Financial Agreement
Patient agreement for fees, payment responsibility, and billing policies.
	Patient / parent name
________________________________
	Baby name
________________________________
	Date
________________________________


	Practice customization note
Clinical and legal wording should be reviewed by the practice owner and qualified advisors. This template is not medical, legal, billing, or compliance advice.


Agreement
I understand that I am financially responsible for services according to the practice financial policy, payer rules, and any applicable estimate or agreement provided before or after service.
Payment Terms
	Payment due
________________________________
	Accepted payment methods
________________________________
	Late / returned payment terms
________________________________

	Insurance billing offered?
________________________________
	Superbill offered?
________________________________
	Cancellation / no-show fees
________________________________


Patient Responsibility
	[ ] Deductible

	[ ] Copay

	[ ] Coinsurance

	[ ] Non-covered services

	[ ] Denied claims allowed by payer rules

	[ ] Private pay balance

	[ ] Travel or administrative fees


Acknowledgement
I have had the opportunity to ask questions about fees and payment expectations.
	Patient / parent signature
________________________________
	Printed name
________________________________
	Date
________________________________


Template note: Customize this form for your practice policies, state rules, payer requirements, HIPAA workflow, and legal/compliance review before use.
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