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  Financial Responsibility 

 

In order to establish optimal relations with our patients and avoid misunderstandings we are to inform 

you of the financial policies of this office.  PAYMENT IS EXPECTED FROM YOU, AT THE TIME OF 

SERVICE, FOR "YOUR PART" OF THE CHARGES.  WE ACCEPT VISA, MASTERCARD, & CARE 

CREDIT FOR YOUR CONVENIENCE.  Further, your signature authorizes the release of medical 

information to your primary care or referring physician, to consultations and to process insurance 

claims/applications and prescriptions.  I authorize payment of medical benefits to the physician.  

 

I understand I am financially responsible for all charges regardless of third-party involvement.  I agree to 

pay any deductible, co-insurance, co-pay, or any services deemed as "non-covered benefit" by my 

insurance at the time services are rendered.  Should my insurance carrier refuse payment (e.g., non-

covered services, my failure to secure a referral from my primary care physician, the provider is not a 

network provider of my medical group, etc.), I will pay for all services rendered upon receiving a written 

and/or verbal notice of the denial of my claim. Failure to pay within 45 days of filing is, for the purpose 

of this agreement, a refusal to pay. I understand that failure to pay outstanding balances within 90 days 

of notification will be sent to an outside billing service. I agree to pay all costs associated with debt 

recovery or collections, as part of the collection process.  Payment arrangements may be set up with the 

billing service.  If payment arrangement cannot be agreed upon, the amount due will be considered 

delinquent and may be subject to the legal action/assignment of a collection agency.  If legal action 

ensues between parties to this agreement, the prevailing party shall be entitled to recover reasonable 

attorney's fee and costs. 

 

It is your responsibility to know your own insurance benefits, including whether we are a contracted 

provider with your insurance company, your covered benefits and any exclusions in your insurance 

policy, and any pre-authorization requirements of your insurance company. We will attempt to confirm 

your insurance prior to your treatment. It is your responsibility to provide current and accurate 

insurance information, including any updates or changes in coverage. Should you fail to provide this 

information, you will be financially responsible. 

 

By my signature, I certify having read the above statements and fully understand my financial 

responsibilities for care rendered to me so long as I am a patient of this practice regardless of any 

changes in my insurance coverage.  
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 I authorize Snake River Dermatology, P.A. and its contracted billing agency to submit claims 

electronically on my behalf to my insurance. 

 
MEDICARE PATIENTS ONLY: 

 

Snake River Dermatology, P.A. participates with Medicare, and therefore we bill Medicare claims.  This 

form is required for us to keep your signature on file.  It authorizes us to file your Medicare claims and to 

release information that CMS requires for the proper consideration of a claim.  I request that payment of 

authorized Medicare benefits be made either to me or on my behalf to Snake River Dermatology, P.A. for 

any services furnished to me by the provider in the group.  I authorize any holder of medical information 

about me to be released to the Centers for Medicare and Medicaid Services, formally the  

 

 

Health Care Financing Administration and its agents, any information needed to determine these 

benefits or the benefits payable for related services. I request authorized secondary (including Medigap) 

benefits to be made on my behalf for any  

 

services furnished to me by Snake River Dermatology, P.A.  I authorize any holder of medical 

information to release to the secondary carrier information as needed to determine benefits payable for 

related services. 

 

HIPAA compliant: I acknowledge I have had the opportunity to read Snake River Dermatology’s Notice 

of Privacy Practices, and a copy was made available to me. This notice describes how Snake River 

Dermatology may use and disclose my protected health information, certain restrictions on the use and 

disclosure of my protected health information, and the rights I have regarding my protected health 

information.    

 

 

_________________________________    

Patient/Agent/Guardian Print          

 

_________________________________   _________________________ 

Patient/Agent/Guardian Signature                                                  Date     

_________________________________   _________________________ 
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