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FINANCIAL POLICY 
• Payment is always due PRIOR to service: We accept cash, check, or credit card for payment of 

our estimate of your patient responsibility at the time of service.  We make every effort to identify in 
advance of your scheduled visit all amounts that are owed or will be owed as your portion of 
responsibility, including deductibles, co-pays, and co-insurances.  Insurers however ultimately 
reserve the right to process our claims and notify us of their final determination of your individual 
responsibility through the claims filing process.  Our initial determination of your portion of financial 
responsibility prior to your scheduled service is therefore strictly preliminary and may be subject to 
adjustment when claims are actually processed by the insurer.  We will of course notify you via our 
patient statements as soon as possible if there are changes to your financial responsibility that 
have occurred during claims filing based on your insurer’s final determination.  If requested, an 
itemized listing of services provided will be given to you. 

• PATIENTS WITH HIGH DEDUCTIBLE HEALTH PLANS AND PRIVATE PAY PATIENTS:  Please 
be prepared to pay your full charges prior to service.  We reserve the right to reschedule or 
delay service if you are unable to make payment in full at the time of service.   

• Our Billing Services: We will file charges on your behalf with most health plans.  We are 
participating providers for most insurers in Tallahassee, but not all insurers – please refer to our 
web site for a listing of our participation agreements with health plans.  It is always a good idea to 
confirm your health plan information with your physician’s office at the time of scheduling to ensure 
that there have been no changes in your coverage that might impact the filing and payment of your 
claims.  PLEASE NOTE THAT TPCA IS UNABLE TO BILL OR RECEIVE PAYMENT FROM ANY 
H.M.O. PLANS UNLESS WE HAVE A SPECIFIC PARTICIPATION AGREEMENT WITH THE 
H.M.O.  WE WILL BE UNABLE TO PROVIDE SERVICES TO YOU IF WE DO NOT HAVE A 
PARTICIPATION AGREEMENT WITH YOUR H.M.O.   

• Co-Pays, Deductibles, and Co-Insurances: Your share of co-pays, deductibles, and co-insurance 
are your responsibility, and payment is due at the time of service.  The portions of our charges that 
are your responsibility are based on your contract with your insurer, and are your part of your 
contractual obligation directly to and with your insurer.  Your insurer requires and expects that we 
will collect 100% of your financial responsibility under your contract.  We are not permitted to waive 
or otherwise reduce this obligation on your behalf. 

• Secondary Insurances: If applicable, secondary insurance claims will be filed once.  If payment or 
denial has not been received within 30 days of filing, you will be responsible for payment in full.  
You must make us aware of any secondary coverage that you have at the time of your 
appointment.   

• Tertiary Insurance: If applicable, tertiary insurance claims will be filed once.  If payment or denial 
has not been received within 30 days of filing, you will be responsible for payment in full. You must 
make us aware of any tertiary coverage that you have at the time of your appointment.   

• Charges for failing to come to your appointment (generally termed “no-show fees”):  The 
following fees will apply if you fail to present for an appointment: 
$25.00: - Office visits (or as determined by each office), Ambulatory Cardiovascular monitors. 
$50.00: - Ultrasound, CT, Travel Clinic (you must provide notice of cancellation to our Diagnostic 
Department scheduling personnel at least 24 hours prior to your scheduled appointment time). 
Variable: - Nuclear Medicine Studies (Patients failing to show for an appointment without providing 
at least 24 hours cancellation notice will be charged the cost of the Radioisotopes, which varies 
based upon market conditions. This cost has historically fluctuated in the $50-$250 range). 

• Statements: We provide patient statements to our patients every month.  The statements 
summarize the outstanding charges and claims activity.  We expect payment of your statement 
balance in full upon your receipt of the statement.  If you have a question, if you believe there is a 
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mistake on your statement, or if you have any concern about your statement transactions, we 
expect to hear from you in a timely manner (you may contact your physician’s office, but for billing 
questions you may be referred to our billing department, which will most likely be our best resource 
for your inquiry).  We reserve the right to avoid the cost of sending statements to patients who have 
a small balance outstanding (usually less than $5.00).  For small balances, our Patient 
Registration/Reception staff in your physician’s office will collect the balance at your next 
appointment. 

• Financial Promissory Form: If you are truly unable to make payment in full for your portion of 
financial responsibility at the time of service, you will be required to sign a Financial Promissory 
Agreement.  In this Agreement, you will have 14 calendar days to submit payment in full.  If you do 
not make payment within 14 calendar days, we will add an additional $25.00 administrative fee 
to the original copay, deductible, and/or coinsurance that is due.   

• Collections: If no payment is received within our 3rd statement cycle (approximately 90 days or 
more from your date of service), your account is considered delinquent and may be referred to an 
outside collection agency.  Referral to outside collections may damage your credit, so we 
strongly urge you to contact our Billing Department to work out payment arrangements so 
that we can avoid this step.  We will discharge patients who have balances that are referred to an 
outside collection agency. 

• Payment Plans:  Subject to the following specific rules, we permit payment plans for patients who 
may need additional time to pay their financial responsibility in full.  Patients will adhere to our 
payment plan policy set forth below: 

o We will not permit payment plans for individual patient balances of less than 
$100.00.  The minimum balance for a payment plan is $100.00 

o If the balance is less than $350, you must pay the balance in full within 6 months. 
o Balances greater than $350 must be paid in full within 12 months. 
o We will expect you to make minimum payments of $50 per month. 

• We want you to understand this document and our policies and procedures, and we do not 
want you to be confused.  If you have any questions or concerns about our Financial Policy, 
procedures or fees, your physician’s office manager or our billing department can help.  Please ask 
questions if necessary before acknowledging this document. 


