
 

 

 

 

 
 

 
Financial Policy 

 
Thank you for choosing ENT Surgical Associates, a Division of Michigan Healthcare Professionals, as your ear, nose, and throat health 
care provider. We are committed to providing you with the best possible medical care. We have developed a financial policy that is 
transparent, fair, and patient friendly. Your clear understanding of our Financial Policy is important to our professional relationship. 
This policy has been put into place to ensure that financial payments due are recovered to allow us to continue to provide quality 
medical care for our patients. Please carefully read and initial each statement and sign below. 
 
1._______ I understand that if I do not have my insurance cards, valid state id or driver’s license, referral, copayments and/or 
deductibles, that my appointment will be rescheduled until such a time that I can provide the required documents and/or payments.  
 
2._______ I understand that if payment is not received from my insurance carrier within the contract limits any balance will become 
my responsibility. Extended payment arrangements may be available if you contact our financial department directly at 248-541-
1620. 
 
3._______ I understand that my insurance company REQUIRES that ENT collects my copayment and/or deductible at the time of 
service. If I fail to pay my copay on the day of service, a $5.00 statement fee will be applied to my account.  
 
4._______ I understand that if my insurance company requires me to have a referral, it is my responsibility to secure it from my 
primary care physician prior to my appointment date. If I do not have a referral at the time of visit I can sign an insurance waiver but 
ENT will not bill my insurance company once I have taken financial responsibility and payment is due in FULL at the time of service. 
 
5._______ I understand that ENT accepts cash, check, VISA, MasterCard, and Discover credit/debit cards. Any returned check from 
the bank for non – payment or insufficient funds shall result in the patient’s account being assessed a $35 charge.  Checks will no 
longer be accepted as a method of payment on your account, the balance due will only be payable by cash, money order, and/or 
credit/debit card. 
 
6._______ I understand that there may be procedures that my insurance company doesn’t cover and I am aware that I will be 
required to pay the balance in full at the time of service. Rejection or reduction of my claim by my insurance company does not 
relieve me of financial responsibility. 
 
7._______I understand that if I have a Medicare plan, I am responsible for my co-insurance and deductible. If I have a supplemental 
insurance, ENT will bill those carriers for me. Any remaining balance will be the responsibility of the patient. 
 
8._______ I understand that it is my responsibility prior to the visit to verify my benefits and ensure ENT providers participate within 
my plan. 
 
9._______I understand that I will be financially responsible for medical services related to Workers Compensation/Motor Vehicle 
Accident, I must supply ENT with an open claim letter from the insurance company on their letterhead. The letter must include the 
date of injury/accident, claim number, adjusters phone number, Adjusters fax number, and the name and address of the insurance 
company. If this information is not provided, I will be asked to reschedule my appointment or pay cash for the visit at the time of 
service. 
 
10._______ I understand if the physician orders allergy testing, I am required to verify with my insurance company that it is a 
covered benefit. If I do decide to receive allergy injections it is my responsibility to keep my account under $25 in order to continue 
to receive my allergy therapy. 
 
 



 

 

 
 
 
 
 
 
 
 
 
11.______ I understand that if I fail to notify ENT within 24 hours of a scheduled appointment my account will be charged a $50 No - 
Show Fee. 
 
12._______ I understand that if I fail to notify ENT within 24 hours of a scheduled surgical/diagnostic procedure my account will be 
charged a $100 No- Show Fee. 
 
13._______ I understand that if I fail to notify ENT within 48 hours of a scheduled allergy test my account will be charged a $50 No – 
Show Fee. 
 
14._______ I understand that if I fail to notify ENT by the close of business on the day in which I am scheduled for my allergy 
injection my account will be charged a $5.00 No - Show Fee. 
 
15._______ I understand that if I miss three {3} consecutive appointments I will no longer receive medication refills and I will not be 
eligible to make a future appointment until I pay any balance and/or the no show fees charged to my account. 
 
16._______ I understand if I receive a statement and payment has not been received within 30 days of the receipt of the statements’ 
mailing date my account will be assigned to collections. The person financially responsible for the account will also be responsible 
for any collection costs.  
 
17._______I understand that if my account is not kept current and at the discretion of my treating physician I will be dismissed from 
the practice. 
 
18._______  I understand that I will not see the physician until all new patient forms are complete and have been returned to the 
front desk staff. Patients who are unwilling to complete all of the required paperwork will be asked to reschedule their appointment. 
 
19._______ I understand that my medical information may be shared with insurance companies, pharmacies, and outside agencies 
in order to process claims and properly coordinate care. 
 
20._______ I understand that if I would like for another adult age 18 and older to accompany my child to an appointment it is my 
responsibility to complete the necessary consent. This form is to be updated annually. Failing to do so will result in the 
appointment being rescheduled. 
 
21._______ I understand that state law allows 60 days from the date of filing for my insurance company to process a claim. 
Therefore, it is my responsibility to provide my insurance company with any requested information needed to process a claim for 
services.  
 
22._______ I understand that it is my responsibility to notify ENT of any changes in insurance coverage, my address, or phone 
number. I understand that it is my responsibility to know my insurance benefits. 
 
23._______  I understand that If I am a cash paying patient, I must pay my balance in FULL on the day of service, at the time of 
check-in of my office visit, scheduled test or procedure. 
 
24._______ I understand that if I arrive more than 15 minutes after my scheduled appointment I am considered a late arrival. A late 
arrival will be registered and worked into the schedule as soon as possible. Please call our office if you are going to be late.  
 
 
 



 

 

 
 
 
 
 
 
 
 
 
25._______ I understand that forms {i.e. FMLA, DISABILITY} requiring additional information take considerable time for the staff to 
complete. These forms will take 5-7 business days to complete. The fee to complete these forms varies from $10-$50. Payment is 
due in FULL at time of pickup. 
 
26._______ I understand that if a collaborating physician {primary care, specialist} requests portions of my records to assist in my 
care, there is no charge. If I want a copy of my records, I must complete a Medical Records Release Authorization Form. This process 
can take 7-14 business days and I will be charged a fee of $.25 per page.  
 
I understand that I am responsible for any amount not paid by insurance. I have read the above financial policy and agree to 
comply with its provisions. 
 
Patient Signature:__________________________________________        

        Date:_________________________________ 
Patient Name{Print}:_______________________________________ 
 


