





HILL COUNTRY PEDIATRICS, P.A.


FINANCIAL POLICY

Thank you for choosing us as your health care providers.  The following is a statement of our Financial Policy.  Your agreement with this policy is required prior to any treatment.

All patients must complete our Patient Information and Medical History forms before seeing the doctor.

Regarding Insurance

· All co-pays, co-insurance amounts and deductibles are due at the time of service. These amounts are based on our agreement with your insurance company. If you have a Health Savings Account, please make sure that you notify the front office staff.

· In the event the patient’s insurance coverage is not a plan in which we are participating providers, it is the obligation of the patient’s responsible party to file the claim with the insurance company.  Payment is expected at the time of service for patients filing their own claims.

· We accept assignment of insurance benefits for which we are participating providers.  We cannot file the insurance company without complete and accurate insurance information.   The insurance policy is a contract between the patient’s responsible party and the insurance company.  Any balances not paid within 60 days will be billed to the responsible party.  Please be aware that some, and perhaps all, of the services provided may be non-covered services.  It is your responsibility to determine this with your insurance company.

· As of September 1, 2000 my office, as well as the offices of my call partners, will charge for any medical advice given after hours.  If your insurance doesn’t cover this benefit, you are responsible for the charges.

Minor Patients


The parent or legal guardian accompanying a minor is responsible for payment at the time of the visit.  For patients not accompanied by a parent or legal guardian, written permission to treat the child is required before any treatment will be given.

Missed Appointments


All cancellations of appointments require 24-hour prior notice.  Missed appointments will be assessed a $25.00 fee.  Please help us serve you better by keeping scheduled appointments.

I have read the above Financial Policy, and I understand and agree to its terms and conditions.

Parent/Guard. Signature: __________________________    Date: _______________

Patient Name: ___________________________________
Date: _______________

