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www.ears4u.net

Financial Policy

Date ________________   Patient Name ____________________________________

We are committed to providing you with the best possible hearing health care. Our office participates with 
many insurance plans. If you are a member of one of these plans, our office will submit a claim for services. 
If we are not a participating provider for your insurance, upon payment from you, we will submit a claim for 
services on your behalf. If your insurance reimburses us, rather than you, we will refund you or apply the 
amount to your next visit at your direction.

It is your responsibility to: 
• Give us your current insurance information and provide your insurance card at 

each visit.
• Pay your full co-pay at each visit.
•  Pay any balance not covered by your plan, including any deductibles, copays, 

coinsurance, and non-covered services
• Know the benefits, coverage, and terms of your insurance.

Some services may not be covered under your insurance plan. It is your responsibility to pay any balance 
not covered. You agree to be financially responsible for the fees for all services rendered, as well as 
equipment and supplies provided. You guarantee payment of the portion of your account for services 
covered and non-covered, within ninety (90) days of notification of the balance. You also agree that in the 
event that you default and do not pay your balance, reasonable costs of collection (limited to no more 
than forty percent (40%) of the delinquent balance) and/or reasonable attorney fees may be added to 
the amount due on the account and you agree to be financially responsible for those additional charges.

Verification of insurance eligibility is not a guarantee of payment. Insurance benefits/coverage can only be 
determined when a claim is submitted for benefit consideration. In the event your insurance plan 
determines a procedure to be "not a covered procedure" you will be responsible for the complete charge.  
If the patient is a minor, the parent or guardian must sign this form and is responsible for any payment due 
at the time of service. Bring the necessary authorization to treat and insurance card(s). 

I permit a copy of this authorization to be used in place of the original and request payment of medical 
insurance benefits to myself or to the party who accepts assignment. I agree to be responsible for my 
insurance deductibles, copays, coinsurance, and non-covered services. 

Please print name ________________________________________________________________________

Patient/Guardian Signature __________________________________________  Date _________________ 




