Financial Policy    
Pt Name: ______________________      Date: ________________
Welcome to Women’s Care of Arlington, PLLC. Thank you for choosing our  practice for 
your medical care. Please read the following key points and sign indicating your 
agreement:
· As your medical care provider, our relationship is with you and not your
insurance  carrier.
· As a courtesy to you, we will file your claim with your insurance company; however,
you are the sole responsible party for all charges incurred. 
· If we are contracted with your insurance company, we will accept assignment. 

· You are responsible for your payment portion at the time of service. 

Co-pays, deductibles, and co-insurance included.

· You are expected to understand your benefits coverage and responsibilities.
This includes obtaining any referrals and/or authorizations that your 
insurance company may require before care is provided. 

· Failure to provide necessary referrals and/or authorizations or failure to

 provide current and accurate billing information will result in all 

charges for services becoming the responsibility of you or the responsible 

party. 
· If we do not have a contractual obligation with your insurance company, you are

responsible for 100% of the payment at the time services are rendered.
I agree to the terms of this Financial Policy in consideration of the services performed by
 Women’s Care of Arlington, PLLC. I also authorize the application for benefits on my 
Behalf for services rendered. I certify that the information that I have provided is correct

And authorize the release of any necessary information, including medical, for this or any

Related clain to the health insurance that I have provided. I permit a copy of the 

Authorization to be used in place of the original. I may revoke this authorization at any 

Time in writing.

                                                                  

_____________________







Initials of Patient or Responsible Party

Notice of Privacy Practices


We keep a record of the healthcare services we provide for you. You may ask to see and

Copy that record. You may also ask to correct that record. We will not disclose your record to 

others without your express consent or unless the law authorizes or compels us to do so. A complete
copy of our HIPAA Notice of Privacy Practice is available on our website and also in this office. By signing, you acknowledge receipt of the Notice of Privacy Practices.
            







______________________   








Initials of Patient or Responsible Party
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