
STATEMENT OF FINANCIAL RESPONSIBILITY
Coastal Orthopedic Associates appreciates the confidence you have shown in choosing us to provide for your health 
care needs. The service that you have elected to participate in implies a financial responsibility on your part. The 
responsibility obligates you to ensure payment in full of our fees. 

As a courtesy, we will verify your coverage and bill your insurance carrier on your behalf. HOWEVER, YOU ARE 
ULTIMATELY RESPONSIBLE FOR THE PAYMENT OF YOUR BILL.

You are responsible for payment of any deductible and co-payment/co-insurance as determined by your contract 
with your insurance carrier. We expect these payments at the time of service, including pre-determined deposits for 
elective surgical cases based on the allowed amount per your medical coverage.  Many insurance companies have 
additional stipulations that may affect your coverage. You are responsible for any allowable amounts not covered 
by your insurer. If your insurance carrier denies any part of your claim, or if you or your physician elects to continue 
past your approved period, you will be responsible for the cost of the service.

If a referral from your primary care physician is required by your insurance and a referral is not on file at the time 
of your visit, you may be asked to reschedule. If you are not rescheduled, per your request, you acknowledge by 
signing below that you may be responsible for the full amount of your visit.

We reserve the right to submit delinquent accounts to a collection agency and/or terminate you as a patient for 
non-payment. If the balance due is more than 45 days delinquent, we will assess a one-time late fee of $15.00 
added to your balance.  If your account is referred to a collection agency we reserve the right to assess additional 
collection fees added to your balance to compensate our practice for the costs associated collection. We reserve 
the right to assess a “no call- no show” fee should you miss a scheduled appointment without notifying us. If a fee 
is assessed, it will be $50.00, and must be paid before a subsequent appointment can be scheduled. 

I have read the above policy regarding my financial responsibility to Coastal Orthopedics Associates for providing 
orthopedic services to me or the above named patient. I certify that the information that I have provided regarding 
my insurance coverage is, to the best of my knowledge, true and accurate. I authorize my insurer to pay any 
benefits directly to Coastal Orthopedics Associates, the full and entire amount of the bill incurred by me or the 
above named patient; or, if applicable, any amount due after payment has been made by my insurance carrier.

____________________________________                ________________________________                        
Patient Signature                                                                     Print Name

_____________________                                                                       
Date

____________________________________                          ________________________________                         
Guarantor Signature  (If Guarantor is not the patient)          Print Name     

_____________________                                                                   
Date
                             
CO-PAY POLICY
Some health insurance carriers require the patient to pay a co-pay for services rendered. It is expected that you 
will pay your co-pay prior to the service being rendered and that you will pay your required co-pays at EACH VISIT 
associated with the care.

_________________________________________                 ___________________
Patient/Guarantor Signature                                                   Date


