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Patient Financial Policy
Thank you for choosing Preferred Foot and Ankle Specialists. We are committed to providing you with
quality and affordable health care. Please read the following office payment policy. We are happy to
answer any questions you may have. Please initial and sign where indicated. A copy will be provided

to you upon request.

L. Insurance. We participate with many insurance plans. If you are not insured by a plan we
participate with, payment in full is due at each visit. If you are insured by a participating plan,

we will verify your benefits as a courtesy. It is your responsibility to know and understand the
details of your insurance including, in/out of network benefits, co-pays, deductibles, co-

insurance and non-covered services. Coverage and benefits quoted are information shared,

not a guarantee ofcoverage or payment. Your insurance benefit is a contract between you and

your insurance company. Be aware the balance of a claim is your responsibility whether or
not your insurance company pays your claim. If your insurance changes, notify us as soon
as possible before your next visit. Please contact your insurance company with any
questions you may have regarding coverage.

2. Co-payment and deductibles. All co-payments, deductibles and co-insurance must be paid at

the time of service. This arrangement is part of your contract with your insurance company.

Failure on our part to collect co-pavments and deductibles from patients can be considered

fraud. I agree to make these payments at time of service. Initiat 

-
3. Non-covered services. Please be aware that some or all of the services you receive may be

non-covered or not considered medically necessary by your insurer. If we are aware of this

information on day of service, payment in full will be collected at your appointment. If the

information is not available to us on the day of service, you will be billed after your claim has

been processed.

4. Proof of Insurance. AII patients must complete our patient information form before seeing

the doctor. We must obtain a copy of your driver's license and a current valid insurance card.

If you fail to provide us with the correct (active) insurance information in a timely manner,

you may be responsible for the balance of a claim. If required. obtaining the proper referral

from your Primary Care Physician is your responsibiliW. Patients presenting to our office

without a valid referral will be asked to pay in full or reschedule their appointment. If
payment is collected, it will be held until the service provided is paid by your insurance

company.

5. Nonpayment. Statements are sent out on a 30 day cycle. Your payment is due within 2L days

of receipt. If a balance remains unpaid, your account may be referred to collections where

additional fees may be incurred. tnttial 

-
6. Missed appointments. We appreciate advance notice (24-48 hrs) for appointment

cancellation. No Call/No Shows will be billed at $25. Initiat-

7. Forms and documents. It is our policy to charge $20, for completion of forms each time

completion is needed. This includes functional capacity,long and short term disability

documents. Notes for school are exempt. lnltial-

I have read and understand the financial policy and agree to abide by its guidelines.

Signature of patient or responsible parQt Date



ACKNOWLEDGMENT OF RECEIPT

OF

NOTICE OF PRIVACY PRACTICES

I acknowledge that I was provided a copy of the Notice of Privary
Practices and that I have read them or declined the opportunity to read them and

understand the Notice of Privary Practices.

Patient Name (please print) Date

Parent Guardian or Patienfs legal representative

Signabure

Preferred Foot and Ankle Specialists maintains a confidentiality policy with all patients'

medical information. Please list the names of those that you give this office permission

to speak with concerning your medical condition.

I hereby give permission for this office

to give information regarding my medical condition with the following:

Initial

Initial

Date

Date

Tnitiol Date

Ini+iol

Signature of Patient

Date

Date


