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INSURANCE ASSIGNMENT AND FINANCIAL POLICY
Please read and sign this statement before we agree to accept assignment of benefits directly from your insurance 

company.  This avoids any misunderstandings and facilitates the processing of your insurance claim.  PLEASE BE 

AWARE THAT YOU MUST PROVIDE CORRECT AND ACCURATE INFORMATION REGARDING YOUR 

ADDRESS, INSURANCE, IF YOU PROVIDE OUR OFFICE WITH FALSE INFORMATION YOU WILL BE 

RESPONSIBLE FOR ALL CHARGES INCURRED DURING YOUR VISIT. 

PAYMENT POLICY

• Each patient, and not their insurance company, is responsible for the payment of all charged services.

• It is the patient’s responsibility to know his or her own health plan. This includes making sure that the 

physician you are seeing is contracted participating provider for your health plan, knowing if the 

insurance is an HMO, PPO or Medicare replacement plan, if your policy is in effect, if maximum benefits 

exists and has been already used, etc. 

All charges not covered by your health plan are the responsibility of the patient. _____ please initial 

• Self pay: Full payment is due at the time of service, before seeing the physician. Please note: the doctor’s 

visit does not include: vaccinations, injections, tests, and procedures; therefore extra charges will apply if 

these are requested by the physician for your treatment.    

• Medicare: You will be responsible for paying your annual deductible, co-payment, co-insurance and any 

non-covered services.  

• HMO, PPO, or Other Managed Care Participants: Patients are responsible for meeting their annual 

deductible and co-pays at the time of service. You will be responsible for paying your co-insurance and 

charges for any non-covered services.  

• PATIENT’S RESPONSIBILITY to make sure we are contracted with their insurance and 

which laboratories to use/send specimens to. _______ please initial

• IF INSURANCE DOES NOT COVER TELEHEALTH  IT WILL BE $95 .00 CHARGE.       ___ Please 

initial
Commercial Participants:  Patients who are covered by private, commercial plans, in which our physicians are 

not contracted, are responsible for all fees. The balance left after payment from your insurance will be billed to 

you. 

Medical records: There is a charge for any medical records requested by patients, attorneys, etc. There is no 

charge for transmitting records to another physician. Right to revoke/Re- Disclosure: We must receive a letter in 

writing stating that you want to revoke/re-disclose the release of medical records. 

PATIENT AND/OR GAURANTOR AGREES TO PAY ALL COST OF COLLECTION INCLUDING ATTORNEY FEES, 

COLLECTION FEES AND CONTINGENT FEES TO COLLECTION AGENCIES OF NOT LESS THAN 35% OF THE 

DELIQUENT BALANCE, SUCH CONTINGENCY FEE TO BE ADDED AND COLLECTED BY COLLECTION AGENCY 

IMMEDIATELY UPON REFERAL OF YOUR ACCOUNT TO THE COLLECTION AGENCY OF OUR CHOICE. 

BOUNCED CHECKS: There is a $30.00 charge for all bounced checks  

FMLA/ Disability paperwork there is a $35.00/$50.00 charge. 

For certain medication/Injection we will not be billing the insurance, there will be a flat charge of $20.00, that needs to 

be paid before administration; 

B12, testosterone, Toradol, Rocephin injections $25.00 

CANCELLATION POLICY
I understand and agree that I will give 24 hour business day notice if I am unable to make my scheduled appointment.  

A charge of $25.00 will be assessed to my account for missed or broken appointments without 24 hour notice.   

PRIVACY STATEMENT
I understand that I have been given the opportunity to view the privacy policy.  I understand that if I desire a copy, one shall 

be given to me by the office staff. The policy is located in the each exam room. I understand that Excel Primary Care 

participate in the State HIE. The policy is located in each exam room. 

The patient and insurance information I disclosed in the demographic form is true to the best of my 

knowledge. I authorize my insurance benefits be paid directly to the physician. I understand that I am 

financially responsible for any balance. I also authorize Excel Primary Care, PLLC or insurance to release 

information required to process my claims.  
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Dear Patient, 

Please schedule your follow up visit to review any results. We will no longer 

be able to give those results over the telephone. This includes any labs, 

ultrasounds, CT scans or Biopsies. 

It is your responsibility to make sure that you have a follow up appointment to 

discuss test results. 

Thank you for allowing us to participate in your health care needs. 

Sincerely,  

Management 

_____________________________   ___________________

Patient Signature      Date
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