




Fishers Family Care 
Financial Policy 

 
Thank you for choosing us as your health care provider.  We are committed to building a successful physician-patient relationship with you 
and your family.  Please understand that payment for services is a part of that relationship.  The following is a statement of our financial 
policy, which we require you to read and sign prior to treatment.  This will remain in effect for all services rendered during your time as a 
patient at Fishers Family Care. 
 
Primary Insurance- 
We will file claims with your insurance upon the submission of proof of insurance (insurance card indicating coverage, identification number 
and group number).  In the event you have insurance coverage but cannot provide documentation; payment is due at the time of 
service.  Upon receipt of the insurance card, we will submit the health insurance claim form indicating your payment at time of service.  If  
you have an insurance co-pay, this is due at the time services are rendered.   
 

We cannot bill an insurance company unless you provide us with insurance information.  Your insurance policy is a contract between the 
patient and the insurance company.  We are not a part of that contract.  Please be aware that some, perhaps all, of the services provided may 
be non-covered services and not considered reasonable and necessary under your medical insurance plan.  You may be asked to sign a 
date/procedure specific waiver if we believe that your insurance may deny payment for that service. 
 
Secondary Insurance- 
Claims will be filed with secondary insurance if adequate information is received at the time of service.  However, if payment is not received 
in our office within 45 days after filing, the responsibility will be transferred to you and due upon receipt.  
 
Insurance Participation- 
You are responsible to know if the physician is participating in your insurance network.  Fishers Family Care will not be responsible for 
charges incurred due to the physician being out of network.   
 
Patient Financial Responsibility- 
If no insurance is to be filed, or if we are not a participating provider in your insurance plan, full payment is expected.  If necessary we can 
set up a payment plan.  Payment arrangements will be made with a signed Payment Agreement. Co-payments, deductibles, co-insurance and 
payment for non-covered services are due at the time of service.  We accept cash, check, and credit cards. 
 
Minor Patients: 
The adult accompanying a minor or the parent(s) or guardian(s) of the minor are responsible for full payment.  Children under the age of 18 
will require a signature of a responsible party on the registration form. 
 
Workers compensation- 
Workers compensation will be filed if the patient notifies us when scheduling the appointment and supplies billing information at check-in.  
Details of the accident will be required and the workers compensation form must be completed. 
 
Motor Vehicle Accidents- 
Payment of visit for auto accidents will be due at the time of service.  Fishers Family Care does not file insurance claims to auto insurance 
carriers.  Fishers Family Care will provide any information requested from the auto insurance carrier upon the patients signature on a release 
of records form. 
 
Missed Appointments- 
Unless cancelled at least 24 hours in advance, you may be charged $25.00 as a missed appointment fee.  If you are more than 15 minutes 
late, you will have to re-schedule and may be charged for the cancellation. 
 
Self Pay Balances- 
Self pay balance must be paid in full prior to your next visit provided a payment arrangement is not in place. 
 
Returned Checks- 
Checks returned from the bank will be charged back to your account.  The amount of the banks returned check fee will also be charged to 
your account.  
 
Method of Payment- 
Acceptable methods of payment are cash, check, and credit cards 
 
I have read the Financial Policy.  I understand and agree to this Financial Policy. 
 
______________________________________           X ______________________________________          ____________________ 
        Patient Name        Signature of patient or responsible party          Date 
 
My Physician is:_______________________________ 
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