
                 INSURANCE/ PAYMENT INFORMATION 
 

Offices in Adrian, Ann Arbor, Jackson                                                               (p) 517-879-4241 

www.Jacksonfootankle.com                                                                (f) 517-879-4240  

 
 

YOUR UNDERSTANDING OF OUR FINANCIAL POLICIES IS AN ESSENTIAL ELEMENT OF YOUR CARE AND 

TREATMENT. 
 
PLEASE PROVIDE AN INSURANCE CARD: (IF PROVIDED DO NOT FILL THIS SPACE) 

 
 

PRIMARY INSURANCE COMPANY NAME: ________________________________________________________________ 
 

INSURED NAME: __________________________   DATE OF BIRTH ______________   CONTRACT # _______________    
GROUP # ________ 

 

SECONDARY INSURANCE COMPANY NAME:  _____________________________________________________________ 
 

INSURED NAME: __________________________   DATE OF BIRTH ______________   CONTRACT # _______________    
GROUP # ________ 

 
PAYMENT OPTIONS: PLEASE MARK ONE OR MORE OF YOUR PAYMENT CHOICE 

 
o HSA/ FLEX  SPENDING CARD- PLEASE PROVIDE THE CARD 

o CHECK- PAYMENT IN CLINIC OR MAIL WITH STATEMENT 

o CREDIT CARD: DUE TO THE INCREASE OF CREDIT CARD FEES THERE WILL BE A 1% CHARGE TO USE ANY CREDIT 

CARD OR DEBIT CARD. THIS WILL BE ADDED TO YOUR BALANCE. 

o ONLINE PAYMENT- GO TO WWW.JACKSONFOOTANKLE.COM  AND MAKE A PAYMENT ONLINE  

(1% CONVENIENCE CHARGE WILL BE ADDED) 

o CASH- IN OFFICE PAYMENT 

o BANK ACCOUNT TRANSFER- EMAIL WILL SENT TO MAKE A SECURE PAYMENT VIA QUICKBOOKS 

 

SIGN UP FOR THE CLINIC NEWSLETTER AND ONLINE STATEMENTS AND GET $5 YOUR BALANCE 

WOULD YOU LIKE TO SIGN UP FOR IT?  PLEASE CIRCLE ONE 

YES (EMAIL) __________ __________________________________________________________      NO  

 

STATEMENTS: 

HOW WOULD YOU LIKE TO GET YOUR STATEMENTS? PLEASE CIRCLE ONE 

MAIL                                ELECTRONIC 

 

WE DO NOT ACCEPT CARECREDIT 

PLEASE TURN THE PAGE 



                 INSURANCE/ PAYMENT INFORMATION 
 

Offices in Adrian, Ann Arbor, Jackson                                                               (p) 517-879-4241 

www.Jacksonfootankle.com                                                                (f) 517-879-4240  

 

· AS OUR PATIENT, YOU ARE RESPONSIBLE FOR ALL AUTHORIZATIONS/REFERRALS NEEDED TO SEEK TREATMENT IN THIS 

OFFICE.  UNLESS OTHER ARRANGEMENTS HAVE BEEN MADE IN ADVANCE BY YOU, OR YOUR HEALTH 

INSURANCE CARRIER, PAYMENT FOR OFFICE SERVICES ARE DUE AT THE TIME OF SERVICE. WE WILL ACCEPT 

VISA, MASTERCARD, DISCOVER, OR CASH. 

 

• YOUR INSURANCE POLICY IS A CONTRACT BETWEEN YOU AND YOUR INSURANCE COMPANY. AS A COURTESY, 

WE WILL FILE YOUR INSURANCE CLAIM FOR YOU IF YOU ASSIGN THE BENEFITS TO THE DOCTOR. IN OTHER 

WORDS, YOU AGREE TO HAVE YOUR INSURANCE COMPANY PAY THE DOCTOR DIRECTLY. IF YOUR INSURANCE 

COMPANY DOES NOT PAY THE PRACTICE WITHIN A 

REASONABLE PERIOD, WE WILL HAVE TO LOOK TO YOU FOR PAYMENT. 

