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Patient Name:

PATIENT INFORMATION AND FINANCIAL AGREEMENT

Date:
First Name Middle InitialLastName

Home Addressl

Home Phone:

Date of Birthr

Marital Status:

Employer:

Address:

Street

Work Phone:

Social SecurityNo.:

tr Single tl Married n Separated tr Divorced n Widowed

Phone:

City

Cell Phone:

State Zip

Sex: 0Male trFemale

RESPONSTBLE PARTY (OR I}{SURED) INFORMATION
Patient Relationship to Responsible Party: fl Self E Spouse B Child E Other:

Name:
Last Name

Home Address:

First Name Middle hitial

Street CitY

Cell Phons:

Group No:

State Zip

Home Phone: Work Phone:

Primary Insurance Company:

Subscriber Name: Subscriber ID No.:

Secondary Insurance Company:

Subscriber Name:

Group No:

Subscriber ID No.:

EMERGENCY CONTACT INFORMATION
Relationship:Name:

Address:

Home Phone: Work Phone: Other Phone:

FINANCIAL POLICY AND AGREEMENT
INSURED PATIENTS
l. Patients are responsiblefor their ot'n bill- lnsurance policies are a contract between patients and insrance compaflies. Foothill Farnily Clinic

(FFC) is not a party to tiat contract \
2. As a service to our patients, FFC will bill insulance companiB we conhact with ifyou have provided us complete information 8nd/or a copy of

your insurance card(s). Nole: Irrsururrce card$ ,ruit be petanted al each visit
.3. We do not biII aatomohtle htsurance cornponies. Visits relating to auto accidents arc considcred seiipay and pa),nent in full is due at the time of

service. FFC will provide the necessary information to submit to your auto insurancr for paymenl
4- Co-polrruttt| arc due dthetime o!senlce -this is a requirement ofyour contnct with your insurance company. A$20 billing fee will be

asscssed ifco-payments are not mado at the tim€ ofsorvica.
5, Pati€nts are responsible for all deductibl€ arnounts and charges not coverod by insurance, Questions conceming non-payment ofservices should be

directed to your insurance company.
6. It is the responsibility ofthe patient to determine ifspecialisS to whom tioy afe rcfened are participating with their insurance plan.
7. lnsurancc companies may require additional co-payment amouflts for evening and/or week€nd urgent medic&l care or walk-in care.

This amount is duc at the time ofservice.
8. Some laboratory servic€s provided to you are prcformed at ouside laboratories. Chargcs for these services may be billed to you directly by thc

outside lab. This bill is sspante fiom charges bilted by FFC. You are responsible for payment ofoutsido aharges to the lab perfoming the testing.

SELF PAYING PATIENTS - Payment itr full is due al th€ time of s€nics.
NO SHOW FEE: Appoinlrnents must be canceled at leost 24 houn in advance, except for same day appointments whiah need to be cancelled as soon
'as possible. A fee of$75 will be charged for physical exatn and procedure no shows. $25 will be charged for normal office visit/same day no shows.
PAST DUE ACCOUNTS: Personalbalancesover30dayswillbechargedinterestoflTzTopermonth(18%annualrate).Ifthe
balance is not paid as agreed, a 350lo collection fee and any legal cosb associated with colleaing rhe balance will be charge.d.
PATIENTS UNDER CONTRACT: A $20 fee will be assessed if payments are not received by the du€ date on the contract. Patients
under contracl must pay in full for all new uninsured services at th€ time of service.

I ce if! tha, all lnforrnation provided is correc:t I have read all information and pollclcs and am duly aathorized to execate this
agreernc l ald agrce to all lems and condilions

DOB:Signed:.
(Patient, Parent or Guardian)

Date:
Revised 0l/2011


