




Robert A. De Stefano, M.D., Inc.

FINANCIAL POLICY

Our goal is to help you achieve and maintain optimum health for a lifetime.  So that we may better serve 
you, please read and sign this form.  We appreciate the confidence you have placed in us as professionals.

We accept cash, personal checks, Visa, and MasterCard and American Express as payment for services.

Because we are not providers for any insurance company except Medicare, the patient is responsible to 
this office for payment of services, regardless of insurance coverage. Superbill copies of charges will be 
provided to the patient for billing to their insurance company. Payment is due at the time services are 
rendered; deferred surgeries are due within 30 days of statement billing. 

Collection action will begin on an account if the balance is not paid within 30 days.  If the balance reaches 
90 days past due, we will turn your account over to an outside collection agency for further action.  The 
patient will be responsible for any charges incurred in such action.   

If a check is returned to the office due to insufficient funds, the original check amount plus a $10.00 
returned check fee must be received within 15 days from the date the check was returned to avoid further 
late fees or collection action.

Please be aware that some services provided may be non-covered services under your policy.  It is the 
patient’s responsibility to be aware of the individual policy restrictions and guidelines. This office will not 
enter into a dispute with an insurance company, but we can assist you if you are having difficulties.

Note:  All laboratory tests, injections, venipunctures, procedures, or any testing that is not included as part 
of an office visit will result in additional expenses. The laboratory may be a provider for your insurance 
company. Taking a copy of your insurance information is done as a courtesy to expedite their billing 
process.

Please help us better serve you and our other patients by keeping all scheduled appointments.  If you must 
change an appointment, please do so within 24 hours of the appointment time. We realize some 
emergencies cannot be prevented and we allow for missed appointment on occasion. If we are notified 
late or not at all that an appointment will not be kept more than twice, this office will consider dismissing 
ourselves from further professional care for your family. 

I certify that I have read and understand the “Financial Policies” and agree to all terms and conditions as 
stated above.  I understand that it is my sole responsibility to verify insurance coverage. I also understand 
that even though I may have health insurance coverage, payment for services is my responsibility.  I know 
that payment for service is due at the time that service is rendered unless other financial arrangements 
have been made.

Patient Signature: ___________________________________________     Date: ___________________
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