 

• WE HAVE MADE PRIOR ARRANGEMENTS WITH CERTAIN INSURERS AND OTHER HEALTH PLANS TO ACCEPT AN 

ASSIGNMENT OF BENEFITS. WE WILL BILL THOSE PLANS WITH WHICH WE HAVE AN AGREEMENT AND WILL 
ONLY REQUIRE YOU TO PAY THE CO-PAY/CO-INSURANCE/DEDUCTIBLE AT THE TIME OF SERVICE. 

 

• IF YOU HAVE INSURANCE COVERAGE WITH A PLAN WITH WHICH WE DO NOT HAVE A PRIOR AGREEMENT, WE 

WILL PREPARE AND SEND THE CLAIM FOR YOU ON AN UNASSIGNED BASIS. THIS MEANS YOUR INSURER WILL 

SEND THE PAYMENT DIRECTLY TO YOU. THEREFORE, ALL CHARGES FOR YOUR CARE AND TREATMENT ARE 

DUE AT THE TIME OF SERVICE. 

 

• CANCELATIONS: IF YOU HAVE TO CANCEL YOUR SCHEDULE VISIT PLEASE GIVE THE OFFICE 24 HR NOTICE.  IF 

YOU FAIL TO GIVEN NOTICE OR JUST DON’T SHOW UP THERE WILL BE A $25 FEE CHARGED TO YOUR ACCOUNT.  

 

• ALL HEALTH PLANS ARE NOT THE SAME AND DO NOT COVER THE SAME SERVICES. IN THE EVENT YOUR 
HEALTH PLAN DETERMINES A SERVICE TO BE "NOT COVERED," OR YOU DO NOT HAVE AN AUTHORIZATION, 

YOU WILL BE RESPONSIBLE FOR THE COMPLETE CHARGE. WE WILL ATTEMPT TO VERIFY BENEFITS FOR SOME 

SPECIALIZED SERVICES OR REFERRALS; HOWEVER, YOU REMAIN RESPONSIBLE FOR CHARGES TO ANY SERVICE 

RENDERED. PATIENTS ARE ENCOURAGED TO CONTACT THEIR PLANS FOR CLARIFICATION OF BENEFITS PRIOR 

TO SERVICES RENDERED. 

 

• YOU MUST INFORM THE OFFICE OF ALL-INSURANCE CHANGES AND AUTHORIZATION/REFERRAL 

REQUIREMENTS. IN THE EVENT THE OFFICE IS NOT INFORMED, YOU WILL BE RESPONSIBLE FOR ANY CHARGES 

DENIED. 

 

• THERE ARE CERTAIN ELECTIVE SURGICAL PROCEDURES FOR WHICH WE REQUIRE PRE-PAYMENT. YOU WILL 
BE INFORMED IN ADVANCE IF YOUR PROCEDURE IS ONE OF THOSE. IN THAT EVENT, PAYMENT WILL BE DUE 

ONE WEEK PRIOR TO THE SURGERY. 

 

• PAST DUE ACCOUNTS ARE SUBJECT TO COLLECTION PROCEEDINGS. ALL COSTS INCURRED INCLUDING, BUT 

NOT LIMITED TO, COLLECTION FEES, ATTORNEY FEES AND COURT FEES SHALL BE YOUR RESPONSIBILITY IN 

ADDITION TO THE BALANCE DUE THIS OFFICE. 

 

• EVERY STATEMENT AFTER THE FIRST WILL BE SUBJECT A $5 STATEMENT FEE WHICH WILL BE ADDED TO THE 

BALANCE 

 
 

SIGNATURE OF PATIENT/RESPONSIBLE PARTY: ___________________________________________ 

 

PRINTED NAME OF PATIENT/RESPONSIBLE PARTY: ________________________________________ 

 

DATE: _________________ 


