
 

 

 
PATIENT FINANCIAL RESPONSIBILITY FORM 

 
 
Patient’s Name:________________________________________Date of Birth:_________________ 
 
Basic Policy:  Services provided by our physician should be paid in full at the time services are 
rendered.                                                                                                           Pt. Initials:_______ 
 
Non-covered services:  A payment for non-covered charges is expected at the time services are 
rendered.                                 Pt. Initials:_______ 
 
Elective (Cosmetic) services:  Payment in full is required prior to seeing the service provider. 
                             Pt. Initials:_______ 
 
Missed Appointments:  If a patient cannot present for an appointment, he/she should cancel the 
appointment (2) business days prior to the scheduled appointment time.  Untimely notification and no-
shows may result in charge that is not covered by insurance carriers.               Pt. Initials:_______  
  
Patients with insurance:  In accordance with insurance carrier contracts, patients will be required to 
pay their Co-payment.  HSCG will submit charges for services rendered to the insurance carrier.  If 
the insurance carrier determines there is a patient balance owed a statement will be sent.  All 
balances should be paid upon receipt of statement.                                 Pt. Initials:_______ 
 
Returned checks:  Payments made by check to HSCG that are not honored by the bank will incur a 
returned check fee of $30.00.                                 Pt. Initials:_______ 
 
 
I have read, understand, and agree to the above financial agreement for payment of all fees.  The 
patient/guarantor is ultimately responsible for all fees.   
 
Patient’s 
Signature:_______________________________________________Date:____________________ 
 
 
Assignment of insurance benefits: 
 
I hereby assign all medical insurance benefits to which I am entitled, private insurance, and any other 
health plans to HSCG.  I authorize HSCG to release all information necessary to secure the payment 
for services rendered.  This assignment will remain in effect until revoked by me in writing.  A 
photocopy of this assignment is to be considered as valid as an original.    
 
Patient’s 
Signature:_______________________________________________Date:____________________  
 



 

 

Medicare Patients:  HSCG is contracted with Medicare to accept assignment of benefits.  HSCG will 
submit charges for services rendered.  In accordance with Medicare guidelines patients will be 
required to pay the 20% coinsurance.  If applicable, secondary insurance will be filed.  I understand 
that the physician may order medical services not covered by Medicare and I will be financially 
responsible for these services. 
  Pt. Initials:_______ 
  
Medicare patient’s signature on file: 
I request payment of authorized Medicare benefits be made on my behalf and behalf of HSCG for any 
services furnished me by the listed providers/supplier.  I authorize any holder of medical information 
about me to release to the Centers for Medicare and Medicaid Services and its agents any 
information needed to determine these benefits or the benefits payable to related services. 
 
I understand my signature requests that payments be made, and authorizes release of medical 
information necessary to pay the claim.  If “other health insurance” is indicated elsewhere on the 
other approved claim forms or electronically submitted claims, my signature authorizes release of the 
information to the insurance or agency shown, in Medicare assigned cases, the provider or supplier 
agrees to accept the charge determination of the Medicare carrier as the full charge, and the patient 
is responsible only for the deductibles, co-insurance and non-covered services.   
 
Patient’s printed name:______________________________________________________________ 
 
Patient’s Signature:________________________________________________________________  
 
                                                                                                                     


