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Financial Policy 

Our Billing Department is available to discuss any questions you may have regarding 
your Insurance or account at (360) 537-5914 during our regular business hours Monday 
through Friday. 
 
The Following is our Financial Policy.  Please review carefully, sign and date at the 
bottom of the form. 

• All copays are due at time of service 

• We accept cash, check, and most major credit cards 

• Payment in full may be required at the time of service depending upon service 
rendered. 

• We offer a $5.00 discount for Seniors and Military (with I.D.) 
 
Insurance: Your insurance policy is a contract between you and your insurance 
company.  We are not a party to that contract.  We will bill your insurance plan for you, if 
you provide us with the correct and current information.  Your contract dictates the 
services that are covered and the amount of payment for those services.  You are 
ultimately responsible for payment of services provided. 
 
Physician Referrals: You are responsible for obtaining the appropriate referral from 
your referring Physician prior to your scheduled appointment.  You also are responsible 
for a valid and current copy of your referral in the office at the time of your appointment. 
 
Worker’s Compensation or Self-Insured Claims: We request your private insurance 
information at the time of service.  In the event State L&I- or third-party administrator 
does not accept your claim, we will bill your private insurance.  You are ultimately 
responsible for payment of services rendered, if your claim is not accepted. 
 
Payment Issues: If financial problems arise, please contact our office as soon as 
possible.  If an account becomes past due, necessary action will be taken, up to and 
including turning the account over to an Attorney or Collection Agency, in which, a 20% 
collection fee will be added to the ending balance on the patient account.  The 
undersigned understands he/she is responsible for all charges incurred. 
 
Uninsured Patients: Payment is expected in full at the time of service for each visit. 
 
No Shows: Patients who No-Show their appointments without 24-Hour Cancellation 
notice is subject to a $40.00 No Show Fee ($60.00 for 90-Minute appointments), to 
his/her patient account and is at risk of being discharged from the practice. 
 
I understand that I am financially responsible for all charges whether paid by my 
insurance or not.  I understand the benefits quoted to me are not a guarantee of claim 
payment.  I understand payment is dependent on my eligibility at the time of service and 
ALL terms and conditions of my insurance plan.  I agree that I will not withhold or delay 
payment if my insurance company denies payment on any of the incurred charges.  I 
have carefully read the Financial Policy.  I understand and agree to the terms. 
 
           _____ 
Signature of Patient or Responsible Party    Date 
 
           
Print Name 


