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Patient Partnership Financial Policy (Updated 2018)  

PATIENT FINANCIAL PARTNERSHIP POLICY 
      (Version 1.0) 

To Our Patients:  

We are pleased that you have chosen Folsom Internal Medicine Associates to provide 
your medical services. We are committed to providing you with the best possible medical care to 
meet your needs. Our practice firmly believes we must maintain a high level of understanding 
and good communication with our patients throughout their care. We pride ourselves on 
communicating with you any anticipated out-of-pocket costs to create a better understanding and 
level of expectation. Our Patient Financial Partnership Policy is designed to be completely 
transparent to avoid any surprises during your medical care. 

 
The following information is provided to clarify our policies about the financial portion of your 
medical care: 
 
 
1. Time of Collection: We collect copayments, outstanding balance payments, and costs of 

service (self-pay), when you check in for your appointment with our front desk staff. You 
must present a current insurance card at each visit.  
§ If you do not present a current insurance card or we are unable to confirm your 

insurance eligibility you may be responsible for payment at the time of your visit. You 
will receive reimbursement from Folsom Internal Medicine Associates if your 
insurance pays the claim at a later date. Your co-payment may be adjusted after the 
time of service depending upon the final payment decision from your health insurance 
plan. 

§ Patients being seen without insurance coverage are required to pay the cost of service 
upon arrival. 
 

 
2. Financial Policy:  Patients are responsible for: payment of copays, coinsurance, deductibles, 

and all other procedures or treatment not covered by your insurance plan. If payment from 
your insurance company is not received within 60 days from date of service, you may be 
expected to pay the balance in full. The only exception to this is an approved workers 
compensation claim. If your workers compensation status is reversed, you will be expected to 
pay the balance in full. 
§ Our office accepts many forms of payment: cash, personal checks, MasterCard, Visa, 

Discover, and American Express. We do not accept ATM only cards (cards without a 
Visa or MasterCard logo). All personal checks with be electronically debited from your 
account the day of service. Returned checks will be subject to collection fees. 
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3. Account Balances: Financial estimates are not always exact. Account balances reflect the 

final service(s) rendered and insurance benefits allowed under your chosen plan. For patients 
experiencing financial hardships, cases will be reviewed on an individual basis and may be 
subject to application of our Payment Plan Policy. Past due accounts will affect your ability 
to have appointments scheduled. 
 
 

4. Missed Appointment Policy: If you must cancel an appointment, Folsom Internal Medicine 
Associates requires a minimum of 24-hours notice. All appointments missed without notice 
are subject to a $50.00 no-show fee. Missed appointments represent a cost to us, to you, and 
other patients who could have been seen in the time set aside for you.  
 
 

If you decide you can't or won't meet these guidelines we may need to reschedule any future 
appointments or services until a time when you are able to do so. Any account balance that 
remains after efforts to collect payment by our Billing department could be transferred to a 3rd 
party collection partner. *Please note a situation of this type would be considered on a case-by-
case basis.  

It is extremely important that we be notified of any changes in your insurance status or your 
insurance carrier. This includes: eligibility changes, becoming newly insured or uninsured, 
acquiring additional or new secondary coverage. It is also important that we have your correct 
address information on file. Please notify us if there is a change to your address, telephone, or 
other contact information. If you do not update us with your information we will not be able to 
bill your insurance. This could result in a direct balance billing to you. 
 
 

Folsom Internal Medicine Associates understands that there are many reasons why you may 
be seeking out care from our facility. We hope to help you as much as possible through this 
process and be an advocate for you as you navigate through the financial portion of your medical 
care.  
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Patient Financial Partnership Policy 

By signing below, you certify that you have received, read, and understand Folsom Internal 
Medicine Associates Patient Financial Partnership Policy. (Version 1.0)  
 
I understand that FIMA may, at its discretion, change the terms and conditions of their policies. 
I understand that I may request a copy of Patient Financial Partnership Policy at any time.  
 

Printed Name of Patient: ________________________________________ 
  

Signature: ________________________________________ Date: ________________ 
 
 

 
Authorization to Pay for Professional Services Rendered: 
 
I hereby authorize payment directly to FIMA of the benefits for professional services rendered, 
otherwise payable to me as determined by my insurance company, but not to exceed the fee as 
finally determined by my provider. I understand that I am financially responsible for any 
professional charges not paid by my insurance company to FIMA. 
 
I understand FIMA’s Professional Services Rendered Policy. 
  

Signature: ________________________________________ Date: ________________ 
 

 
Acknowledgement of Receipt of Notice of Privacy Practices: 
 
I hereby acknowledge I have received a copy of the Notice of Privacy Practices for FIMA. I 
understand that FIMA may, at its discretion, change the terms and conditions of this notice. I 
understand the content of the Notice of Privacy Practices and will be provided with a copy upon 
my request.  
 

Signature: ________________________________________ Date: ________________ 
 

 
Consent to Treatment: 
 
I consent to general treatment, medical procedures, and medications prescribed by FIMA.  

 
Signature: ________________________________________ Date: ________________ 

 
 


