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COLLIER PODIATRY, P.A. 
 

INSURANCE INFORMATION 
 

�  I have no insurance. �  I have insurance.  �  I have Medicare. 
 
Your Relationship to Insured:   � Self  � Spouse  � Child  � Other 
 
Policy Holder Name:         D.O.B.     
 
Primary Insurance:             
 
Secondary Insurance:            
 

●  Please give the receptionist your insurance cards and driver’s license ● 
 
 
 − − − − − − − − − – – – – – – −MEDICAL RELEASE− − − − − − − − − − − − − − − −  
  
I consent to diagnosis and treatment of my medical condition (or of a minor) by the staff of 
Collier Podiatry P.A.  I authorize release of information necessary to process any claim to my 
insurance company.  I also agree that any balance not covered by my insurance company will 
be paid for by myself.  I agree to notify this office of any changes of my insurance status and/or 
changes in coverage immediately.  I agree that photocopies of this form will be as valid as the 
original. 
 
– – – – – – – – – – – – – –ASSIGNMENT OF BENEFITS– – – – – – – – – – – – –  
 
I hereby assign all medical and/or surgical benefits to which I am entitled to due under my 
insurance policy for the amount to satisfy the fees for services rendered by Collier Podiatry P.A.  
I understand I am financially responsible for all charges whether or not paid by my insurance 
company.  I also agree that any payments made to me by my insurance company for services 
rendered by Collier Podiatry P.A. will immediately be forwarded to this office. 
 
 
 
 
              
Signature of Patient or Legal Guardian    Date     
 

● Should your account be turned over to collections, a $35.00 fee will be applied. ● 



COLLIER PODIATRY, P.A. 

 

OFFICE FINANCIAL POLICY 
 

●   We are dedicated to providing the best possible care and service to you, while maintaining our patient’s privacy and 
confidentiality.  This requires your complete understanding of our financial policies as an essential element of your care and 
treatment.  If you have any questions, please discuss them with our front office staff.  We will assist you in obtaining all of the 
benefits for which you are eligible for and entitled to. 
 
●   We are Medicare participating providers.  We will bill Medicare for you.  You will be responsible for your annual deductible, co-
payment and charges for non-covered services.  You will be asked to sign an Advanced Beneficiary Notice form for services we 
know are not covered by Medicare.  Medicare does cover surgery, X-rays and other treatments.  Medicare does not cover routine 
foot care such as trimming of corns or cutting of toenails.  You will need to pay for these services at the time they are provided. 
 
●   You must inform the office of all insurance changes and authorizations and referral requirements.  In the event the office is not 
informed, you will be responsible for any charges denied. 
 
●   Unless other arrangements have been made in advance by you or your health insurance carrier, payment for office services are 
due at the time of service.  We will accept VISA, MasterCard, cash or check. 
 
●   Your insurance policy is a contract between you and your insurance company.  As a courtesy, we will file your insurance claim 
for you if you assign the benefits to the doctor.  In other words, you agree to have your insurance company pay the doctor directly.  
If your insurance company does not pay the practice within a reasonable period (60 days), you are responsible for payment.  
Please assist us in settling your claim by periodically calling your insurance carrier and requesting they pay us in a timely manner. 
 
●   We have made prior arrangements with some insurers and other health plans to accept an assignment of benefits.  We will bill 
those plans with which we have an agreement and will only require you to pay the co-pay/co-insurance/deductible at the time of 
service.  We will do our best to inform you of whether we accept or participate with your insurance company.  This list changes 
frequently, so please check your benefits with your insurance company.  We handle these claims in accordance with our 
agreement, if one exists.  We will file your insurance as a courtesy.  In the event we are not aware of a charge or service that is not 
covered by your plan, you will be billed after we receive a denial from your insurance company. 
 
●   Past due accounts are subject to collection proceedings, including the filing of a Medical Lien.  All fees, including but not limited 
to collection fees, attorney fees and court fees shall become your responsibility in addition to the balance due this office. 
 
●   If you have insurance coverage with a plan in which we do not participate, we will submit the claim for you on an unassigned 
basis as a courtesy.  This means your insurer will send the payment directly to you.  Therefore, all charges for your care and 
treatment are due at the time of service.  If the charges exceed $1000.00, you will be asked to pay 50% of the entire bill with the 
remaining balance due in 45 days.  This gives you time to follow-up with your insurance company.  Please understand that since we 
do not have a contract with your plan, we are not obligated to adjust our charges to your plan’s benefit schedule. 
 
●   We will not become involved in a dispute between you and your company regarding deductibles, co-payments, secondary 
insurances, usual and customary charges or medical necessity.  We will supply factual information as necessary. 
 
●   There is a service fee of 25.00 for all returned checks.  Your insurance company does not cover this fee. 
 
●   Your signature below signifies that you understand and agree to our financial policy and acknowledge your responsibility 
regarding charges incurred in this office. 
 
 
 
               
Signature of Patient/Responsible Party    Signature of Witness 
 
 
               
Printed Name of Above      Printed Name of Above 
 
 
             
Date        Date 
 
 
    Patient initials to indicate copy received. 




