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I understand that all co-pays/estimated coinsurances/and un-contracted 

balances will be paid prior to being seen in the office. I understand that 

payment arrangements must be made prior to the scheduled visit if 

payment of co-pay is impossible and must be of an emergent nature. I 

understand that all outstanding balances must be paid prior to an office 

visit unless the billing department has a signed payment agreement on 

file or you make an arrangement to complete the payment agreement 

before your scheduled time. 

 

 

 

 

 

____________________________________ 

Patient Name (printed) 

 

____________________________________ 

Patient/Guarantor Signature 

 

____________________________________ 

Date 

 

____________________________________ 

Witness Signature 


