






SHORE ORTHOPAEDIC GROUP – OUR FINANCIAL POLICY 

 
 

Thank you for choosing us as your healthcare provider.  We are committed to your treatment being successful.  Please understand that payment of 
your bill is considered part of your treatment.  The following is a statement of our financial policy which we require you read and sign prior to any 
treatment. 
 
All patients must complete our information form in its entirety before seeing the doctor. 
 

IF WE ARE NO PARTICIPATING WITH YOUR INSURANCE PLAN, FULL PAYMENT IS DUE AT TIME OF SERVICE. 

 

WE ACCEPT CASH, CHECKS, OR ATM/CREDIT CARDS. 
 

REGARDING YOUR INSURANCE 

 

Your insurance policy is a contract between you and your insurance company.  We are not a party to that contract.  You are responsible to know your 
insurance policy.  In the event that we do accept assignment of benefits, we require that you provide a credit card with authorization to bill that 
account for the balance.  If your insurance company has not paid your account in full within 60 days, the balance will automatically be transferred to 

your responsibility.  Please be aware that some and perhaps all of the service that are provided may be uncovered services, and not considered 
reasonable and necessary under the Medicare program and/or other medical insurance if doctor is non-participating with the insurance company.  I 
authorize the insurance company to forward payment directly to the physician.  Should payments be sent directly to me, it is my responsibility to 
forward payment directly to physician.  This office does not accept any and all Medicaid insurances.  By signing this waiver, you are aware that you 
are responsible. 
 

I AUTHORIZE MY INSURANCE CARRIER TO FORWARD PAYMENT TO MY PHYSISICAN’S OFFICE 

 

A CURRENT REFERRAL IS REQUIRED FOR OUR MANAGED CARE PATIENTS AT TIME OF SERVICE. 

 

Insurance plans, where we are a participating provider, co-payments are due prior to treatment.  You will be billed for any deductible and co-
insurance amounts.  In the event that your insurance coverage changes to a plan where we are not participating providers, refer to the above 
paragraph. 
 
Patients involved in worker’s compensation or motor vehicle injuries must provide this office with an open claim number, name and address of 
insurance company, adjuster’s name and phone number, in addition to your health insurance information.  In the event that your claim is denied, you 
will be held responsible for all charges incurred.  In accordance to New Jersey state laws, patients involved in motor vehicle accidents are responsible 

for their deductible and coinsurance amounts which may vary depending on your policy.  Please refer to the above paragraph concerning your health 
insurance coverage for any outstanding balances. 
 

USUAL AND CUSTOMARY RATES 

 

Our practice is committed to providing the best treatment for our patients, and we charge what is usual and customary for our area.  You are 
responsible for payment regardless of any insurance company’s arbitrary determination of usual and customary rates. 

 

ADULT PATIENTS 

 

Adult patients are responsible for full payment according to their plan at the time of service. 
 

MINOR PATIENTS 

 

A minor must be accompanied by a parent or guardian.  The adult accompanying the minor is responsible for full payment.  Unfortunately, we cannot 
get involved in divorce and custody matters. 

 

MISSED APPOINTMENTS 

 

Unless cancelled at least 24 hours in advance, we reserve the right to charge at the rate of a normal office visit.  Please help us serve you better by 
keeping scheduled appointments. 
 
Thank you for understanding our financial policy.  Please let us know if you have questions or concerns. 
 

I HAVE READ THE FINANCIAL POLICY AND UNDERSTAND AND AGREE TO THESE TERMS. 

 

 

-------------------------------------------------------    --------------------------------------------------------------------------    ---------------------- 

                     Please Print Name                                             Signature of patient or responsible party                     Date 
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