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• All patients must provide accurate and complete personal and insurance information prior to being seen by Phoenix Medical Group
{herein referred to as "Practice")

• Payment is required at the time of service and may be in the form of cash, check or credit card.

• Practice may disclose all or part of a patient's medical or financial records (including information related to alcohol and drug abuse,
mental health diagnosis and treatment, HIV related or other communicable disease related information) to third parties to obtain
payment for services provided.

• We will gladly file a courtesy claim with your health insurance company. It is your responsibility to comply with any pre-determination or 
notification requirements of your insurance plan. Many of the services provided may be covered and paid for by your insurance
company. Unfortunately, insurance companies do not pay for all services that the provider may deem appropriate.

• In all cases we require the guarantor, the person who is financially responsible, to be personally liable for all balances.

• We believe the fees we charge to be reasonable and customary fees. If your insurance company uses a different fee schedule, you
may be responsible for any balance remaining.

• Practice may charge reasonable fees for services related to your account including, but not limited to, returned check fees, interest on
unpaid accounts, and medical record copies.

• Individuals who do not show up for their scheduled appointment or do not give at least 24 hours cancellation notice may be subject to a
$75 no-show fee. Upon the third no show, our professional relationship may be terminated.

• Should it become necessary to forward an account balance to a collection agency, the guarantor, the person who is financially
responsible, will be responsible for reasonable collection costs.

• You are responsible for informing the Practice of any change in demographic information, including telephone number, address, and
health insurance coverage.

• We may collect a deposit on the charges you incur today toward your balance (e.g. copay, deductible, self pay) and bill you for any
remaining balance. All bills are due upon receipt.

• Federal laws require that we submit every claim to an insurance company accurately and report the exact services performed and the 
exact reason for performing them. We are not allowed to change information just so the insurance company can pay a claim.
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