


 
 
 Patient Financial Policy  
 

                                                                   Initials___________    &     Date____________                                
Thank you for choosing Chams Women’s Health Care, SC for your health care needs. This patient 
financial policy has been developed to assist in answering your questions regarding patient and 
insurance responsibility for services rendered. Your understanding of and compliance with our 
patient financial policy is important. Please read the policy below and ask the staff any questions you 
may have and sign as indicated. The original will be maintained in your file and a copy may be 
provided to you upon your request.  
 
1. PROOF OF INSURANCE:  
All patients must complete our patient information form before seeing the physician. Chams 
Women’s Health Care, SC participates with a large variety of insurance plans.   Please confirm with 
your health plan that we participate with your specific insurance plan. If you are NOT covered by an 
insurance plan, payment in full is expected at the time of service. It is your responsibility to ensure 
that we have your correct information and an up-to-date copy of your insurance card.  
 
2. UPDATED CHANGE OF INFORMATION & COVERAGE: 
We will ask you to update this whenever you have a change in address, employment, insurance, etc. 
However, it is your responsibility to make us aware of these changes and if you fail to provide us 
with the correct updated information, you will be responsible for the entire cost of the services 
rendered and immediate payment will be expected.  
 
3. CO-PAYMENTS, DEDUCTIBLES & CO-INSURANCE: 
All co-payments, deductibles & co-insurance must be paid at the time of service. Payment of your 
co-payments, deductibles & co-insurance is part of your contract agreement with your insurance 
plan. Our failure to collect payment may be a violation of billing compliance and may be considered 
as an act of fraud by your insurance plan.  
 
4. REFERRALS OR NON COVERED SERVICES: 
Some insurance plans require a referral from a primary care physician to obtain services of a 
specialist, such as a cardiologist. These health plans will not pay for services rendered without a 
referral. It is ‘YOUR’ responsibility to obtain a referral prior to treatment. If you have not obtained 
the necessary referral, you may either reschedule your appointment or, if allowed by your insurance 
company, sign a waiver agreeing to pay for the service at the time it is rendered. Please be aware that 
some or perhaps all of the services you receive my not be covered or considered reasonable or 
necessary by your insurance plan. If you elect to have these services, you will be asked for payment 
in full at the time of service. 
 
5. AUTHORIZATIONS: Obtaining a prior authorization for services and medications is not a 
guarantee of payment of benefits. A prior authorization means that the information given at that time 
meets the medical necessity for the services not a guarantee of payment. Your insurance plan will 
confirm to you that even though the services may be authorized, the services may not be covered 
under your plan and a decision for payment will not be rendered until a claim is submitted.  Any 
prior authorizations that need to be performed by our office staff will incur $25.00 administrative fee.  
 



6. CLAIMS SUBMISSION: We will submit your claims and assist you in any way we can to help 
get your claims paid. Your insurance plan may request information directly from you. Your failure to  
timely comply to your insurance plan’s request may result in your claim denial and if so, will result 
in our seeking full reimbursement from you for services rendered; even if we are a participating 
provider with your plan. Your insurance benefit is a contract between you and your insurance plan. 
 
7.  NON-PAYMENT: If your account is past due, and we have not received a response from you, 
your account may be turned over to a collection agency. Reasonable collection fees will be your 
responsibility to pay in addition to the principal balance. 
 
8. FINANCE CHARGES: Finance charges will be applied to past due balances after 60 days. The 
account balance will be subject to a $10.00 charge per month unless other arrangements are made in 
advance with this office. 
 
9. PAYMENT METHODS: We accept cash, personal checks, money orders, cashier’s check, 
MasterCard, and Visa as payment for services rendered. Credit card transactions are subject to a 4% 
service fee. 
 
10. RETURNED CHECKS: A returned check fee of $50 will be added to your account for every 
check returned for insufficient funds, stopped payment or closed accounts. After the second 
occurrence, only cash, money orders, cashier’s check or credit card payments will be accepted. 
 
11. NO SHOW POLICY 
      APPOINTMENTS: 

Missed, cancelled, or rescheduled appointments in less than 24 hours will incur a $100 
fee. 
 

 SURGERY OR PROCEDURES: 
1. Missed, cancelled, or rescheduled surgeries less than 7 days notice will incur a $500 fee. 
2. Missed, cancelled, or rescheduled surgeries more than 14 days out will incur a $250 

administrative fee. 
 

12. DISABILITY FORMS: Any paperwork that needs to be filled out is subject to a $25.00 charge. 
 
***Knowing your insurance benefits is your responsibility. Please contact your insurance plan 
with questions you may have regarding your coverage*** 
 
This is an agreement between Chams Women’s Healthcare and the patient/responsible party 
signed below. By executing this agreement, you are agreeing to pay for all services that are 
received. 
I HAVE READ AND UNDERSTAND THE PAYMENT POLICY AND AGREE TO 
ABIDE BY ITS GUIDELINE. 
 
Patient’s Name:           
 
 
Signature of Patient or Responsible Party___________________________________________ 
 Date___________ 







CHAMS WOMEN’S HEALTH CARE, S.C. 
 
 Consent for Release and Use of Confidential Information and 

Receipt of Notice of Privacy Practices   
 
 
 I, ______________________, hereby give my consent to Chams Women’s Health Care    
(Name of Patient or Authorized Agent) 
 to use or disclose, for the purpose of carrying out treatment, payment, or health care 
operations, all information contained in the patient record of 
___________________________. 
 (Patient’s Name) 
 
 I acknowledge receipt of the physician’s Notice of Privacy Practices.  The Notice 
of Privacy Practice provides detailed information about how the practice may use and 
disclose my confidential information. 
 
 I understand that the physician has reserved a right to change his or her privacy 
practices that are described in the Notice.  I also understand that a copy of any Revised 
Notice will be provided to me if I make this request, in writing, to the Privacy Officer.  
The revised Notice will be posted in our office in a prominent location.  
 
 I understand that this consent is valid until it is revoked by me.  I understand that I 
may revoke this consent at any time by giving written notice of my desire to do so, to the 
practice.  I also understand that I will not be able to revoke this consent in cases where 
the practice has already relied on it to use or disclose my health information.  Written 
revocation of consent must be sent to the practices office and Privacy Officer. 
  

I permit the following individual or individuals to have access to my file and any 
results. 

 
 
____No one except myself 
 
____Name__________________________Relationship____________________ 
 
____Name__________________________Relationship____________________ 
 
 

Signed: ____________________________________________Date: ________________  
 
If you are not the patient, please specify your relationship to the patient 
___________________. 
 

q Patient received copy of “notice of privacy practices” 
 
– Patient’s file  






