SOUTHW EST ORTHOPEDI C GROUP, LLP
Review of Notice of Privacy Practices
Acknowledgement:
I acknowledge that I have reviewed this office’s Notice of Privacy Practices, which explains how my medical information
will be used and disclosed. I understand that I am entitled to receive a copy of this document.

____________________________
Patient or Personal Representative
Signature

_______________
Date

If Personal Representative’s signature appears above, please describe Personal Representative’s relationship to the
patient: ____________________________.

Financial Policy Statement
It is the policy of Southwest Orthopedic Group, L.L.P. to bill your insurance carrier as a courtesy to you; however, you are
responsible for the entire bill. We require that arrangements for payment of your estimated share be made today. The
insured/patient is responsible for any co-payments at the time service is rendered. If your insurance carrier does not
remit payment within sixty (60) days, the balance will be due in full from you. If your insurance pays in excess of the
balance of your account, we will refund the credit.
If any payment is made directly to you for services billed by Southwest Orthopedic Group, L.L.P., you recognize an
obligation to promptly remit same to Southwest Orthopedic Group, L.L.P.
The above does not apply for those patients that are considered Workers’ Compensation. However, be advised as a
Compensation patient that you may be held responsible for your charges in the event that your claim is controverted.
I understand and agree that if I fail to make any of the payments for which I am responsible for in a timely manner, after
such default and upon referral to a collection agency or attorney by Southwest Orthopedic Group, L.L.P., I will be
responsible for all costs of collecting monies owed, including court costs, collection agency fees, and attorney fees.
The above information has been read and explained to me. I UNDERSTAND MY RESPONSIBILITY FOR THE
PAYMENT OF MY ACCOUNT.

___________________________________________
Patient or Responsible Party

____________________________
Date

