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American
Primary Care, Inc.

“Setting o Higher Standard in Health Care”

QUR FINANGIAL POLICY
Toall Patients:

Asa courtesy, this will gladly file insurance elaims on your behalf. However, if for any reason
‘whatsaever, your insurance company fails to pay your claim within 60 ays, the outstanding balance
becormes your responsibility in full. We will accept personal checks, however, any returned checks wiil
be subject to 3 bank service charge of $25.00 and an office processing fee of $15.00. We require that
the original amount plus fees be paid in cash or by money order.

Additionally , our office has a 24 hr cancellation policy, if you are unable to keep your scheduled
appointment, please notify us 24 hours in advance to cancel . Ifwe do not receive this advance
cancellation we will bill you a $20.00 service charge on missed appointments.

Itis your responsibility to pay any deductible, co insurance, or any other batance no paid by your
insurance.

‘The patient is responsible for any existing amounts turned over to a collection agency including but
limited to attorney fees, collection fees, and interest on the balance of his/her account.

By signing below, you agree to abide by our policy.

Patient name

Signature
Date
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