
Patient Name:                                                 Birth Date:   

If you wish to obtain a copy of the Financial Policy, Please ask the front desk 

FINANCIAL POLICY 
The following is a statement of our Financial Policy, which we require you to read and sign prior to any treatment:  
All patients must provide a copy of current insurance card/ photo ID before seeing a provider.  
This is to insure who we are providing care to and to help prevent insurance fraud.  You are responsible for 
providing updated information as it occurs. Insurance companies have deadlines for filing claims.  If the 
deadline is missed because we do not have updated information, you are responsible for the charges.   If no 
insurance card(s) are provided at time of visit you will be considered a self-pay. Self-pay balances are due in 
full at time of service less a 20% discount.  Our billing department is not able to obtain copies of your 
insurance cards.  We have contracts with most commonly used insurance companies. It is your responsibility 
to check with your insurance company to make sure we are in network. If we do not accept your insurance, 
you will be treated as a self-pay patient (see above). 
Insurance plans where we are a participating provider:  All co-pays are due at the time of treatment. 
Any exceptions must be approved by management. Bills are sent on a monthly cycle and are due in full by the 
due date.  If you are unable to pay the full amount, please contact our billing department when you receive 
your statement.  Accounts that do not have approved payment arrangements may be turned over to an 
outside collection agency even if you have paid partial payments.  Balances that are past due need to be paid 
prior to receiving new services and refills.  Please be aware that some insurance companies, including 
Medicare, may determine treatment to be non-covered. If such a determination is made after they receive the 
claim, you will be responsible for the charges. You will be billed and payment is due by the due date of the 
statement.  Some services may be allowed but may go to your deductible/co insurance as determined by your 
insurance company.  We are unable to provide additional discounts other than what is contractual with your 
insurance company.   Because of the number of different insurance companies/plans we are unable to know 
what your insurance will pay and what you may be responsible for.  It is your responsibility to check your 
coverage with your own insurance company.   In the event that your insurance coverage changes to a plan 
where we are not a participating provider, refer to the above self-pay policy.  
Workers Compensation claims:  We will file these claims with your employer or your employer’s Workers 
Compensation carrier. You will need to notify your employer of your injury prior to being seen.  You will need 
to provide us with the information as to where your claims need to be sent.  In regards to continuation of care 
or needed referrals, written or telephone authorization is required from your employer prior to treatment. If 
prior authorization is not obtained, you are responsible for full payment at the time of service. If your 
company’s Workers Compensation carrier has not paid your account in full within 90 days, the balance will be 
transferred to you and it will then be your responsibility to pay in full by the statement due date. 
Missed appointment: Unless canceled at least 24 hours in advance, you may be subject to a $25-$50 no-
show fee at the physician’s discretion.  
Insufficient Fund Fee: Checks that are returned will be charged a $25 insufficient funds fee. 
Collections: Unpaid balances may be turned over to collection agency. If your account is turned over for 
collections, you will be responsible for paying the collection agency not our office.   Future appointment/refills 
will not be provided until the collection balance is paid in full.  If your account is paid and then another 
balance is sent to collections, you will be dismissed from the practice.   
 
PATIENTS OR AUTHORIZED PERSON’S SIGNATURE: I authorize the release of any medical or other 
information necessary to process this claim. I also request payment of government benefits either to myself or 
to the party who accepts assignment. I authorize payment of medical benefits to the undersigned physician or 
supplier for services. I authorize Bellevue Family Practice P.C. to release any information acquired in the 
course of my examination or treatment for insurance and consultation purposes only. I understand that I am 
financially responsible for the amount of my bill which is not paid by insurance. If I have no insurance 
coverage, I am fully responsible at the time of service for the entire amount of the bill less a 20% discount. 
Thank you for understanding our Financial Policy. Please let us know if you have any questions or concerns. 
I have read the Financial Policy and I understand and agree to its provisions. 
 
________________________________________________   ______________________ 
Signature of patient or responsible party      Date 


