
 
 

 
Patient Financial Responsibility Agreement 

 
East Suburban Pediatrics understands that the cost of healthcare is a concern for our patients. 
We value the relationship we have with our families and believe that being knowledgeable 
about our financial policy will allow there to be good communication between us.   
 
Patients with active insurance coverage: 
Your insurance is a contract between you and your insurance company.  We are not part of that 
contract.  We are happy to bill the insurance company we have on file to obtain the appropriate 
benefits due to you/your child.  For any services not paid by your insurance company, you will 
be responsible for payment as well as responsible for resolving any problems with your 
insurance company.  It is your responsibility to notify us of any changes to your insurance 
policy. 
 
Your plan may specifically require a certain network of doctors/facilities within their network to 
be used for you/your child’s care.  This may occur for certain discounted plans or contracted 
companies.  It is your responsibility to know the rules of your insurance plan.  We will do our 
best to help you understand the rules, but your insurance company will be the most accurate 
source of information for your plan. 
 
If your plan requires you/your child to have a PCP, Primary Care Physician, on your policy, we 
must be listed as the PCP on your children’s insurance card.  If we are not, you must contact the 
insurance to designate us as PCP. If we are not designated as you/your child’s PCP, you will be 
responsible for payment and we will not be able to issue referrals for you/your child. 
 
High deductible plans and co-payments: 
Patients are responsible for payment of services not paid by the insurance company, such as 
deductibles, co-insurance, co-pays and non-covered services. If you have a policy that requires 
a co-payment, please note that according to insurance guidelines these are to be paid at the 
time of service.  If you do not pay your copay at the time of service, there will be a $10.00 fee 
added to your account.  
 
You, the accompanying parent, guardian or other adults must provide proper insurance 
information at each visit, as well as payment in full at the time of service. Payment in full will 
include co-payments due at the time of service as well as any outstanding balance on your 
account. 
 
 



 
Outstanding balances: 
Patient bills are generated upon receipt of payment from your insurance company.  If there is a 
credit on your account, it will be applied to your balance.  The outstanding amount on your bill 
is expected to be paid in full within 14 days of the receipt of your bill.  Our office accepts cash, 
credit cards, Health Savings Accounts and checks. You are also able to make a secure payment 
from our website. If you have any questions or concerns about your balance, please call and 
speak with the front office staff.  If your account remains delinquent for more than 60 days, it 
will be forwarded to our collection agency for payment.   
 
 
Physicals: 
Preventative visits are an important part of you/your child’s healthcare.  Some insurances have 
strict requirements for these visits, (such as one visit per calendar year, or one visit every 365 
days). while some do not pay for routine services such as vision and hearing done at these 
visits.  Your insurance company is the best point of contact for these questions. We will do our 
best to help you, but contacting your insurance company concerning specific benefits is always 
best.  If during you/your child’s annual visit, a problem or concern is found, or if a pre-existing 
problem is addressed at the same time of the well child service, additional charges may be 
applied at the visit, hence requiring a co-pay, co-insurance or a deductible to be paid for the 
service. 
 
Additional Terms: 

o Co-pays are due at time of service. 
o Returned checks from your bank will be charged a $25 fee. 
o Forms completed outside of a routine physical will be charged a $5.00 fee to 

complete. 
o We reserve the right to discharge a patient from the practice if the financial 

policy is not followed. 
 
 
I have read and understand this office financial policy and agree to comply and accept the 
responsibility for any payment that becomes due as outlined previously.  
 
 


