
 

 
 

FINANCIAL POLICY 
 

Patient Name: ___________________________________________Date: ______________________________ 
 
Responsible Party: _______________________________________Relationship: ________________________ 
 
 
ENT CLINIC OF COFFEE COUNTY is committed to meeting your health care needs.  Our goal is to keep your 
insurance or other financial arrangements as simple as possible.  In order to accomplish this we ask that you adhere to the 
following guidelines.  We submit all personal checks electronically. 
 
 
**PLEASE INITIAL ON EACH LINE** 
 
 
_____ All co-payments are due at the time of service, before your appointment.  We accept check, (we submit all personal 
checks electronically), cash, debit cards, health flex spending cards, and all major credit cards.  We also offer Care Credit, 
(a patient payment plan).  Please inquire at check-in.  There will be a $30 returned check charge. 
 
_____ It is your responsibility to provide us with your current address, telephone number and insurance information at 
each visit.  If you do not have proof of your current insurance at your visit you will be considered a self-pay patient for 
that visit and payment will be due in full that day. 
 
_____ It is your responsibility to contact your insurance carrier to confirm that our physician participates with your plan 
and you understand your insurance benefits and requirements. 
 
_____ If we do not contract with your insurance provider you will be responsible for the entire bill at the time of service.  
We can submit a claim to your insurance as a courtesy just so that they will have it on file. 
 
_____If you have a procedure, we bill only for our physician services.  You should receive a separate bill from the 
facility, and/or other providers (Ex: Anesthesia, Pathology, etc...) 
 
_____ Ear, Nose, and Throat Clinic will not become involved with any disputes in regards to co-insurance, deductibles, 
Primary/Secondary coverage conflict with Insurance Coverage.  This is the responsibility of the insured.  Ear, Nose, and 
Throat Clinic will not become involved in responsible guarantor party disputes. 
 
 
 
 
 
Patient Signature: ____________________________________________ _____________   Date: ___________________ 
(Guarantor/Responsible party if patient is a minor) 
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