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FINANCIAL POLICY 
The physicians and employees of OrthoLoneStar are dedicated to providing the best possible care to you at the 
best possible value; therefore, we regard your understanding of our financial policies an essential element of your 
treatment. Our intent is to be fair, transparent, caring and accessible. If you have any questions, please discuss 
them with one of our staff members. 

Your signature below authorizes the following: 

• I/we assign to OrthoLoneStar, PLLC (“OLS”) all insurance benefits or Medicare benefits to which it may 
be entitled for services rendered by its providers and authorize direct payment to the practice. This 
assignment includes without limitation major medical and disability insurance proceeds and benefits 
accruing under any settlement, structured or otherwise, or awarded in judgement for personal injury 
caused by a third party. I/we agree to pay practice for all charges not paid pursuant to this assignment. 

• For ERISA, out-of-network, and self-funded plans, I assign and convey directly to OLS, as my designated 
authorized representative, all insurance reimbursement for services rendered by OLS regardless of 
network participation status. I authorize OLS and its authorized agents to negotiate, discuss, appeal and, 
in any other way, communicate with my insurance company to determine final payment for services I 
received. OLS has full authorization to accept or reject any proposed reimbursement proposal, and to act 
as necessary to accomplish the final adjudication of any claims. The results of that determination are 
binding upon me/us. 

• Release of pertinent medical information to your insurance carrier(s). 
• Administrative charges apply for completion of forms such as disability and FMLA forms, medical records 

copies, CDs of images, printed films, or similar items. Please consult with a staff member for these 
charges.  

• If, after all your claims have been paid, the resulting balance is a credit of $5.00 or less, you will authorize 
us to write off this balance. Amounts greater than $5.00 will be refunded to you. 

• I/we understand that insurance coverage and verification is not a guarantee of payment. I/we agree that 
I/we am/are ultimately responsible for any balance due after my insurance has paid or denied my 
claim(s). I/WE UNDERSTAND THAT I/WE AM/ARE RESPONSIBLE FOR ANY CHARGES IF THE 
INSURANCE COMPANY DENIES A CLAIM FOR ANY REASON INCLUDING STATING THAT IT IS 
INVESTIGATIONAL, EXPERIMENTAL, A PRE-EXISTING CONDITION, AUTO RELATED OR 
ACCIDENT-RELATED WHERE LIABILITY INSURANCE IS INVOLVED, OR ANY OTHER NON-
COVERED SERVICE(S). 

Responsibilities and acknowledgement of financial policy specifics: 

• Please present your insurance card and photo ID at each appointment. Please share address, telephone 
number and/or insurance information updates any time a change occurs. 

• Payment is due at the time of service unless other arrangements have been made in advance. For your 
convenience, we accept cash, check, and most major credit cards. Other financing options may be 
available.  Please ask our staff about these programs. 

• You may be asked to put a credit card on file, which will only be charged according to the terms you agree 
to when placing such card on file.  By processing your insurance first, we will only charge you for your 
exact out-of-pocket responsibility.  You will receive notification containing a summary of charges and an 
estimate of what we believe you will owe.  After your insurance has processed your claim, you will receive 
a second notification informing you of the actual amount you owe and notifying you that your card will be 
charged. Contact the practice if you have questions once you receive this notification. 
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• Your insurance is an agreement between you and your insurance company. As a courtesy to you, we will 
file your insurance claims for you if you assign benefits to the practice. If your insurance does not pay, we 
will look to you for payment of your balance in full. 

• All health plans are not the same and do not cover the same services. If your health plan determines a 
service to be “not covered”, you will be responsible for the complete charge. Payment is due upon receipt 
of a statement from our office. You are responsible for knowing and understanding your insurance 
benefits. 

• You will be responsible for promptly responding to your insurance company to provide additional 
information they may request regarding your treatment, pre-existing conditions, accidents or other 
insurance coverage. Failure to respond in a timely manner may result in your account becoming due and 
payable, in full, by you. 

• Responsibility for payment for patients who are minors whose parents are divorced rests with the parent 
who seeks the treatment or the adult accompanying the minor for all services rendered to the minor 
patients regardless of any court order responsibility judgement. 

• Appointment Cancellations within 24 hours of scheduled time may result in a charge.  
• Failure to notify us 48 hours before canceling a surgery may result in a charge. 
• Returned checks for any reason will result in a charge.  
• Some orthopedic supplies are not covered by your insurance, in which case we will require payment at 

time of service. A deposit will be collected upon receipt of certain Durable Medical Equipment items. 
• All HMOs and some PPOs require prior authorization or referral from your primary care physician for 

each visit. This is your responsibility. IF YOU DO NOT HAVE THIS REFERRAL NUMBER AT THE TIME 
OF YOUR APPOINTMENT, YOUR BENEFITS MAY BE PAID AT A REDUCED RATE OR NOT PAID AT 
ALL AND YOU WILL BE RESPONSIBLE FOR THE CHARGES. 

• When you are charged a “global” fee for surgery or office care of a fracture, laceration repair, excision of 
an ingrown toenail, or other medical procedure, that fee includes the service on the day it is performed 
and routine follow up care as well. The global period ranges from 10 to 90 days depending on the 
procedure and your health plan. Injections, X-rays, and supplies (such as casting or dressing materials, 
splints, braces, etc.) are not included in the “global” fee and a charge will be made for these items. Services 
related to complications are not included in the global fee. 

• Please note there are no refunds or returns on all braces/soft goods.  
• If you do not pay your balance and we are required to use a third party to collect your balance, an 

administrative charge of up to 25% of the balance may be added to the amount you owe. 
 

I have read and understand the financial policy outlined above, and I agree to be bound by its terms. I also 
understand and agree that such terms may be amended from time to time by OLS. 

 
 

Patient Name: ______________________________ 
 

 
Patient Signature: ___________________________ 

 

Date of Birth: _______________________________ 
 
 

Date: _____________________________________ 
 

If patient is a minor (less than 18 years of age) or incapacitated: 
 
 
Responsible Party Name: _______________________ 

 
 
Responsible Party Signature: ____________________ 

 

 
Relationship to patient : ________________________ 

 
 
Date: _____________________________________ 




