
Atkinson	Clinic	S.C.	
550 N Lake Street 
Mundelein, IL 60060 
Acknowledgement	of	Receipt	of	Atkinson	Clinic	SC	Financial	Policy	

 

	
Patient	Name_____________________________									Date	of	Birth_____________________																
	
Thank	 you	 for	 choosing	 us	 as	 your	 Health	 Care	 Provider.	 We	 are	 committed	 to	 the	
successful	treatment	of	your	medical	condition.	Your	clear	understanding	of	our	Financial	
Policy	is	important	to	our	professional	relationship.	
You	are	agreeing	to	pay	for	the	services	that	you	or	your	dependent	receive	including	any	
deductibles,	 co-payment.	 You	 are	 responsible	 for	 any	 costs,	 including	 attorney’s	 fee	
incurred	by	Atkinson	Clinic	SC	in	collection	of	the	charges	for	rendered	services.		
	
PAYMENT	OPTIONS	
	
Contracted	 Insurance	 (in	 network)	 If	 we	 have	 an	 established	 contract	 with	 your	
insurance	company,	we	will	follow	the	terms,	conditions	and	requirements	of	the	contract.	
Your	 insurance	 company	makes	 final	 determination	 of	 your	 eligibility	 and	 benefits.	 You	
agree	to	pay	any	and	all	portions	of	the	charges	for	both	covered	and	non-covered	services.		
	
Non-Covered	(Out	Of	Network)	Insurance	is	a	contract	between	you	and	your	insurance	
company.	We	are	NOT	a	party	to	this	contract.	We	will	bill	your	insurance	as	a	courtesy	to	
you.	
	
If	you	have	a	co-payment	and/or	deductible	you	are	required	to	pay	those	amounts	when	
they	become	due.	All	co-payments	are	due	at	the	time	of	the	visit.	There’s	no	exception	
to	this	policy.	
	
Self-pay	Patients:	You	will	be	required	to	pay	100	%	of	all	charges	at	the	time	of	you	visit.	
Upon	request	we	will	be	able	to	provide	you	with	a	 fee	schedule	 for	services	provided	in	
the	office.	
	
For	All	Payment	Options	 –	We	will	 file	 your	 charges	with	 your	primary	 and	 secondary	
insurance	if	you	provide	us	with	the	proper	information.	You	must	present	your	insurance	
cards	at	each	of	your	visits	and	 inform	if	you	change	 insurance.	 If	 this	 information	 is	not	
provided,	and	we	will	submit	claim	to	the	carrier	that	we	have	on	record	and	the	claim	is	
denied,	you	will	be	responsible	for	all	the	services	provided.	
Once	we	have	received	payment	from	your	insurance	company	a	monthly	statement	with	
the	 remaining	 charges	will	 be	 sent	 to	 you.	Payment	 is	 expected	 in	 full	within	30	days	of	
receipt	of	 the	 invoice.	Unless	a	payment	plan	or	other	arrangements	have	been	approved	
by	 the	 office,	 the	 balance	 of	 your	 statement	 is	 due	 and	 payable,	 when	 the	 statement	 is	
issued,	and	is	considered	past	due	if	not	paid	30	days	from	invoice	date.	Please	be	aware	
that	 if	payment	 from	your	 insurance	company	or	other	 responsible	party	 is	not	 received	
within	 90	 days	 of	 claim	 submission,	 we	 reserve	 the	 right	 to	 bill	 you	 for	 the	 services	
provided.	
	



 

 

Payment	Plans:	we	understand	 that	medical	 bills	 can	 lead	 to	 financial	 hardship	 and	we	
will	 work	 with	 you	 to	 assist	 you	 in	 paying	 off	 your	 balance.	 We	 have	 an	 established	
payment	 plan	 program	whereby	 payments	 for	 your	 outstanding	 charges	 can	 be	 divided	
into	 monthly	 payments.	 A	 valid	 credit	 card	 must	 be	 presented	 at	 the	 time	 the	 plan	 is	
established.	Your	signature	to	our	payment	plan	forms	is	required.	Your	signature	acts	as	
your	authorization	for	us	to	charge	your	credit	card	on	a	monthly	basis.	The	authorization	
remains	 in	 effect	 until	 the	 outstanding	 balance	 is	 zero.	 Your	 credit	 card	 statement	 will	
show	the	monthly	payment	and	will	serve	as	your	receipt.	
	
Missed	Appointment	Fee:	Patients	who	do	not	show	for	their	scheduled	appointments,	or	
cancel	with	less	than	24	hours	notice	will	be	charged	a	$	30.00	fee.	This	fee	must	be	paid	
before	a	new	appointment	is	scheduled.	This	fee	is	your	responsibility	and	is	not	covered	
by	insurance.	
	
Returned	Checks	Fee:	There	is	a	$	30.00	fee	for	any	checks	returned	by	the	bank.		
	
Forms	 and	 Fees:	 There	 is	 a	 reasonable	 fee	 for	 filling	 out	 forms	 and	 copying	 of	medical	
records.	
	
Past	 Due	 Accounts:	 If	 your	 account	 becomes	 past	 due,	 we	will	 take	 necessary	 steps	 to	
collect	the	debt.	If	we	have	to	refer	your	accounts	to	a	collection	agency,	you	agree	to	pay	
all	of	the	collection	costs	that	are	incurred.	If	we	refer	collection	of	the	balance	to	a	lawyer,	
you	agree	to	pay	all	lawyers’	fees	that	we	incur	plus	all	Court	costs.	
	
Waiver	of	Confidentiality:	You	understand	if	your	account	is	submitted	to	an	attorney	or	
collection	agency,	if	we	have	to	litigate	in	Court,	or	if	your	past	due	status	is	reported	to	a	
credit	 agency,	 the	 fact	 that	you	 received	 treatment	at	our	office	may	become	a	matter	of	
public	record.	
	
Effective	 Date:	 Once	 you	 have	 signed	 this	 agreement,	 you	 agree	 to	 all	 its	 terms	 and	
conditions	and	the	agreement	will	be	in	full	force	and	effect.	
	
	
	
	
	
	
	
Acknowledged	by:		_______________________________________							________________	
													 	 Patient	Signature	 	 	 	 	 Date	
	
	 	 	 _____________________________________	
	 	 	 Patient		Name	
	


