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Patient Name:
Patient Date of Birth:


FINANCIAL POLICY
1. Insurance Coverage
· We participate with many insurance plans; however, it is your responsibility to verify that our clinic is in-network with your plan.
· Please present a valid insurance card at every visit. If your insurance information changes, notify us immediately.
· We will bill your insurance as a courtesy. Any portion not covered (e.g., deductibles, co-insurance, co-pays) is your responsibility.
2. Co-Pays, Deductibles, and Non-Covered Services
· All co-pays are due at the time of service.
· If your insurance policy includes a deductible or co-insurance, you will be billed for your portion once your claim is processed.
· Services not covered by your insurance are your financial responsibility.
3. Self-Pay Patients
· Patients without insurance or those receiving services not covered by insurance will be required to pay according to our self-pay fee schedule.
· Estimates are available upon request.
4. Surgery, Imaging, and Durable Medical Equipment (DME)
· For surgical procedures, pre-authorization and financial estimates will be discussed in advance.
· DME may not be covered by some insurance plans; patients are responsible for any uncovered charges.
5. Late Cancellations & No-Shows
· We require at least 24 hours’ notice for cancellations or rescheduling of appointments.
· Appointments canceled with less than 24 hours’ notice or missed without notice will result in a $50.00 no-show/late cancellation fee.
· This fee is not billable to insurance and is the patient’s responsibility.
6. Outstanding Balances & Collections
· Balances are due upon receipt of your statement. If you are unable to pay in full, please contact our billing department to arrange a payment plan.
· Accounts more than 90 days past due may be sent to collections unless payment arrangements have been made.

CONSENT TO RELEASE INFORMATION
I hereby authorize Southern Oregon Orthopedics its physicians, staff, and billing service to:
1. Release medical information necessary to process claims to insurance companies, third-party payers, or any other entity required for billing and reimbursement purposes.
2. Communicate with my insurance provider regarding claims, eligibility, coverage, and authorizations.
3. Provide medical records as requested by referring providers, specialists, or healthcare facilities directly involved in my care.
4. If applicable, I authorize Southern Oregon Orthopedics to leave appointment reminders or limited information on my voicemail or with a designated family member.
I understand that I may revoke this consent at any time in writing, except to the extent that action has already been taken in reliance on this authorization.

Patient Acknowledgment
I have read, understand, and agree to the Financial Policy and Consent to Release Information provided by Southern Oregon Orthopedics.  I understand that I am financially responsible for all charges not covered by my insurance, including any applicable late cancellation or no-show fees.
Patient/Guardian Signature:
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