Dr. Deborah Thomas Financial Policy Sheet

OUR PRACTICE FINAN CIAL POLICY

We are dedicated toproviding you with the best possible care and service, and regard your ‘understanding.of our
financial pohcles as an essential élement of your ¢are and treatment. To assist you, we have the following financial
policy. If you:have any questions, please feel free to discuss them with our staff. .

"’

Unless other arrangements have been:made in advance by eitheryou or your health coverage carrier, full payment
is due:at the time of service. For your convenience we accept all major credit cards, checks, and cash.

YOUR INSURANCE

We_have made.prior arrangements with many insurers and other health plans. We.will bill those plans with which
we have an, agreemént -and will collect any required copayment. at- the tinié of service. The copayment: will be
collected the:day of-your appointment. In the event your health plan determines a service to be - “not’ covered”, you
will be responsible for:the complete. charge. In that event we will bill you, and payment is' due upon receipt of:that
statement.

If you,have insurance ¢overage with a:plan with which-we do not have a prior agreement, we will prepare and send
the cldaim for you, on an unassigned basis. In this case, your insurer will send the paymént directly to you.
Thereéfore charges for your care and treatment are due at the time-of service.

We will also-bill your liealth plan for all services that we provide in the office. Any balance due-or non covered

servicés:is your responsibility and is due upon receipt of a statement’from  our office.

MINOR PATIENTS

For all-services rendered to minor patients, the adult.accompanying the patient is regponsible for payment.

MISSED APPOINTMENTS

In order to:provide the best possible service-and availability to all our patients, it is-our policy to charge our office
visit'fee for any appmntments ot canceled at least-one day prior. Pléase call us as early as possible if you know you
will.néed to reschediile;your appointment,

I'haveiread.and anderstand 'the financial policy of the practice and I agree to be bound by its terms. I also understand
and agree that such:terms may.be amended from time to time by the practice.

iSignature of Patient or Responsible Party if a Minor Date

Signature of Co-responsible Party

Please print.the:name of the Patient



