
 

 

 

PAYMENT POLICY 

Thank you for choosing us as your hearing care provider. We hope this policy helps you understand your 
financial responsibilities associated with your hearing care. Please read it carefully and mark your initials 
where needed. We're happy to give you a copy at your request. If you have any questions, please ask. We're 
here to help. 
 
Insurance: Except for Medicare and the Veteran's Administration, we are out-of-network with most health 
insurances. You will be responsible for charges associated with your visit if we are out of network with your 
insurance provider. Payments are due at the time of service. Please ask if you'd like to know if we are in-
network with your insurance.        I agree ______(initials) 
 
Non-Covered Services: Please be aware that some or all of the services you receive may be non-covered or 
not considered reasonable or necessary by Medicare or other insurers. These services are part of our standard 
of care and help us deliver the best possible outcomes for our patients. You must pay for these services in full 
at the time of each visit.        I agree ______(initials) 
  
Medicare Requirements: Medicare will only reimburse for covered services when ordered by a physician and 
meet medical necessity. A physician's referral must be on file with our office before your appointment. You 
will be responsible for the full cost of services if we do not have a physician's order at the time of service. It is 
your responsibility to get a referral from your physician.     I agree ______(initials) 
 
Non-Participating Medicare Provider: As a non-participating provider, we collect the limiting charge 
established by Medicare from you at your appointment. We then submit a claim to Medicare on your behalf, 
requesting that Medicare reimburse you. Medicare may refund up to 95% of the cost of covered services to 
you. They decide the final amount.        I agree ______(initials) 
 
Payment Methods: We accept cash, check, debit card, or credit card. NSF checks are subject to a $30 returned 
check fee and any "NSF" charges imposed by our bank.     I agree ______(initials) 
 
Nonpayment: We will enlist a collection agency's help if any balances remain unpaid for more than two 
consecutive months. In this case, balances must be paid in full before we provide any services.   
           I agree ______(initials) 
 
Dismissal: Excessive tardiness, cancellations, non-attendance, etiquette breaches, or failure to pay balances 
may result in dismissal.        I agree ______(initials) 
 
We are devoted to providing the most excellent hearing care to our patients. Thank you for understanding our 
payment policy. Let us know if you have any questions. 

 
I agree to all the above. 
  
_________________________________ 
Patient or Guardian signature 


