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Patient Name:

Acknowledgment of Financial Responsibility

| understand and accept that it is my duty to pay for any healthcare services not covered by my
payor, including copayments, deductibles or co-insurance for which my provider bills me. | know
that if these bills are not paid at the time they may be turned over to a collection agency. If that
happens, | understand and agree that | will have to pay reasonable collection and attorneys'
fees in addition to lawful interest and costs. If my payor requires me to obtain a valid referral
from my provider to get coverage for those services, and | fail to do so, | understand and accept
that | must pay my provider the charges for those services. This means that the patient is
ultimately responsible for paying for the services we provided.

| acknowledge and agree that:
1. The balance identified as my responsibility is due and payable by me.

2. Payment of my patient-responsible balance is required on the day of service unless other
arrangements have been approved in writing by the practice.

3. My healthcare provider and its staff are not responsible for insurance benefit
determinations, claim processing decisions, or payment delays made by my insurance
company.

4. Any disputes regarding coverage, benefits, or claim determinations must be addressed
directly with my insurance carrier.

5. Iremain financially responsible for all charges not paid by my insurance company,
regardless of the reason for non-payment.

6. Failure to pay the required patient portion may result in rescheduling of non-emergency
services and/or collection efforts as permitted by law.

By signing below, | confirm that | have read, understand, and agree to the terms outlined above.

Patient Signature: Date:




