


Insurance Information: 
I authorize any holder of medical or other information about me to release to the insurance company(s) any information needed for 
this or a related insurance claim. I permit a copy of this authorization to be used in place of the original and request payment of 
medical insurance benefits either to myself or the party who accepts assignment. 

 
Payment Policy: 
Medicare, HMO, PPO, or Other managed care patients: You will be responsible for paying your annual deductible, copayment, and charges for 
any non-covered, cosmetic services at the time of service (such as, but not limited to, hair loss diagnosis and treatment, destruction of benign 
lesions, including seborrheic keratosis, skin tag removal, milia removal, etc. and treatment of some pigment disorders). 

 
Patient Financial Responsibilities 
Kirkland Dermatology Associates is committed to providing you with the highest quality medical care. Because patients are ultimately responsible 
for the charges associated with their care, even when insurance is in place, you may find the following information helpful. 

 
You can help ensure an efficient experience by assisting with the following: 

� Providing us with your picture identification and insurance cards 
� Knowing your insurance benefits and limitations 
� Obtaining authorization for your visit if it is required by your insurance, including obtaining a referral. 
� Providing us with at least 24 ŚŽƵƌƐ͛ notice should you need to cancel or reschedule an appointment. 

Patient Responsibilities 
� You are responsible for payment of services you receive in our office. Please understand that your medical insurance is a contract 

between you and your insurance company. You are responsible for any unpaid balance, copays, co-insurance, and deductible. 
� We will gladly bill your insurance company with the appropriate charges and diagnosis codes. If your insurance carrier does not pay for 

the services, please do not ask us to change codes. We follow strict coding guidelines by the American Medical Association as well as 
those established and covered by federal and state programs. 

� Your copay is due at the time of your visit. 
� Without insurance coverage, you will be considered self-pay and your balance will be collected in full at the time of service. 

Insured Patients- We will bill your primary and secondary insurance carrier in a timely manner. If you are disputing payment with your 
insurance carrier or have a balance with us, you must notify our business office and make payment arrangements. If your insurance has 
not paid within 45 days of the date of service, you will be responsible for the payment of the bill to the clinic, and will be reimbursed 
once your insurance pays your bill. 

x Co-Pays/Deductibles/Co-Insurance ʹ Please be prepared to pay for your portion of the charges on the date of service. Office 
procedures (e.g., tests, labs, etc.) will be billed separately from the office visit. �

x Non-Participating Insurance ʹ If we do not participate with your insurance, you will be required to pay for your visit in full on the date of 
service. We will file a claim with your insurance as a courtesy. If your insurance pays a portion of the claim we submit, we will refund you the 
amount they paid.�

x No Show/Late Cancel-We may charge a $75 fee for missed appointments, and those cancelled with less than 24 ŚŽƵƌƐ͛�ŶŽƚŝĐĞ.�

Uninsured Patients- 

x Office Visits ʹ We ask that you pay the full amount of your visit on the date of services. Office procedures (e.g., labs, tests, etc.) will be 
billed separately from the office visit.�

x Other Charges- No Show ʹ Please provide us with at least 24 ŚŽƵƌƐ͛ notice if you need to cancel or reschedule an appointment. We�
may charge a $75 fee for missed appointments. 

x Payment Options ʹ We accept cash, checks, major credit/debit cards and money orders for payment (no post-dated or third-party 
checks). We charge a $40.00 NSF fee for any returned checks.�

x Delinquent Accounts ʹWe may assign an account to collections if balances are unpaid after 90 days. Patients assigned to collections 
may be denied additional service.�

x Bankruptcy/ Bad Debt/Collections ʹ Patients who have previously filed for bankruptcy or never satisfied their payment obligations 
for prior episodes of care with Kirkland Dermatology Associates will be required to pay for any bad debt/collection balance. You will 
be required to pay a minimum deposit of $300 prior to service, which will be held until payment is received from insurance. �

 
Receipt of Notice of Privacy Practices and Financial Policy: 
My signature below indicates that I have received and/or reviewed a copy of my ƉŚǇƐŝĐŝĂŶ͛Ɛ Notice of Uses and Disclosures of Protected 
Medical Information (Notice of Privacy Practices) and the Financial Policy. 

 
 

Patient or Responsible Party Signature:  Date / /  






