance payment remains with the subscriber, not with our office.  
You are financially responsible for all charges billed to insurance if they are denied or not paid in full within thirty days.  If you have secondary insurance coverage, we are happy to assist you in the filing of your insurance claims, but all co-payments and deductibles will be calculated based on primary insurance coverage and will be due at the time services are rendered.  If the secondary insurance company reimburses us for any amount, your account will be credited and the responsible party will be reimbursed. If your secondary insurance does not pay within 60 days, you will be responsible for all charges. Once the secondary claim has been paid, payment will be reimbursed to you.  All services must be paid in full within 30 days. A service charge of 1.75% per month (21% annually) will be added to all accounts which are 30 days past due.  We reserve the right to send an account to collections if not paid in full within 60 days.  Any late fees, collection’s fees, legal fees, and interest incurred will be your responsibility.  The individual who brings in a child is ultimately responsible for the bill and the provider can not become involved in court decisions.  Fees are subject to change every ninety days. Returned checks will be subject to appropriate fees. 
We require 48-hour notice for the cancellation or rescheduling of any appointment.  AFTER THE FIRST MISSED APPOINTMENT A $35.00 CANCELLATION FEE WILL BE APPLIED TO THE ACCOUNT. If you are unable to arrive within 10 minutes of your scheduled appointment time, it will be considered a missed appointment and will need to be rescheduled.  These policies are here to enable us to provide all of our patients with the best possible care and we thank you for your cooperation.  We accept cash, check, cashier’s check, Visa, Discover and MasterCard. 

FINANCIAL AGREEMENT:
I understand that I am financially responsible for all charges whether or not paid by insurance, all deductibles and co-payments are due at time of service.  I understand that I am responsible for knowing and understanding my insurance benefits.  I understand that it is my responsibility to notify the office of any changes made to my policy so that my information can be updated.  I understand that if I do not notify the office of changes to my policy the updates will not be made.  If I present your office with incorrect insurance information, I understand that I will be required to pay the entire fee.
I authorize my insurance company to pay the provider for all insurance benefits otherwise payable to me for services rendered.  I authorize the use of this signature on all insurance submissions.  I understand that not all services are a covered benefit in all contracts and it is my responsibility to call my insurance company before my office visit to verify my benefits. 

YOUR SERVICES ARE TO BE PAID IN FULL AT THE TIME OF EACH APPOINTMENT
I have read and understand this information and informed consent and agree to the content and consent to treatment. 
_____________________________________________

__________________

Signature







Date

_____________________________________________

__________________

Parent or Guardian (if minor)





Date
