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FINANCIAL POLICY 

 
We hope to make your visit in our office as thorough and pleasant as possible. 

We also want you to have a clear understanding of your insurance plan, our financial policies, and payment expectations. 
Please review this policy carefully. 

INSURED PATIENTS 
Payment is due at the time services are rendered. This includes outstanding balances, deductibles, copayments, coinsurance, expected 
charges for services rendered during your visit, and other fees for services not covered by your insurance company. 

• Your payment at check-in is based on your expected patient responsibility. Additional charges may also be collected at check-out or 
billed after your insurance company processes the claim. You will subsequently receive an Explanation of Benefits from your insurance 
company and, if needed, statements from Gwinnett Clinic for any remaining balance. 

• If you are unsure what your insurance covers, PLEASE CALL YOUR INSURANCE COMPANY DIRECTLY. Gwinnett Clinic can provide 
only general cost estimates, and verification of benefits is not a guarantee of coverage or payment. 

• Gwinnett Clinic assists with filing insurance claims, completing insurance forms, and requesting insurance pre-certifications as 
appropriate. 

• The ULTIMATE RESPONSIBILITY for following up on your insurance claim and paying amounts determined to be your responsibility 
remains with you. If your insurance company has not processed its portion within ninety (90) days of being billed, please continue 
contacting the insurer and Gwinnett Clinic as needed. 

• You will receive regular statements requesting payment of any unpaid balance. After two (2) statements, your balance may be forwarded 
to a third-party collection agency. 

PRIVATE PAY / SELF-PAY 
Gwinnett Clinic will collect full payment at the time of your visit for services rendered during the visit. You may request a Good Faith 
Estimate of expected charges at any time before your scheduled services. 

• At check-in, an office visit fee, along with payment for all previously unpaid balances, is collected. 
• After seeing the physician or Advanced Practice Provider (APP), there may be additional charges at check-out depending on the level of 

service provided and any additional services, such as laboratory testing or imaging, ordered or rendered during the visit. 
• If additional tests are ordered that must be completed after your visit and you anticipate difficulty paying for them, please notify your 

health care team before leaving the office. 

ALL PATIENTS 

NO-SHOW FEES FORM FEES 

Effective for appointments on or after November 1, 2026: 
Appointments not canceled at least 24 hours in advance may be 

subject to the following no-show fee:* 

Administrative form fees may apply for forms completed by your 
physician or Advanced Practice Provider beyond standard clinical 

documentation. 
Primary Care  $50 Adoption Forms $200 

Allergy $25 Disability Parking Certification Form $25 

Neurology $100 Nursing School / College Admission Forms $25 

Orthopedic $50 FMLA Forms $100 

Physical Therapy $50 Sports Physical Form $30 

Radiology $50 Other Forms $20/page 

*No-show fees may be adjusted or waived at the discretion of the Medical Director. 

RETURNED CHECK FEE: $30 (Applies to any check returned by the bank. Additional actual bank fees may apply.) 

FEE EXCEPTIONS: No-show and form fees do not apply to Georgia Medicaid patients or where otherwise prohibited by applicable law or 
government payer requirements. 

QUESTIONS ABOUT THIS POLICY: If you have questions about this policy or how it applies to your situation, please contact Patient Financial 
Services at (678) 889-5285. 

Financial Policy Acknowledgment 
I acknowledge that I have received and reviewed the financial policies above. I understand that I am responsible for amounts properly 
determined to be my responsibility under these policies, my health plan (if applicable), and applicable law. If I am signing as the patient's 
guarantor, I understand that I am financially responsible for amounts properly determined to be due from the guarantor under this policy. I 
understand that no-show and form fees may apply as outlined above. I understand that I may request a copy of this policy. 

PRINTED NAME OF 
PATIENT OR GUARANTOR   

 

SIGNATURE   

RELATIONSHIP TO THE 
PATIENT (IF APPLICABLE)   

 

DATE   
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EMAIL & DIGITAL COMMUNICATION CONSENT FORM 
 

WE USE YOUR CELL PHONE NUMBER AND E-MAIL ADDRESS PRIMARILY FOR APPOINTMENT  
CONFIRMATIONS AND FEEDBACK. WE DO OUR UTMOST TO RESPECT AND MAINTAIN PRIVACY.  

WE WILL NEVER SEND SPAM E-MAIL / TEXTS OR SHARE YOUR CONTACT INFORMATION. 
 

It is important to make you aware of the intent of electronic correspondence and potential risks involved with it. This consent 
concerns currently available and future communication methods between you and Gwinnett Clinic. Of note, digital 
communication includes, but is not limited to, email, patient portal, text messages/SMS, etc.  
 

CONDITIONS FOR THE USE OF EMAIL & DIGITAL COMMUNICATION 
Gwinnett Clinic cannot guarantee, but will reasonably strive, to maintain security and confidentiality. Please note: 
 

• Email or other digital communication is not appropriate for urgent or emergency situations. 
• You should never use email or other digital communication to discuss sensitive medical information. 
• It is your responsibility to follow-up and/or schedule an appointment if warranted. 
• If you opt in to participate in email and other digital communicaton with Gwinnett Clinic, it is understood that you are 

responsible for the security and privacy of the recipient email client, cell phone, tablet, etc. 
• If you opt in to participate in email and other digital communication with Gwinnett Clinic, it is understood that most 

widely available software (e.g. email service providers, email clients, text message/SMS services, wireless 
communication providers, etc.) and hardware (e.g. cell phones and computers) are neither HIPAA-certified nor encrypted.  

• In short, it is your responsibility to maintain the security of all email and digital communication. 
 

RISK OF USING EMAIL & DIGITAL COMMUNICATION 
Transmitting information by email & other digital means has a number of risks, including, but are not limited to: 
 

• Email and other digital communication can be circulated, forwarded, stored, and broadcast. 
• Email and other digital communication can mistakenly use the wrong email address, phone number, etc. 
• Backup copies of email/other digital communication may exist even after deleted. 
• Employers and online services may have a right to inspect email and all other digital communication. 
• Email and other digital communication can be intercepted, changed, forwarded, etc. without authorization. 
• Email and other digital communication can be used to introduce viruses into hardware. 
• Email and all other digital communication can be used as evidence in court. 
• Gwinnett Clinic’s server and/or information technology infrastructure could go down and neither email nor any other 

digital communication would not be received until the server is back online. 
 

 
 

 

_____ (initials) YES, I authorize the use of email and digital 
communication with Gwinnett Clinic! 

_____ (initials) NO, I do not 
authorize the use of email and 
digital communication with 
Gwinnett Clinic. 

 

MY E-MAIL ADDRESS: 
 
 
 

MY CELL PHONE #:  
 
 
 
 
 
Signature of Patient or Legal Representative  Date 
 
 

  

Printed Name of Patient or Legal Representative  Relationship to the Patient (if applicable) 
Rev. 02-18(D)



 
 

Orthopedics 

 

 
Name: _____________ __________________ _______________ 

 (Last) (First) (MI) 

    

    

DOB: _________ / _________ / _____________ 

 

 

Email Address: _________________________________________________ 

 

 

Pharmacy Name: ________________________________________________ 

 

 

Address: _______________________________________________________ 

 

 

Pharmacy Phone Number: _________________________________________ 

 

 

 

Would you like a copy of your office note? Y/N 
**If yes, office notes will be available to pick up 2-3 days after the date of service. ** 

 

 

 

Patient Signature: _____________________________ Date: _____________  
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