HEARD IT THROUGH THE GRAPEVINE AUDIOLOGY, PC


               2200 Pool Rd. #102

                                                               Grapevine, TX 76051

Financial & Insurance Policy 
Patient ____________________________________ DOB ________________________

Regarding Insurance

We may accept assignment of insurance benefits for diagnostic services. The balance is your responsibility whether your insurance company pays or not. Your insurance policy is a contract between you and your insurance company. Please be aware that some, and perhaps all, of the services provided may be non-covered services and not considered reasonable and necessary to medical insurance. If your insurance company has not paid your account in full within 60 days, the balance will be automatically billed to you. Payments are due upon receipt of invoice. 
In order to establish optimal relations with our patients and avoid misunderstandings regarding our payment policies, All co-pays & deductibles are due at the time of service. Your signature below indicates that you understand and accept this policy. Further, your signature authorizes the Doctor to release such medical information necessary to process your insurance claims (if any). You herein authorize payment of medical benefits to the Doctor when an assigned claim is filed.
Accounts that are over 90 days past due will be charged a $45 late fee.
Accounts with checks that cannot be processed due to insufficient funds will be charged a $45 fee.
Patients that do not attend their appointments and do not call 24 hours in advance to cancel are subject to a $50 fee.

Usual and Customary Rates

Our practice is committed to providing the best service for our patients/clients 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.

I have read and understand the financial & insurance policy. I will notify Heard It Through The Grapevine Audiology, PC of any changes in my insurance information.
________________________________________

___________________
Signature of Patient or Responsible Party


Date
