
 

FINANCIAL POLICY 
 

 
1. We accept cash and checks with proper ID. All returned checks will be charged a 

$40.00 fee. Payment is expected at time of service. 
 

2. I understand and agree that I am responsible for all charges on my account. Insurance 
is filed, as a courtesy, by this office. If insurance does not pay within 45 days, I am 
responsible for the balance. Our office will gladly reimburse you when we have 
received the insurance payment. 

 
3. I also understand that this office cannot make an exact estimate of the insurance 

benefits to be paid since it does not have access to all insurance company records 
and fee schedules. I am aware that after the insurance pays all neurological claims, 
there could be a balance that must be paid by me.  

 
4. There will be a $35.00 fee for all cancellations and broken appointments if you do not 

give at least 24 hours notice. We reserve the right to dismiss a patient from our 
practice after three consecutive broken appointments, habitually canceled and 
rescheduled appointments, uncooperative patients and non-compliance of 
recommended treatment. We strive to provide quality neurological care for all patients 
ans broken and rescheduled appointments hinder our efforts and desires to render 
those services. 

 
5. There will be a 1.5% finance charge added to all accounts over 30 days past due 

regardless of whether the balance is outstanding insurance claims or co-payments 
due by the patients. To avoid this charge, you may pay your bills in full and we will 
gladly reimburse you upon receiving your insurance payment. 

 
6. I am aware and understand that should my account be referred to an attorney for 

collection, I will be responsible for all attorney's fees and collection expenses 
incurred. 

 

 
 
 
 
 
 
_______________________________                ________________________ 
Patient Signature                                                 Date 


