
Financial Policy  
 

Partners in Allergy & Asthma Care, PA would like to welcome you to our practice.  Our goal is to provide you 

with excellent medical care and to make your visits as convenient as possible. 
 

By signing below, you confirm that you have read this policy and understand that: 

 

Your account must be kept current—accordingly, all self-pay or insurance co-payments, co-insurances, and 

deductibles will be collected at the time of service, payable by cash, check, Visa, MasterCard, Discover, or 

American Express._____________(Responsible party please initial) 
 

• It is your responsibility to inform our office of any change in your name, address, phone number, or insurance. 

• If you do not have your payment(s), your appointment will be rescheduled. 

• A No Show Fee of $25 will be assessed to your account if you fail to notify us within 24 hours with your intent to cancel 

your office visit. There will be a $50 fee assessed for missed testing appointments. 

• A returned check will result in a $25 service charge AND all future payments being required in the form of cash or credit 

card. 

• You will only be sent a statement if your balance exceeds $5. 

• There is a $50 charge for the completion of medical forms (for example: disability, FMLA, etc.); $25 charge 

for special letters for employer, insurance, etc. 

• There will be a $25 charge for the completion of school forms. Forms must be renewed each school year per 

the county school board. Our Providers take time to make sure the forms are completed correctly for your 

child. Our charge is for completion of the forms, not for the forms themselves. [Parents initial_______] 

• Any account that is 90 days or more past due will be turned over for collections. If your account is turned over to a collection 

agency, an additional 35% will be added to your balance due and your account with our practice will be suspended until paid 

in full. 

 

If you have health insurance coverage: 
We will submit your claims, however we must emphasize that as medical providers, our relationship is with you, not your insurance 

company.  Although we verify your benefits with your insurance policy, please be advised they only give us an estimate of your 

coverage. All insurance companies state that this is not a guarantee of payment. 

 

• It is your responsibility to inform us of any changes to your insurance policy so that your coverage can be re-verified prior to 

your appointment. 

• If your insurance policy requires a referral from your primary care physician, it is your responsibility to have that referral 

faxed to our office prior to your appointment. If there is not a current referral, you will be asked to reschedule your 

appointment. 

• Not all services are a covered benefit with all insurance plans. It is your responsibility to be aware of what service(s) is being 

provided to you and if it is a covered benefit under your insurance policy. You are responsible for any non-covered charges 

not payable by your insurance policy. 

 

We realize that temporary financial problems may affect timely payment of your account. If such problems do arise, we urge you to 

contact our Billing Coordinator promptly for assistance in the management of your account. If you have any questions about the above 

information, please do not hesitate to ask us. We are here to help you. 

 

I have read and understand the above Financial Policy and agree to meet all financial obligations. 

 

 

__________________________________  _________________________________  _____________________ 
Patient Name (Please Print)    Patient Signature     Date 
 
 

__________________________________  _________________________________  _____________________ 
Responsible Party (Please Print)    Responsible Party Signature    Date 
If other than patient 

Partners in Allergy & Asthma Care, PA 
3658 Lithia Pinecrest Road • Valrico, FL 33596 • 813-681-6537 

 
/br financial policy 2018 


