
 
 
 

Financial Policies 
 

 

         Patient Name (print): ____________________________________     Date of Birth: _____________________ 

 

Our goal is to provide and maintain a good provider-patient relationship. Letting you know in advance of our office policies allows for a good flow of 

communication and enables us to achieve our goal. If you have any questions, do not hesitate to ask a member of our staff. 

Please read each section carefully and sign at the bottom. 

 

Appointments: 

● We value the time we have set aside to see and treat you. If you are not able to keep an appointment, we would appreciate a 24-hour 

notice. There is a charge of $50-$100, depending of the type of visit, for missed appointments (no show) that are not cancelled within 24 hours of 

the scheduled appointment time.   NOTE: Multiple no shows may result in dismissal from the practice. Please initial highlighted boxes 

below. 

● If you are late for your appointment, we will do our best to accommodate you. In order to avoid needing to reschedule, please make sure 

to arrive a few minutes before your scheduled appointment time. _____        

Insurance Plans: 

Please understand: It is your responsibility to keep our office updated with your correct insurance information and to notify us of any insurance changes 

prior to your scheduled appointment. Bring your insurance card to every office visit. _____ 

● If the insurance company you designate is incorrect or the policy is inactive, we will do our best to work with you to get the correct 

information. However, we cannot see you without valid insurance information. You may reschedule your appointment or self-pay for the visit.   

● It is your responsibility to understand your insurance benefit plan.  Only you and your member services can verify if our office or our 

laboratory (LabCorp) are in your plan network.  We can’t determine if services are covered prior to being seen, and we are not able to estimate what 

your charges will be prior to processing with your insurance company.   

 

Co-pays and/or account balances are due at each visit:        

● Co-pays cannot be billed. If you are unable to pay co-pay at the time of your visit it may be necessary to reschedule.  

● If you have a balance on your account, regardless of whether you have received a statement, you will be asked to pay that balance prior to 

being seen. We make every effort to notify you prior to your appointment of any balances. If you need to set up payment arrangements please 

contact our billing department prior to coming in for your appointment. 

 

Referrals: 

● It is your responsibility to know if a written referral or authorization is required to see specialists, whether pre-authorization is required prior to a 

procedure, and what services are covered.  

● Advance notice is needed for all non-emergent referrals, typically 3 to 5 business days. It is your responsibility to know if a selected specialist 

participates in your plan. Remember, we must approve referrals before they are issued.      
          

Financial Responsibility: 

● According to your insurance plan, you are responsible for any and all co-payments, deductibles, and co-insurances. 

● Self-pay patients are expected to pay for services in full at the time of the visit. Self-pay visits range from $130- $175 depending on the type of 

visit and if you are a current patient or a new patient. _____ 

● We do not bill medical insurance for auto accident-related claims. The cost of each appointment related to an auto accident must be paid in 

full at the time of the visit. The charge for such a visit is $130, payable by cash or credit only. _____ 

● We do not provide Work-Related Injury/Care Management (“Workers-Comp”) services.  

● A fee of $25 will be charged for the completion of FMLA, Disability, and other miscellaneous medical statements.  

● Patient balances are due immediately upon receipt of your insurance plan’s explanation of benefits (EOB). If a statement is issued, balances 

are due within 21 business days from the statement date. Unless previous arrangements have been made with our billing office, any account 

balance outstanding longer than 21 days will be charged a $25 late fee for EACH 21-day billing cycle. Any balance outstanding longer than 90 

days will be forwarded to a collection agency.  

  

My signature below acknowledges that I have been made aware of the above policies. 

 
Signature (patient or legal representative**): _______________________________ Today’s Date: ____________________ 

    ** Name/Relationship to Patient (if signed by legal representative): ______________________________ 

 

4870 Wunnenberg Way, West Chester, OH 45069 

Phone: 513.860.4600   Fax: 513.860.9059 

 
 



Beckett Ridge Family Medicine 

 

Patient Name: ____________________ DOB: __________________ Today’s Date: ___________________ 
  






