
 
 

 
 

OUR FINANCIAL POLICY 

THANK YOU FOR CHOOSING US AS YOUR HEALTH CARE PROVIDER. WE ARE COMMITTED TO YOUR TREATMENT BEING SUCCESSFUL.  PLEASE UNDERSTAND THAT PAYMENT OF YOUR BILLS IS 

CONSIDERED A PART OF YOUR TREATMENT. THE FOLLOWING IS A STATEMENT OF OUR FINANCIAL POLICY, WHICH WE REQUIRE YOU TO READ AND SIGN PRIOR TO ANY TREATMENT.  
        

ALL PATIENTS MUST COMPLETE OUR INFORMATION AND INSURANCE FORM BEFORE SEEING THE DOCTOR, COPAYMENTS, COINSURANCE, AND DEDUCTIBLES ARE DUE AT THE TIME OF 

SERVICE. WE ONLY ACCEPT CASH OR VISA, MASTER CARD, DISCOVER, OR AMERICAN EXPRESS. WE DO NOT ACCEPT CHECKS.  
SHOULD YOUR PATIENT PORTION OF THE ACCOUNT NOT BE PAID TIMELY, THE PATIENT ASSUMES ALL COSTS OF COLLECTION, INCLUDING, BUT NOT LIMITED TO COURT COSTS, INTEREST, 
AND LEGAL FEES WE INCUR.  
 

REGARDING INSURANCE 
WE WILL ACCEPT THE ASSIGNMENT OF INSURANCE BENEFITS; HOWEVER, WE DO REQUIRE A PERCENTAGE OF THE BILL TO BE PAID AT OR BEFORE THE TIME OF SERVICE WHEN APPLICABLE. 
THE BALANCE IS YOUR RESPONSIBILITY WHETHER YOUR INSURANCE COMPANY PAYS. WE CANNOT BILL YOUR INSURANCE COMPANY UNLESS YOU PROVIDE US WITH A COMPLETE AND 

ACCURATE DATE. YOUR INSURANCE POLICY IS A CONTRACT BETWEEN YOU AND YOUR INSURANCE COMPANY. WE ARE NOT A PART OF THAT CONTRACT. WE WILL FACILITATE THE CLAIMS 

PROCESS BY FILING FOR YOU. IF YOUR INSURANCE COMPANY HAS NOT PAID YOUR ACCOUNT IN FULL WITHIN 45 DAYS, YOU WILL BE RESPONSIBLE FOR THE BALANCE. PLEASE BE AWARE 

THAT SOME OF THE SERVICES PROVIDED MAY BE NON-COVERED SERVICES AND NOT CONSIDERED REASONABLE AND NECESSARY UNDER THE MEDICARE PROGRAM AND OTHER MEDICAL 

INSURANCE. 
  
EXCEPTIONS TO THE ABOVE POLICY ARE RESTRICTED TO THE PLANS FOR WHICH GOPAL GRANDHIGE MD, LLC AND TAMPA BAY REFLUX INSTITUTE ARE CONTRACTED PROVIDERS (E.G. 
CERTAIN HMOS & PPOS). YOU WILL BE RESPONSIBLE FOR ALL REQUIRED CO-PAYMENTS AND DEDUCTIBLES AT THE TIME OF SERVICE. YOU WILL ALSO BE RESPONSIBLE FOR PAYMENTS 

FOR PROCEDURES NOT COVERED BY YOUR INSURANCE COMPANY, OR PROCEDURES PERFORMED FOR PRE-EXISTING CONDITIONS IF NOT COVERED BY YOUR POLICY.  WE WILL ASSIST WITH 

OBTAINING AUTHORIZATIONS FOR ALL PROCEDURES; HOWEVER, PRE-AUTHORIZATIONS ARE NOT A GUARANTEE OF PAYMENT BY YOUR INSURANCE COMPANY. 
YOUR SURGERY MAY REQUIRE A “SURGICAL ASSISTANT” TO BE PRESENT. THAT SURGICAL ASSISTANT MAY OR MAY NOT BE COVERED BY YOUR INSURANCE COMPANY. YOU MAY RECEIVE A 

SEPARATE BILL FOR THE “SURGICAL ASSISTANT” SERVICES BASED ON YOUR INSURANCE COVERAGE. 
 

USUAL AND CUSTOMARY RATES 
OUR PRACTICE IS COMMITTED TO PROVIDING THE BEST TREATMENT FOR OUR PATIENTS, AND WE CHARGE WHAT IS USUAL AND CUSTOMARY FOR OUR AREA.  
 

MISSED APPOINTMENTS  
 
UNLESS CANCELED AT LEAST 24 HOURS IN ADVANCE, OUR POLICY IS TO CHARGE FOR MISSED APPOINTMENTS AT THE RATE OF NORMAL OFFICE VISITS. PLEASE HELP US SERVE YOU BETTER 

BY KEEPING THE SCHEDULED APPOINTMENT. 
 

ASSIGNMENT OF BENEFITS AND GUARANTEE OF PAYMENT 
 

______ I AUTHORIZE DIRECT PAYMENT OF ALL BENEFITS PAYABLE ON MY/THE PATIENT’S BEHALF FROM ANY INSURANCE COMPANY OR HEALTH PLAN DIRECTLY TO MY 

PHYSICIAN(S). 
 
______ I UNDERSTAND AND ACKNOWLEDGE THAT ALL UNPAID CHARGES REMAIN PRIMARILY AND PRINCIPALLY MY OBLIGATION AND AGREE TO REMAIN RESPONSIBLE FOR 

PAYMENT OF ALL CHARGES NOT COVERED OR OTHERWISE PAID FROM MY INSURANCE OR HEALTH PLAN, WHICH CHARGES MY PHYSICIAN(S) ARE LEGALLY ENTITLED TO BILL ME FOR. 
 

SURGERY 
ONCE CONFIRMED, SURGERY DATES AND TIMES CAN NOT BE RESCHEDULED FOR ANY REASON EXCEPT FAILURE TO BE MEDICALLY CLEARED. AT THE DISCRETION OF THE SURGEON, A 

$250.00 RESCHEDULING FEE WILL BE APPLIED. 
 
THANK YOU FOR UNDERSTANDING OUR FINANCIAL POLICY. PLEASE LET US KNOW IF YOU HAVE QUESTIONS OR CONCERNS. I HAVE READ THE FINANCIAL POLICY AND UNDERSTAND AND 

AGREE WITH THIS FINANCIAL POLICY. 
 
 
________________________________________________________________  ____________________________ 
SIGNATURE OF PATIENT OR RESPONSIBLE PARTY                                                                              DATE 
 
 
_________________________________________________________________ 
PRINT NAME OF PATIENT OR RESPONSIBLE PARTY 


