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Patient Initials 

The providers at California Neurology Institute are committed to providing you with superior healthcare, as part of that 

commitment it is important for us to establish our financial policy and your responsibilities. 

IDENTIFICATION 

• In order to prevent identity theft, you will be required to provide us with a government issued picture ID .

• A copy of all valid insurance cards are required. In the event a card is not available, you must be able to provide us

with information so that we may verify insurance coverage and eligibility.

INSURANCE 

• If we are unable to verify eligibility and benefits, you will be required to pay for services in full at the time of

service.

• While we are contracted with many health plans, we may not be contracted with all health plans. It is your

responsibility to provide us with your most current insurance information. Any changes in your insurance

coverage must be reported to us immediately. If this information is not provided to us before or at the time of

service, or within your insurance's timely filing limits you will be financially responsible for any services provided.

• As a courtesy our business office will submit claims to your health plan for services rendered by our office. Our

business office will also assist you to the best of their ability to help get your claims paid.

• In the event your claim is delayed or denied payment due to a lack of information from the subscriber, patient,

employer, or any entity or person outside of our office will be your financial responsibility.

• Some medical services may be considered by your insurance to be non-covered, out-of-network, or not medically

necessary services. Our office will do its due diligence to obtain authorization and verify benefits for services

being provided, however it is your responsibility to know your medical coverage and will be your financial

responsibility.

• Any Co-pays, coinsurances, deductibles and balances are due prior to the rendering of services. In the event we

do not collect such amounts at the time of service, it does not waive our right to collect and your financial

responsibility for these services. We will do our best to estimate your portions due at the time of service,

however your final balance is determined after your claim is processed by your insurance. Our business office will

send you a patient statement of any balances not collected at the time of service.

PAYMENTS 

• We accept the following methods of payment; CASH, CHECK, CREDIT OR DEBIT CARD.

• We understand at times there may be hardships, we encourage you to contact our office for other arrangements

if are unable to make any of your expected payments.

• Any patient payments received are applied to the oldest balances first (does not apply to insurance payments).

• If a credit occurs from an advanced payment or after the insurance has finalized the claim we reserve the right to

re-apply that credit to any other services with an outstanding balance.

BALANCES 

• In accordance with state law, federal law, and any payer contract agreements, we will not waive, fail to collect, or

discount any co-pays, co-insurances, deductible, or any other patient financial responsibility.

Statements will be sent by our business office for any balances due, payment is due upon receipt, but no later than 30 

days from the date of the statement. 
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