
NOTICE OF FINANCIAL POLICY 

Thank you for choosing ESCRIBA MEDICAL GROUP as your health care provider. We are committed to 
building a successful physician-patient relationship, and the success of your medical treatment and care. 
Your understanding of our Practice Financial Policy and payment for services are important parts of this 
relationship. If you need further information or assistance with any of these policies, please ask to speak 
with our Practice Manager.  

Patients or their legal representatives are ultimately responsible for all charges for services provided. We 
will bill your insurance; however, you are financially responsible for any balance not covered by your 
insurance carrier. 

Knowing your insurance benefits is your responsibility. Please contact your insurance company with 
questions you may have regarding your coverage. 

We participate in several insurance plans and networks and are actively working on contracting with 
additional insurance plans. It is your responsibility to contact your insurance to verify that your provider is 
participating. If you are not insured by an insurance plan that we do business with, payment in full is 
expected at each visit. 

All patients must provide a copy of current valid insurance to provide proof of insurance. If you fail to provide 
us with the correct insurance information in a timely manner, you may be responsible for the balance of a 
claim. 

All co-payments and deductibles must be paid at the time of service. This arrangement is part of your 
contract with your insurance company. Failure on our part to collect co-payments and deductibles from 
patients would be a violation of the contract. 

Please be aware that some – and perhaps all – of the services you receive may be noncovered or not 
considered reasonable or necessary by Medicare or other insurers. You must pay for these services in full 
at the time of visit. 

If you need assistance with paying your balance, please contact our office; we will work with you to set up 
a feasible payment plan. 

If you fail to make any payment that you are responsible for, your account may be turned over to a collection 
agency. You will be responsible for payment of reasonable collection and legal fees. 

Failure to cancel or reschedule your appointment within 24 hours of your scheduled appointment will result 
in a $25 no-show fee for clinic visits, and $50 no-show fee for testing and procedures. 

I hereby acknowledge that I have received a copy of ESCRIBA MEDICAL GROUP’s Notice of Financial 
Policy and understand my financial responsibilities. 

Date:  

Name: 

Signature: 
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