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Financial Policy Agreement 
 
FINANCIAL AGREEMENT: I agree that in return for the services provided to the patient by 
NCPMS, I will pay my account at the time service is rendered or will make financial 
arrangements satisfactory to NCPMS for payment. If an account is sent to an attorney for 
collection, I agree to pay collection expenses and reasonable attorney’s fees as established by 
the court and not by a jury in any court action. I understand and agree that if my account is 
delinquent, I may be charged interest at the legal rate. Any benefits of any type under any 
policy of insurance insuring the patient, or any other party liable to the patient, is hereby 
assigned to NCPMS. If co-payments and/or deductibles are designated by my insurance 
company or health plan, I agree to pay them to NCPMS. However, it is understood that the 
undersigned and/or the patient are primarily responsible for the payment of my bill. 
 
LEGAL ASSIGNMENT OF BENEFITS AND RELEASE OF MEDICAL AND PLAN DOCUMENTS 
In considering the amount of medical expenses to be incurred, I, the undersigned, have 
insurance and/or employee health care benefits coverage with the above captioned, and hereby 
assign and convey directly to NCPMS all medical benefits and/or insurance reimbursement, if 
any, otherwise payable to me for services rendered from such doctor and clinic. I understand 
that I am financially responsible for all charges regardless of any applicable insurance or benefit 
payments. I hereby authorize the doctor to release all medical information necessary to process 
this claim. I hereby authorize any plan administrator or fiduciary, insurer and my attorney to 
release to such doctor and clinic any and all plan documents, insurance policy and/or settlement 
information upon written request from such doctor and clinic in order to claim such medical 
benefits, reimbursement or any applicable remedies. I authorize the use of this signature on all 
my insurance and/or employee health benefits claim submissions. I hereby convey to the above 
named doctor and clinic to the full extent permissible under the law and under the any 
applicable insurance policies and/or employee health care plan any claim, chose in action, or 
other right I may have to such insurance and/or employee health care benefits coverage under 
any applicable insurance policies and/or employee health care plan with respect to medical 
expenses incurred as a result of the medical services I received from the above named doctor 
and clinic and to the extent permissible under the law to claim such medical benefits, insurance 
reimbursement and any applicable remedies. Further, in response to any reasonable request for 
cooperation, I agree to cooperate with such doctor and clinic in any attempts by such doctor and 
clinic to pursue such claim, chose in action or right against my insurers and/or employee health 
care plan, including, if necessary, bring suit with such doctor and clinic against such insurers 
and/or employee health care plan in my name but at such doctor and clinic's expenses. This 
assignment will remain in effect until revoked by me in writing. A photocopy of this assignment 
is to be considered as valid as the original. I have read and fully understand this agreement. 
 
A SPECIAL NOTE: In situations of divorce, separation, court orders, etc., the party 
initiating treatment will be financially responsible for the account (including no-shows 
and late cancels). 
 
MEDICARE: I request that payment of authorized Medicare benefits be made on my behalf to 
NCPMS, for services furnished to me by NCPMS. I authorize any holder of medical information 
about me to release to the Health Care Financing Administration and its agents any information 
needed to determine these benefits or the benefits payable for related services. I understand my 
signature requests that payment be made and authorizes release of medical information 
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necessary to pay the claim. If other health insurance is indicated in Item 9 of the HCFA 1500 
form or elsewhere on other approved claim forms, my signature authorizes releasing the 
information to the insurer or agency shown. NCPMS accepts the charge determination of the 
Medicare carrier as the full charge, and I am responsible only for the deductible, coinsurance, 
and non-covered services. Coinsurance and deductible are based upon the charge determination 
of the Medicare carrier. 
 
MEDIGAP: I understand that if a MediGap policy or other health insurance is indicated in Item 9 
of the HCFA 1500 form or elsewhere on other approved claim forms, my signature authorizes 
release of the information to the insurer or agency shown. I request that payment of authorized 
secondary insurance benefits be made on my behalf to NCPMS, if possible, or otherwise to me. 
RELEASE OF INFORMATION: NCPMS may disclose all or any part of my medical record 
and/financial ledger, including information regarding alcohol or drug abuse, psychiatric illness, 
communicable disease, or HIV, to any person or corporation (1) which is or may be liable or 
under contact to NCPMS for reimbursement for services rendered, and (2) any health care 
provider for continued patient care. NCPMS may also disclose on any anonymous basis any 
information concerning my case, which is necessary or appropriate for the advancement of 
medical science, medical education, medical research, for the collection of statistical data or 
pursuant to State and Federal law, statute, or regulations. A copy of this authorization may be 
used in place of the original. 
 
OTHER INSURANCE: I understand that the NCPMS maintains a list of health care service plans 
with which it contracts. A list of such plans is available from the business office and that the 
NCPMS has no contract, expressed or implied, with any plan that does not appear on the list. 
The undersigned agrees that I am individually obligated to pay the full charges of all services 
rendered to me by the NCPMS if I belong to a plan that does not appear on the above-
mentioned list. 
 
