
PAYMENT POLICY

We request that you provide a copy of your current, valid insurance card as proof of insurance. We participate in most insurance plans. If you are 
not insured by a plan we do business with or do not have insurance, payment in full is expected at each visit. If you are insured by a plan we do 
business with but don’t have up-to-date insurance information, payment in full for each visit is required until we can verify your coverage. 

Secondary Insurance:
We only file secondary insurance for those with Medicare, Medicaid or Tricare.

Self-pay Patients:
Payment is due in full at the end of each appointment for all services rendered and is subject to a self-pay discount.

Co-payments and Outstanding Balances:
All co-payments and outstanding balances must be paid at the time of service.

Claims Submission:
As a courtesy, we will submit your claims to your insurance provider and assist you in any way we reasonably can to help get your claims paid. 
Your insurance company may need you to supply certain information directly. It is your responsibility to comply with their request. If your 
insurance company does not pay your claim within 90 days; the balance will automatically be billed to you. 

Non-covered Services: 
Please be aware that some-and perhaps all-of the services you receive may be non-covered or not considered reasonable or necessary by your 
insurance company.  Since all insurance plans are different, please contact your insurance company or HR department for detailed information 
about what is covered or not covered including allergy testing, immunotherapy, immunizations, etc. You will be billed and responsible for all 
non-covered services.  

Monthly Billing Statement:
After processing with your insurance provider, you will receive a monthly billing statement for any balance due. Payment is due in full within 30 
days of the date of your initial billing statement. Partial payments will not be accepted unless otherwise negotiated with our office.

Non-payment:   
Please be aware that if your account goes unpaid beyond 30 days of the date of your initial statement and no negotiation has been made with 
our office, we may refer your account to a collection agency. Once the account is with collections, you and your immediate family members may 
be discharged from Apex Allergy. If this is to occur, you will be notified that you have 60 days to find alternative medical care. During that 60-day 
period, our providers will only provide emergency care.
We understand that everyone's situation is different and financial hardships may occur. Please contact our office should you find yourself in a 
hardship position and we will do our best to work with you to the extent that we are able. 

Collections Process:
Apex Allergy will make as many attempts as reasonably possible to collect account balances before sending them to a collections agency. All 
patients will be mailed out statements and depending on your preferences checked on your privacy form, you may also receive text and email 
reminders of balances due. A phone call will be made to the accounts' responsible party about two weeks prior to sending accounts to a 
collections agency, in one last effort to collect the balance in full. Once an account is with the collections agency, all payments will have to be 
made with the collections agency.

Coverage Change:
If your insurance changes, please notify us prior to your visit so we can verify your new coverage and benefits. Failure to do so may lead to delay 
of care and charges for uncovered services. 

Service Fees:
There are fees that may be added to your account for services such as mailing out medical supplies, filling out medical forms, fulfilling records 
requests and other time/resource intensive services. 

Forms of Payment:   
Apex Allergy & Immunology accepts payments by check, Visa, MasterCard, Discover, American Express and debit cards bearing these logos. There 
is a $50.00 fee for any returned checks.

No Show / Cancellation Policy:  
Three no show appointments and/or excessive cancellations within a 12 month period may result in the discharge of a patient.  We understand 
the potential for unforeseen circumstances but in order to provide the best appointment availability for our patients we have implemented this 
policy.  If you can't make your appointment, please call us as soon as possible so we can make it available to another patient.   

________________________________________ 
Patient First Name
Please read through the following policies carefully. 
Proof of Insurance: 

__________________________________
Patient Last Name

______________________
Date of Birth

Apex Allergy is committed to providing the best treatment for our patients. Our pricing structures are representative of the usual and customary 
charges for our area. Signing below indicates that you have read and understood the payment policy and agree to abide by its guidelines. 

________________________________________________________________________________ 
Patient/Parent/Guardian Signature

____________________________________
Date
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