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Past Medical History: (please check Yes or No for the following) 

            
 Yes No   Yes No 
Alzheimer’s/ Dementia    Hepatitis   
Anxiety    Hypertension   
Artificial Joints    HIV/AIDS   
Asthma    Hypercholesterolemia   
Atrial Fibrillation    Hypothyroidism   
BPH    Leukemia   
Bone Marrow Transplant    Lung Cancer   
Breast Cancer    Lymphoma   
COPD    Pacemaker   
Depression    Prostate Cancer   
End Stage Renal Disease    Radiation Treatment   
GERD    Stroke/ TIA   
Hearing Loss    Valve Replacement   
 

Past Surgical History: (please check Yes or No for the following) 
 

  
 Yes No   Yes No 
Appendix Removed    Joint Replacement with in last 2 

yrs. 
  

Bladder Removed    Kidney Biopsy   
Mastectomy                   
(Right / Left / Bilateral) 

   Kidney Removed                       
(right / left) 

  

Lumpectomy                             
(Right / Left / Bilateral) 

   Ovaries Removed                     
(Endometriosis/ Cyst/ Cancer) 

  

Breast Reduction    Kidney Transplant   
Breast Implants    Prostate Removed  (Cancer)   
Colectomy:                               
(Cancer / Diverticulitis / IBD) 

   Prostate Biopsy   

Gallbladder Removed    TURP   
PTCA    Skin Biopsy   
Mechanical Valve 
Replacement 

   Squamous Cell Carcinoma Surgery   

Biological Valve 
Replacement 

   Basal Cell Carcinoma Surgery   

Heart Transplant    Melanoma Surgery   
Knee Replacement                   
(right / left) 

   Tonsils Removed                               
(Right/ Left/ Bilateral) 

  

Hip Replacement                 
(right, left) 

   Hysterectomy                                
(Fibroids/ Uterine Cancer) 
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Financial Policy   

By signing below, you confirm that you have read this policy and understand the following: 

• The patient is responsible to inform the office of any contact information changes.   

• The patient or responsible party is to keep their account current-accordingly applicable copayments, coinsurance, and 

deductibles will be collected at the time of service.   

• Return checks will incur a $50 service charge. Checks will not be accepted from patients who have had return checks, 

payment must be made by cash, money order, or credit card.   

• Any unpaid balances older than 90 days may be subject to a 1.5% finance charge to be accrued each month if the 

balance is older than 90 days.   

• If your account is forwarded on to a collections agency you will be responsible for any costs incurred in collections of 

said balance, which may include collection agency fees up to 35% of your outstanding balance, court costs and legal 

fees.   

• If you have health insurance, we will submit the claims to plans DCSI provides for; however you are responsible for 

your account balance.   

• Credit balances will automatically be applied to your account for future scheduled appointments.  If you do not have a 

future appointment on file you will be notified of the credit balance on your account via e-mail or other preferred 

communication. 

• If you change to a health plan DCSI does not provide for, you will be responsible for the services, and may submit a 

claim directly to your carrier.   

• The patient is responsible to notify our office of any changes to their insurance policy so that we have current 

information on file. If the patient’s insurance coverage changes and we are not notified the patient/responsible party 

will assume responsibility for any unpaid services by the policy.   

• Insurance verification is not a guarantee of benefits and is only an estimation of coverage based on the insurance 

information available to us from your insurance carrier at the time of verification.   

• You are responsible for your deductible at the time of service   

• If you have an insurance carrier that requires an authorization, it is your responsibility to make sure the referral is 

coordinated and received in our office before your procedure.   

• You are responsible for any services which are not covered or denied due to: pre-existing limitations, considered 

cosmetic, or non-covered due to plan limitations.    

Please discuss any financial arrangements or payment plans with the Office Manager we will be happy to assist in the 
management of your account. If you have any questions about the above information, please do not hesitate to speak to the   Office 

Manager. 
 

I have read and understand the above Financial Policy and agree to the policy: 

__________________________             _______________________________   ____ / ___ / _____                   
Print Patient Name/Responsible Party               Signature (Patient/Responsible Party)                     Date

 


