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Acknowledgement of Understanding and Acceptance of Financial Policies
I acknowledge that I am responsible for any coinsurance, copay, deductible, and/or outstanding balance prior to service and will be asked for payment at check-in. I also understand that if I have a high deductible or an outstanding balance on my account, that I will have the option to establish a payment plan that requires a credit card on file. 
Also, I understand that if my account is more than 90 days delinquent that my account will be sent to a collection’s agency. I agree, in order for Family Centered Healthcare to service your account or to collect any amounts that I may owe, that I may be contacted by telephone at any telephone number associated with my account, including wireless telephone numbers, which could result in charges to me. I also understand that I may also be contacted by text message or email, using any email address that I have provided. 
When paying by check, I understand that a minimum $25 NSF fee will be charged to my account for any returned payment. I further understand that I shall incur a fee if I miss an appointment, fail to cancel within 24 hours, or for any other reason listed in the Practice’s information and policies document. 
I have read these disclosures and agree with the financial policies.  
______________________________________________ 	___________________________
Name of Patient/Legal Representative (Please print)                           Date
______________________________________________
Signature of Patient/Legal Representative 
Release of Billing Information and Assignment of Benefits
I authorize Family Centered Healthcare to release any medical records necessary for the referral reason to the referring physician or to my insurance company. 

______________________________________________ 	___________________________
Name of Patient/Legal Representative (Please print)                           Date
_____________________________________________
Signature of Patient/Legal Representative
Confirmation of Receipt of Family Centered Healthcare Information and Policies
I have received and acknowledge agreement with the Practice Information and Policies and the Notice of Privacy Practices documents.  
______________________________________________ 	___________________________
Name of Patient/Legal Representative (Please print)                           Date
_____________________________________________
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