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PATIENT FINANCIAL AGREEMENT 

 
• Co-Payments: Your insurance company requires us to collect co-payments at the time of service. 

Waiver of co-payments may constitute fraud under state and federal law. Please help us in upholding 
the law by paying your co-payment at each visit. 

• Deductible Payments: If your insurance requires you to meet a deductible before services are covered, 
payment must be made at the time of service. A $100.00 payment will be due at the time of service. 
Please note the $100.00 payment does not constitute payment in full and any additional balance must 
be paid upon receiving notification from our practice. 

• Claims Submission: We will submit your claims and assist you in any way we reasonably can to help get 
your claims paid. Payment from your insurance company is expected within 45 days. After 45 days, we 
will look to you for payment in full. You will be responsible for all non-covered services according to 
Medicare guidelines. We must have a copy of your most recent cards and any secondary insurance or 
supplement you may have. Accounts that are 90 days past due are subject to being sent to a collection 
agency or small claims court for the unpaid bills. If we receive notification that you are not eligible for 
coverage or we are not contracted with your insurance, you will be responsible for all charges incurred. 
Your insurance company may need you to supply certain information directly. It is your responsibility to 
comply with their request. 

• Preventive Care Services: Routine exams are not always covered by your insurance. Please be aware 
that if an additional problem is addressed at the time of your visit, a co-pay, deductible or office visit 
fee may be charged. If services are denied for payment by your insurance or you have failed to provide 
us with your correct insurance information, you will be responsible to pay for these services. 

• Cash Pay Patients: The amount you pay for today’s scheduled office visit may not be your final 
payment. Other costs that may be accrued for today’s appointment are including, but not limited to, 
laboratory tests, x-ray tests, any injections, special procedures or additional office visit charges. 

• Laboratory Bills: Any laboratory procedures that are ordered during today’s visit will be billed to you 
directly by the laboratory. Please contact your laboratory directly for any questions regarding your lab 
bill. 

• Missed Appointments: Please n o t e  a  $50 .00  cancellation fee will apply for missed appointments 
or failure to cancel with n 24 hours prior to your scheduled appointment time. These charges will be your 
responsibility and billed directly to you. Please help us to serve you better by keeping your regularly 
scheduled appointment. 

• If at any time you should experience financial hardship and need to make special payment plan 
arrangements, please contact our billing office. 

• A holder of this medical debt contract is prohibited by Section 1785.27 of the Civil Code from 
furnishing any information related to this debt to a consumer credit reporting agency. In 
addition to any other penalties allowed by law, if a person knowingly violates that section by 
furnishing information regarding this debt to a consumer credit reporting agency, the debt shall 
be void and unenforceable. 
 

 
Assignment of Benefits: Authorization is hereby granted to release information as may be necessary to 
process and complete my insurance claim, and payment of medical benefit is to be paid directly to 
Vista Medical Associates for all services 
rendered. 
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I have read and understand the above statements. I agree to comply with the financial policies of the 
office and I am financially responsible for my account. 

 
Patient or Guardian Signature:   Date:   

 
Patient Name (please print)   Date of Birth:   


