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Financial Policy & Assignment of Benefits 

Gynecology | Telehealth Services 
 

Patient Name: 
___________________________________ 

 Date of Birth: 
___________________________________ 

 
We are committed to providing high-quality, accessible gynecological healthcare. To maintain this 
commitment, we ask that all patients review and agree to the following financial policies. Please read 
this document carefully and ask questions if anything is unclear. 

1.  Insurance Participation 
This practice participates with select insurance plans. It is your responsibility to verify that your provider 
is in-network with your health plan prior to your visit. We will make every effort to assist you in 
understanding your benefits, but the final determination of coverage rests with your insurance carrier. 

•​ Please have your current insurance card(s) available for telehealth check-in. 
•​ If your insurance changes, notify our office immediately. Failure to do so may result in denied 

claims and personal financial liability. 
•​ If we are out-of-network with your insurer, services may still be available; you will be responsible 

for upfront payment for the visit & a super bill will be provided to you to submit to insurance if 
you choose. 

2.  Insurance Billing & Filing 
If we are in-network with your insurance provider, as a courtesy, we will bill your primary and secondary 
insurance carriers on your behalf, provided you supply accurate and complete insurance information at 
the time of service. We require: 

•​ A valid, signed Assignment of Benefits (see Section 10 below) 
•​ A signed Authorization for Release of Information 
•​ Your current insurance card and a valid photo ID uploaded to your patient profile. 

 
We will submit claims to your insurance within timely filing limits. We are not responsible for unpaid 
claims resulting from inaccurate or incomplete information provided by the patient. 

3.  Patient Financial Responsibility 
You are responsible for all charges not covered by your insurance, including but not limited to: 

•​ Deductibles — the amount you must pay before insurance begins to pay 
•​ Co-payments — fixed amounts due at the time of each visit 
•​ Coinsurance — your percentage of costs after the deductible is met 
•​ Services deemed not medically necessary by your insurer 
•​ Services for which you have no coverage or have exceeded your benefit maximum 
•​ Charges for services rendered to minors where the responsible party is a parent or guardian 

 



Co-payments and known patient balances are due at the time of service. For telehealth visits, payment 
information must be on file prior to the appointment. 

4.  Self-Pay Patients 
Patients without insurance or choosing not to use insurance are considered self-pay. Self-pay rates will 
be provided prior to or at the time of service. Full payment is due at the time of service unless a 
payment plan has been arranged in advance with our billing department. 

5.  Accepted Payment Methods 
We accept the following forms of payment: 

•​ Visa, Mastercard, American Express, and Discover credit/debit cards 
•​ Health Savings Account (HSA) and Flexible Spending Account (FSA) cards 
•​ Electronic payment via patient portal 

We do not accept payment plans arranged through third-party financing companies unless specifically 
noted. 

6.  Credit Card on File Policy 
We require a valid credit or debit card to be kept securely on file for all patients prior to services being 
rendered. Your card will only be charged for: 

•​ Co-payments, coinsurance, or deductible amounts after insurance has processed your claim 
•​ Outstanding balances on your account following insurance adjudication 
•​ No-show or late cancellation fees (see Section 8) 

You will receive an Explanation of Benefits (EOB) from your insurer and a statement from our office 
before any charges are applied to your card on file. You will have 30 days to contact our billing 
department with questions before the charge is processed. 

7.  Billing Statements & Collections 
Statements are sent monthly. Payment is due within 30 days of the statement date. Accounts with 
balances outstanding beyond 90 days may be referred to a collection agency. Once an account is sent 
to collections, the patient may be responsible for collection costs and attorney fees in addition to the 
original balance. Accounts referred to collections may result in discharge from the practice. 

8.  Cancellation & No-Show Policy 
We ask that you provide at least 48 hours' notice to cancel or reschedule an appointment. This allows 
us to offer the appointment to another patient in need. The following fees apply: 

•​ Late cancellation (less than 48] hours' notice): $150 
•​ No-show (missed appointment without notice): $150 
•​ Repeated no-shows (3 or more) will result in discharge from the practice 

Telehealth no-show fees apply equally to virtual appointments. Emergencies and illness will be 
considered on a case-by-case basis. 

9.  Telehealth Billing 
Telehealth visits are billed similarly to in-person office visits. Insurance coverage for telehealth varies by 
plan. It is your responsibility to verify telehealth benefits with your insurer prior to your visit. If telehealth 
services are not covered under your plan, you will be responsible for the full cost of the visit at our 
self-pay rate. 



•​ Telehealth visits that cannot be completed due to technology failures on the patient's end may 
be billed as a no-show. 

•​ You must be physically located in the state of Washington at the time of your telehealth visit for 
the service to be covered. 

10.  Assignment of Benefits 

I hereby assign to Cedar & Pine LLC all insurance benefits, including Medicare and any 
other health coverage, to which I am entitled for services rendered. I authorize Cedar & Pine 
LLC to bill my insurance carrier(s) on my behalf and to receive payment directly from my 
insurer. I understand that I am financially responsible for all charges not covered by my 
insurance plan, and I agree to pay any such amounts in a timely manner. This assignment 
of benefits remains in effect until revoked in writing. 

11.  Authorization to Release Information 

I authorize Cedar & Pine LLC to release any medical information necessary to process 
insurance claims and to coordinate benefits. This authorization remains in effect until 
revoked in writing and supersedes any previously signed authorization. A photocopy of this 
authorization shall be as valid as the original. 

 

Patient Acknowledgment 
By signing below, I confirm that: 

•​ I have read, understood, and agree to the Financial Policy set forth above. 
•​ I authorize the Assignment of Benefits as stated in Section 10. 
•​ I authorize the Release of Information as stated in Section 11. 
•​ I understand that this policy is subject to change, and I will be notified of material changes. 

 

 
Patient/Guardian Signature 

 

 
Date 

 
Printed Name 

 

 
Relationship to Patient (if Guardian) 

 


