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Financial Policy and Patient Responsibility 
 

Patient Responsibility: 
 

 To understand their insurance policy. Patients should be aware of their benefit coverage 
including which physician are contracted in their plan, covered and non-covered 
benefits, authorization requirements such as referrals, and cost share information such 
as deductibles, co-insurance, and co-pay amounts.  If you are not familiar with your plan 
coverage, we recommend you contact your carrier directly.  

 To alert their provider if their insurance carrier requires an authorization for treatment 
or referral before receiving outside services.  Any non-covered services are the financial 
responsibility of the patient. 

 To pay their co-pay at the time of service. 
 To pay any deductible and co-insurance amounts not covered by their primary or 

supplemental insurance. 
 To promptly pay any patient responsibility indicated by their insurance carrier.  
 To alert the front office of any insurance changes, and to provide us with a current 

insurance card at each visit. 
 To understand that Parker Family Care is NOT a Medicaid provider and therefore cannot 

legally treat patients on Medicaid, even if it is a secondary policy.  
 

Financial Policy Acknowledgement: 
 
I have read and understood the above financial policy; I understand that, regardless of my 
insurance claim status or absence of insurance coverage, I am ultimately responsible for the 
balance on my account for any services rendered.  I agree that if my account is referred to a 
collection agency or attorney, I will be responsible for all costs of collection on my account 
including any attorney’s fees, and any interest on money due. Finally, I attest that I do not have 
any type of Medicaid coverage. 
 
 
_________________________________   ____________________________________  ______ 
Patient Name                                                      Signature                                                          Date     
 
DOB____________________________ 


