
Great Lakes Surgical Associates (GLSA) Financial Policy 

 

Thank you for choosing GLSA for your surgical needs.  We respect that the need for surgery may present 

a financial hardship for you, and we know that medical insurance policies can be complex and hard to 

understand.  As part of our care for you we are dedicated to helping you deal with the cost of the care 

you will receive and processing your insurance claims. 

 

First, we are committed to providing you with the highest quality of care.  Our financial policy is in place 

to assist you with any questions that you may have regarding your financial obligation to this practice.  

We ask that you please review and confirm with your signature below.  Your clear understanding of our 

Financial Policy is important to our professional relationship. We find it is best to deal with your financial 

concerns up front. 

 

FORMS OF PAYMENT:   For your convenience we accept: 

 

Cash,  

Checks,  

Credit Cards (Visa, MasterCard, American Express, Discover) and  

Care Credit®. 

 

Payment plans of up to 6 months are available through GLSA with a credit/debit card on file and your 

authorization to process payment on an agreed upon schedule.  Please note: if a personal check is 

returned for insufficient funds or non-payment, there will be a fee of $35.00 per check assessed to the 

patient’s account. 

 

CARE CREDIT®:  GLSA does not routinely offer payment plans longer than 6 months.  If feel you may 

require a longer payment plan, we ask that you contact CareCredit® for financing. There are different 

plans available based on the amount your needs.  Please ask to speak to our Billing Department for 

further details and information on how to apply.  

 

CO-PAYMENTS: Your insurance REQUIRES that we collect your co-pay at the time of service.  Please be 

prepared to pay your co-pay at each visit.  If you need a bill sent to you for your copay, a $10.00 

processing fee will be added to your balance. 

 

ESTIMATED SURGICAL DEPOSITS: You are responsible for any and ALL fees associated with your care for 

which you are responsible under your insurance, such as co-pays, co-insurance, deductibles or out-of-

pocket expenses for our surgeon’s fee.  We require payment of these fees prior to scheduling your 

surgical procedure.  Refusal to pay these fees can result in rescheduling or cancellation of your surgery. 

With the information provided by your physician, GLSA will estimate the charges for your procedure or 

surgery.  The final fee may not be known before surgery since the surgeon may encounter new findings 

at the time of surgery which may alter the specific procedures done.  After your procedure is completed 

and payment is received from your insurance company, any remaining balance must be paid in full 



within 30 days. If payment from your insurance company results in a credit balance in your favor, that 

balance will be refunded to you within 30 days.  Please note; our fees are separate from fees that might 

be charged by the hospital and the anesthesiologist.  

 

OUTSTANDING BALANCES: If your account becomes delinquent it will be turned over to a collection 

agency and assessed a 30% default fee and/or your care with our practice may be terminated.  An 

account becomes delinquent when you do not make payments for 60 days, or if your payments are not 

in keeping with the terms of an agreed upon payment plan.  Please note, you will become responsible 

 

 

 

 

 

 

 for all costs, including agency fees, attorney fees, court costs and other related expenses incurred in 

collecting the delinquent amount. 

 
 

Signature required prior to services 

 

1. I understand that the surgery pre-pay is an estimate, and the final bill might be more or less once the 

claim is processed by my insurance plan. I will be responsible for any remaining balance once the 

claim has been processed by my insurance plan.  Regardless of my insurance status, I am ultimately 

responsible for payment for any professional services rendered. 

2.  I understand that it is my responsibility to inform GLSA of any changes regarding my insurance 

coverage and that failure to do so may result in my being responsible for the full balance. 

3.  I have been given a copy of this agreement and agree to these terms. 

 

 

____________________________________________  _______________________________________ ________________ 

Patient Name (printed)    Patient or Responsible Party Signature Date 


