Family Medicine of Gwinnett, LLC

Payment Policy

1. Payment is due at the time of service. We accept cash, checks, and all major credit cards.

2. All co-payments must be paid up-front.  Failure on our part to collect co-payments from patients can be considered insurance fraud.  Please help us in upholding the law. 

3. All deductibles must be paid in full.  Failure on our part to collect deductibles from patients can be considered insurance fraud.

4. If uninsured or not insured by a plan we accept, payment in full is expected.

5. Not all insurance plans cover all services, such as routine physicals, bloodwork, immunizations, etc.  Please contact the insurance company with any questions regarding coverage.  The patient is responsible for services not covered by insurance.  

6. If insurance coverage changes, it is the patient’s responsibility to provide new information before seeing the doctor.

7. Accounts 90 days past due will be turned over to collections.  

8. Missed appointments or failure to reschedule within 24 hours accrue a fee of $25.  All returned checks have a penalty fee of $30.

Outstanding balances are due upon receipt of a statement from our office.

 I have read and understand the practice’s payment policy and I agree to be bound by its terms. I also understand and agree that such terms may be amended by the practice from time to time.

Signature _________________________________  
Date  __________

Printed Name ______________________________

Family Medicine of Gwinnett, LLC

Payment Policy

9. Payment is due at the time of service. We accept cash, checks, and all major credit cards.

10. All co-payments must be paid up-front.  Failure on our part to collect co-payments from patients can be considered insurance fraud.  Please help us in upholding the law. 

11. All deductibles must be paid in full.  Failure on our part to collect deductibles from patients can be considered insurance fraud.

12. If uninsured or not insured by a plan we accept, payment in full is expected.

13. Not all insurance plans cover all services, such as routine physicals, bloodwork, immunizations, etc.  Please contact the insurance company with any questions regarding coverage.  The patient is responsible for services not covered by insurance.  

14. If insurance coverage changes, it is the patient’s responsibility to provide new information before seeing the doctor.

15. Accounts 90 days past due will be turned over to collections.  

16. Missed appointments or failure to reschedule within 24 hours accrue a fee of $25.  All returned checks have a penalty fee of $30.

Outstanding balances are due upon receipt of a statement from our office.

 I have read and understand the practice’s payment policy and I agree to be bound by its terms. I also understand and agree that such terms may be amended by the practice from time to time.

Signature _________________________________  
Date  __________

Printed Name ______________________________
