
 

 
 
                                                                                          
 
 

                                          Agreement of Financial Responsibility 

Thank you for choosing us as your healthcare provider. We are committed to providing quality care and service to all our 

patients. The following is a statement of our financial policy, which we require that you read and agree to, prior to any 

treatment. 
• Fees are payable when services are rendered. We accept cash, checks, credit cards and pre-approved insurance for 

which we are a contracted provider and are the designated primary care provider (PCP) or Specialist. 

• It is your responsibility to know your own insurance benefits, including whether we are a contracted provider with 

your insurance company, your covered benefits and any exclusions in your insurance policy, and preauthorization. 

• We will attempt to confirm your insurance coverage prior to your treatment. It is your responsibility to provide 

current and accurate insurance information. Including any updates or changes in coverage. Should you fail to provide 

this information, you will be financially responsible. 

• If we have a contract with your insurance company, we will bill your insurance company first, less any co-payment(s) 

or deductible(s), and then bill you for any amount determined to be your responsibility. 

• We will ask to and make a copy of your ID card and insurance card for our records. Providing a copy of your insurance 

card does not confirm that your coverage is effective or that the services rendered will be covered by your insurance. 

• It is the responsibility of each patient to know the details of his or her insurance plan, in addition to any lapses in 

insurance coverage. Unfortunately, if you do not inform us of special requirements required by your plan and we 

order medically necessary services, certain procedures, lab work, DME, hospitalizations or supplies, that are not 

covered by your plan;  we may bill you directly for those charges. If your current insurance coverage cannot be 

verified prior to each appointment, payment will be due at the time of service. 

• The office bills only for services performed by our providers.  

• If another provider’s name is listed as your PCP, you will be asked to change the name to Chukwuemeka Nnabuife 

MD,DO, before you are seen. Please bring your insurance card to EVERY visit. 

• If an account is not paid in full within 90 days, a 25% collection processing fee will be added to the outstanding 

balance and will be turned over to a collection company for further processing no additional appointment will be 

made for delinquent accounts until they are brought current. 

• Checks returned for any reason. Will be assessed a $35.00 service fee. In addition to the amount of the check. 

• We attempt to contact every patient to remind them of their appointment; However, Health 

Zone MD family and sports medicine wellness center reserves the right to charge a no-show fee 

for patients who miss appointments without calling to cancel within 24 hours of the. 

Appointment. The current no-show fee is $35.00 and it’s subject to change without notice. 
I have read the financial policies contained above and my signature below serves as acknowledgement of a clear understanding of 

my financial responsibility. I understand that if my insurance company denies coverage and/or payment for services provided to me, 

I assume financial responsibility and will pay all such charges in full. I hereby authorize the physician to release any, and all 

information necessary concerning my diagnosis and treatment for the purpose of securing payment from my insurance company 

and nearby authorized payment of the insurance benefits directly to the physicians for any services rendered that are not paid for 

directly by myself. BY SIGNING BELOW, I ACKNOWLEDE I HAVE READ AND UNDERSTAND THE FOLLOWING POLICIES.I ACCEPT THE 

RIGHTS AND RESPONSIBILITIES OUTLINED WITHIN THEM 

Patient Financial Responsibility including collections, no-show policy. Office Policies and procedures. 

______________________________________                                                   ________________________ 

Signature of Patient/ Responsible Party                                                                                                                                  Date 

________________________________________                                           ________________________ 

               Name of Patient/ Responsible Party (Please print)                                                                                           Relationship to Patient 


