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OFFICE POLICY & PATIENT RESPONSIBILITY REGARDING PAYMENTS 
 
 
Your insurance coverage is a contract between YOU AND YOUR INSURANCE 
COMPANY (not this office).  As such, you acknowledge and agree that: 
 

A. Payment of your deductible is your responsibility (even Medicare has a 
deductible). 

B. Co-payments are your responsibility and are due at the time of your visit. 
C. Co-insurance payments are your responsibility. ​Example​:  If your insurance 

company pays 80-% of covered/discounted charges, you will be responsible 
for 20% of covered/discounted charges.  The 20% is called the co-insurance. 
If you have secondary insurance, we will submit the 20% for reimbursement. 

D. Referrals, if required are the responsibility of the patient.  ​YOU WILL NOT 
BE SEEN​ if you do not have the proper referral, and will need to reschedule. 

E. Filing insurance claims is a service provided by this office without charge and 
in no way relieves you of the financial responsibility of paying your bill.  It is 
your responsibility to provide us with your current insurance information. 
Additionally, it is your responsibility to confirm that your insurance coverage 
is in effect at the time of your visit and to respond to your insurance 
company’s request for any additional information needed from you to process 
claim. 

F. We accept assignment with most insurance companies and Medicare.  We ​DO 
NOT​ accept New Jersey State Medicaid, however we do participate with most 
Medicaid HMO plans. 

G. You are responsible for forwarding to our office any payments sent directly to 
you by your insurance company, along with the EOB (Explanation of 
Benefits). 

H. It is your responsibility to advise this office which lab your insurance 
company is affiliated with. 

I. In cases divorced or separated parents, our policy is that the parent 
accompanying the child to the office visit is responsible for full payment of all 
fees. 

 
I am in agreement with the office policy and patient responsibility set forth above: 
 
 
___________________________________________________ 
NAME OF PATIENT 
 
 
___________________________________________________ 
SIGNATURE OF PATIENT AND/OR LEGAL GUARDIAN  
 
 
____________________________________________________ 
DATE 
 














