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PATIENT'S FINANCIAL AGREEMENT 
 

As a courtesy to our patients, Center for Plastic and Reconstructive Surgery (here and after referred to  
as "CPRS") will submit charges for medical treatment to your insurance company where and IF 
applicable.  Cosmetic procedures and other procedures not considered medically necessary will not  

 

CPRS will attempt to verify in advance that the patient's insurance company will pay for specific 
medical procedures.  Occasionally, even though coverage was verified before the medical services were 
provided, the insurance company denies the claim.  If the insurance company denies payment or will 
only pay a portion of the medical bill, the patient is responsible for payment of the account balance.  
Likewise, if the patient has not met his or her deductible under a given insurance plan, the patient will be 
responsible for the amount of the deductible in addition to whatever amounts the insurance company 
does not pay. 
 

If the patient participates in an HMO or PPO that requires co-payment, the patient MUST pay the co-
payment at the time of the appointment. 
 

We strive to provide an accurate cost ESTIMATE for the services to be rendered.  Any and all further 
billing from any other provider needs to be discussed with that particular service provider.  
 

CONTRACTUAL AGREEMENT TO PAY MEDICAL EXPENSES 
 

I understand that I am personally responsible for all medical expenses incurred at CPRS for medical care 
and treatment.  I agree to pay all medical expenses within 30 days of the date that I am billed for those 
expenses, unless other arrangements have been made with CPRS. 
 

I further understand that the fees and estimates provided are for CPRS ONLY.  Other providers of 
services such as the Surgery Center/Hospital, Anesthesia services or Pathology are separate and different 
from CPRS. 
 

If I do have insurance, I authorize release of my medical information to my insurance company that I 
authorize payment of all medical benefits by my insurance company to CPRS and authorize them 
(CPRS) to act as agents on my behalf with my insurance company.  I further agree to assist CPRS with 
the appeal process, should it be necessary. 
 
 

Sign___________________________________                    Date_______________________________ 
 
 
Print___________________________________ 
 

be filed.  Treatment(s) will be provided on a self-pay basis and will be treated on a self-pay basis. 
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To Our PracticeTo Our Practice

The Center for Plastic and Reconstructive Surgery, P.A. is in the process of 
implementing in Electronic Health Record (EHR). 
 
Under the American Recovery and Reinvestment Act of 2009, certain 
demographic and health history information is required in our forms.  
Therefore, there are several questions that we need from you for our records. 
 
 
PATIENT:  ________________________________________________  
 
LANGUAGE OF CHOICE:  __________________________________ 
 
RACE: 
  ________  American Indian or Alaska Native 

  ________  Asian 

  ________  Black or African American 

  ________  Native Hawaiian or Other Pacific Islander 

  ________  White 

  ________  Other: ____________________________ 

 
ETHNICITY: 
  ________  Hispanic or Latino 

  ________  Not Hispanic or Latino 

 
SMOKING: 
  ________  Never smoker 

  ________  Current every day smoker 

  ________  Current some days smoker 

  ________  Former smoker 

 
 Start date:  ______________          Quit date:  _______________ 
 
HEIGHT:  ______________  WEIGHT:  ____________ 
 
PHARMACY:  _____________________________________________ 
 
PHARMACY ADDRESS WITH ZIP CODE: ____________________ 
 
_________________________________________________________ 
 
PHARMACY TELEPHONE:  _________________________________ 

 
 

OFFICE POLICY REGARDING "NO SHOWS" 
 
 
 
 

If you are unable to keep an appointment, please cancel or reschedule          
your appointment at least twenty-four hours prior to your appointment date. 
 

A fee of $25.00 will be charged to your account for failure to follow this   
policy.  This charge is the patient's responsibility and will not be billed to      
any insurance company.  
 
 
 
 
 
 
 
 
 
 
 

I, _________________________________, have read and understand the "NO 
SHOW" policy.  I am fully aware that if I fail to cancel or reschedule an 
appointment twenty-four hours prior to appointment, I will be charged $25.00.  
This fee will be paid before another appointment is scheduled. 
 
 
 

___________________________________               _____________________ 

Patient's Signature                                                                Date 
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I, _________________________________, have read and understand the "NO 
SHOW" policy.  I am fully aware that if I fail to cancel or reschedule an 
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OFFICE POLICY REGARDING "NO SHOWS" 
 
 
 
 

If you are unable to keep an appointment, please cancel or reschedule          
your appointment at least twenty-four hours prior to your appointment date. 
 

A fee of $25.00 will be charged to your account for failure to follow this   
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I, _________________________________, have read and understand the "NO 
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appointment twenty-four hours prior to appointment, I will be charged $25.00.  
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___________________________________               _____________________ 

Patient's Signature                                                                Date 

                                                                                             
                                                                                             
                                                                                             
             
 

 
 
 

MEDICAL RECORDS & PHOTOGRAPHIC CONSENT 
 

Center for Plastic & Reconstructive Surgery, P.A. (CPRS) is required to take photographs for 
purposes of your medical records.  Therefore, I authorize CPFS and all designated   
employees to take pre-operative and post-operative photographs for this purpose.  
Photographs may also be used for the purpose of research, education and medical   
publication.  I understand that a verbal request will be made by CPRS to grant permission to 
use these photographs to assist other surgical patients in making their surgical decisions.     
No form of compensation shall become payable for the use of these photographs.  I hereby 
release CPRS and its agents from any and all claims and demands arising out of or in 
conjunction with the use of these photographs. 
 
 
 
 

_____________________________________                                       ___________________ 
      Signature of Patient/Legal Guardian                                                                Date 
 
 
 

_____________________________________ 
                            Print Name 
 
 
 
 
I hereby grant permission for the use of any of my medical records including Illustrations, 
photographs or other imaging records created in my case, for use in examination, testing, 
credentialing and/or certifying purposes by The American Board of Plastic Surgery, Inc.  
 
 
 
 

_____________________________________                                       ___________________ 
      Signature of Patient/Legal Guardian                                                                Date 

 
 

 
_____________________________________ 
       Signature of Witness 
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