NON-COVERED SERVICES: I understand that NCPMS contracts with health care service plans 
(i.e., HMO’s. PPO’s) state items and services which are “covered’ by the health care service 
plans. Accordingly, the undersigned accepts full financial responsibility for all items or services, 
which are determined by the health care service plans not to be covered. Examples of non 
covered services include, but are not limited to, services not specified as being covered in the 
patient’s contract with a health care service plan or in the benefit summary the health care 
service plan furnished to the patient, and treatment or tests not authorized by the health care 
service plan. The undersigned agrees to cooperate with NCPMS to obtain necessary health care 
service plan authorizations. 
 
By executing this agreement, you are agreeing to pay for all services that are received. The 
following is a summary of our payment policy. 
 
Monthly Statement: If you have a balance on your account, we will send you a monthly 
statement. It will show separately the previous balance, any new charges to the account, the 
finance charge, if any, and any payments or credits applied to your account during the month. 
 
Payments: Unless other arrangements are approved by us in writing, the balance on your 
statement is due and payable when the statement is issued, and is past due if not paid by the 
end of the month. “EJ and Associates,  LLC”, conducts billing for this office and they may be 
contacted at our toll free number: 1-(803)-356-2888. 
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Contracted Insurance: If we are contracted with your insurance company, we must follow our 
contract and their requirements. If you have a co-pay or deductible, you must pay that at the 
time of service. It is the insurance company that makes the final determination of your 
eligibility. If your insurance company requires a referral and/or preauthorization, we will attempt 
to assist you BUT you are ultimately responsible for obtaining it. Failure to obtain the referral 
and/or preauthorization may result in a lower payment from the insurance company. 
 
Non-contracted Insurance: Insurance is a contract between you and your insurance 
company. We are NOT a party to this contract, in most cases. We will bill your primary insurance 
company as a courtesy to you. Although we may estimate what your insurance company may 
pay, it is the insurance company that makes the final determination of your eligibility. You agree 
to pay any portion of the charges not covered by insurance. If your insurance company requires 
a referral and/or preauthorization, we will attempt to assist you BUT you are ultimately 
responsible for obtaining it. Failure to obtain the referral and/or preauthorization may result in a 
lower payment from the insurance company. 
 
Required payments: Any co-payments required by an insurance company must be paid at the 
time of service. Because this is an insurance requirement, we cannot bill you for these. Anyone 
not paying their co-pay will have their appointment rescheduled to another date. Self-pay 
patients must $150 when checking in with the receptionists. 
 
Checks: We no longer accept checks. Payment must be paid in cash or by credit card. 
 
Missed appointment fee: Patients who miss an appointment or cancel an appointment with 
less than 24 hours notice will be charged a $50 fee. Please see appointment policy for details on 
additional fees. These fees must be paid before a new appointment is scheduled . Patients with 
three missed appointments will be asked to transfer their records to another doctor. 
 
Past due accounts: If your account becomes past due, we will take necessary steps to collect 
this debt. If we have to refer your account to a collection agency, you agree to pay all of the 
collection costs which are incurred. If we have to refer collection of the balance to a lawyer, you 
agree to pay all lawyers' fees which we incur plus all court costs. In case of suit, you agree the 
venue shall be in Alamance County, North Carolina. Once your account goes to collections you 
will be discharged as a patient and asked to transfer your records to another physician. Your 
delinquent account will also be reported to all three credit bureaus. 
 
Waiver of confidentiality: You understand if this account is submitted to an attorney or 
collection agency, if we have to litigate in court, or if your past due status is reported to a credit 
reporting agency, the fact that you received treatment at our office may become a matter of 
public record. 
 
Divorce: In case of divorce or separation, the party responsible for the account prior to the 
divorce or separation remains responsible for the account. After a divorce or separation, the 
parent authorizing treatment for a child will be the parent responsible for those subsequent 
charges. If the divorce decree requires the other parent to pay all or part of the treatment costs, 
it is the authorizing parent's responsibility to collect from the other parent. 
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Transferring of Records: You will need to request in writing, and pay a reasonable copying fee 
if you want to have copies of your records sent to another doctor or organization. The amount of 
the fee is dependent on the number of pages we need to copy. You authorize us to include all 
relevant information, including your payment history. If you are requesting your records to be 
transferred from another doctor or organization to us, you authorize us to receive all relevant 
information, including your payment history. 
 
Workers Compensation: We require written approval/authorization by your employer and/or 
worker's compensation carrier prior to your initial visit. If your claim is denied, you will be 
responsible for payment in full. 
 
Personal Injury: If you are being treated as part of a personal injury lawsuit or claim, we 
require verification from your attorney prior to your initial visit. In addition to this verification, 
we require that you allow us to bill your health insurance. In the absence of insurance, other 
financial arrangements may be discussed. Payment of the bill remains the patient's 
responsibility. We cannot bill your attorney for charges incurred due to a personal injury case. 
 
Co-signature: If this or another Financial Policy is signed by another person, that co-signature 
remains in effect until canceled in writing. If written cancellation is received, it becomes effective 
with any subsequent charges. 
 
Effective Date: Once you have signed this agreement, you agree to all of the terms and 
conditions contained herein and the agreement will be in full force and effect. 
 
Patient's Name: __________________________________________________________ 
 
Responsible party: 
(if not the patient) _________________________________________________________ 
 
Signature: ______________________________________________ Date: ___________ 
 
Co-Signature: ____________________________________________ Date: ___________ 
 


