
Dear Patient, 

Our office is delighted to have the opportunity to serve you. We understand that your insurance coverage 

is with a PPO or Managed Care Organization. In order to begin our relationship in a manner which your 

managed care program dictates, this page outlines some of the financial and procedural steps required 

by your insurance plan.  

 You must pay any co-payment or deductible at the time of service. 

 The remainder of our bill will be sent to your insurance company for direct payment to our office. 

 If by mistake your insurance company remits this payment to you, please sent it to up along with 

any paperwork sent to you at the time. Please do not send it back to the insurance company. 

 Many of the procedures done in our office are considered office surgery by insurance companies. 

For example: wart, cyst, mole, keratosis, and/or skin tag removal (frozen, burned, shaved, or cut 

off) or any biopsy, skin cancer or precancerous removal. Many times a calendar year deductible 

must be met before your insurance will pay on these services. The office visit co-pay would not 

apply and you would be required to pay at the time services are rendered if your deductible had 

not been met. If you are unsure of how your insurance benefits work, please inquire before you 

see the doctor. 

 Sometimes your insurance company will refuse payment of a claim to us for some of the following 

reasons: 

1) This is a pre-existing illness which they do not cover. 

2) You have not met your full calendar year deductible. 

3) The type of medical services required is not covered. 

4) The insurance was not in effect at the time of service. 

5) You have other insurance which must be filed first. 

6) You did not obtain a referral for the service provided. 

7) Skin Tag removal is not covered by insurance. 

 All charges for pathology, blood work, and lab tests are billed separately by independent 

laboratories. You may be responsible for all or part of these charges.  

 If your insurance company denies this claim our office cannot be responsible for this bill. It is the 

responsibility of the patient to pay the denied amounts in full. 

 I UNDERSTAND THAT I AM FINANCIALLY RESPONSIBLE FOR ALL CHARGES WHETHER 

OR NOT PAID BY INSURANCE. 

 

Our primary mission is to provide you with quality, cost effective medical care. Together we are trying to 

adapt to the changing way that healthcare is financed and delivered. Again, we value you as a patient 

and our first priority is to provide you (and your family) with the best possible care. With this housekeeping 

chore complete, we are eager to serve you. 

 

Sincerely, 

Samuel E. Steinmetz, M.D. 

 

I have read and understood my financial obligation under this arrangement and will be fully responsible 

for payment of any and all medical services denied by my insurance company. 

 

____________________________________________ 

Patient Signature 

 

____________________________________________ 

Patient Name (Please Print) 


