
 
Beacon Orthopaedics and Sports Medicine, LLC Financial/Credit Policy 
 
 
Patient name:_____________________________________________    Account #:__________________ 
                      Please print 
 
Beacon Orthopaedics and Sports Medicine, LLC (BOSM), believes that in the interest of good health care 
practices, it is best to establish a patient financial/credit policy between our patients and ourselves in order to 
avoid any misunderstandings.  Our Account Representatives will be glad to discuss your account with you at 
any time and set up payment plans.  Our primary responsibility is to deliver quality health care services.  We 
wish to spend our time and energy toward that responsibility.  We expect you to show us the same 
consideration as you do your other creditors, and to be honest and forthright regarding your financial 
responsibility. 
 
(PLEASE INITIAL THE FOLLOWING) 
 
______1.)  We expect that all co-pays, co-insurance and deductible be paid in full at each visit and prior 
to surgery, diagnostic testing and physical therapy.  We accept cash, check, Debit Card, MasterCard, VISA  
and Care Credit.   
 
______ 2.)  We file claims to your insurance company for your primary and secondary policies.  You 
must bring your insurance card with you to every visit and make us aware of any changes in coverage.   We 
also require a copy of your driver’s license to confirm identity.  Please remember insurance coverage is a 
contract between the patient and the insurance company.  When BOSM files for benefit for services 
performed, benefits are assigned to BOSM.  BOSM will look to the patient for payment in full if insurance 
does not cover the services provided.  If we do not participate with your insurance, you will likely have a 
higher out-of-pocket expense, so please be prepared to pay this amount 
 
______ 3.)  Automobile and/or 3rd party accident cases:  We do not file any insurance with your  
Automobile Insurance Company, or any other third party (business insurance company, employer, 
attorney, separated spouses, etc.) for purposes of obtaining payment.  We will make every effort to provide 
you with proper documentation for you to receive reimbursement from those parties (i.e., claim form, 
statement or report).Please speak with our billing representative.  We do not accept Letters of Guarantee or 
other promises to pay when cases settle.  You will be extended credit only if arrangements are made in 
advance and only within our standard guidelines for credit. 
 
______ 4.)   If the patient is under age 18, a parent or guardian must sign below.  If the minor does not 
reside with both parents, and there is a dispute over which parent is responsible for any remaining balances, 
we will ultimately rely upon the parent/guardian who brought the child to the office for financial 
responsibility.  All minors will not be seen unless accompanied by a guardian or a signed authorization from 
that guardian allowing our physicians to provide medical treatment. 
 
______ 5.)   A service charge of $20.00 will be applied to returned checks.  You will be asked to bring 
cash, money order or cashiers check to our office to cover the amount of the check plus the service charge.  If 
you present two (2) checks that are returned to us, we will require cash for future services. 
 
______ 6.)   If your balance is not paid in a timely manner, we reserve the right to forward your account 
to an outside collection agency or attorney.  All fees assessed by the agency or attorney will be charged to 
you and become part of your outstanding balance. 
 
By signing this agreement, you are acknowledging that you understand our financial/credit policy and agree 
to pay for all services that are received. 
 
 
Patient/Guardian Signature:_________________________________    Date:_______________________ 


