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TEXAS ORTHOPEDICS, SPORTS AND REHABILITATION ASSOCIATES 
 

FINANCIAL POLICY 
 

In order to reduce confusion and misunderstanding between our patients and the office, we have adopted the following 
financial policy.  If you have any questions, please discuss them with one of our patient collection specialists.  We are 
dedicated to providing the best possible care to you and regard your complete understanding of our financial policies as 
an essential element of your care and treatment. 
 

 Payment is due at the time of service unless other arrangements have been made in advance.  For your 
convenience, we accept cash, check, Care Credit and most major credit cards. 

 
 Your insurance is an agreement between you and your insurance company.  As a courtesy to you, we will file 

your insurance claims for you if you assign benefits to the physician. Your signature below authorizes the release 
of pertinent medical information to your insurance carrier(s). If your insurance company does not pay within a 
reasonable period, we will look to you for payment.  If we later receive a check from you insurer, we will refund 
any overpayment to you. 

 
 We have made prior arrangements with many health plans to accept an assignment of benefits.  If you are 

covered by one of these plans, we will bill your plan and will only require you to pay the copayment, deductible, 
and/or coinsurance due at the time of service. Your signature below indicates you are assigning your insurance 
benefits to be paid directly to Texas Orthopedics for services rendered. 

 
 All health plans are not the same and do not cover the same services.  In the event your health plan determines a 

service to be “not covered”, you will be responsible for the complete charge.  Payment is due upon receipt of a 
statement from our office.  We highly recommend that you READ YOUR INSURANCE BOOKLET or a copy of the 
contract your policy falls under to determine your benefits. 

 
 You will be responsible for promptly responding to your insurance company to provide any additional information 

they may request regarding your treatment, pre-existing conditions, accidents or other insurance coverage.  
Failure to respond in a timely manner may result in your account becoming due and payable, in full, immediately. 

 
 Be prepared to present your insurance card and proof of identity (e.g. driver’s license) at each visit.  You will be 

responsible for providing a change of address, telephone number and/or insurance information any time a change 
occurs. 

 
 A prepayment of your deductible and coinsurance will be required for your portion of our fees, based on our 

contract allowables, for scheduled surgical procedures and diagnostic testing.  Any balance remaining after your 
health plan pays its portion is your responsibility and payment for this balance is due upon receipt of a statement 
from our office. 
 

 Please be aware of the following medical records related fees: Medical Records copies-$15; CD of Images-$10; 
Printed Films-$8 per sheet; FMLA/Disability Forms-$15. 

 
 We will look to the adult accompanying a minor for payment of all services rendered to minor patients. 

 
When you are charged a “global” fee for surgery or office care of a fracture, laceration repair, excision of an ingrown 
toenail, etc., that fee not only includes the service on the day it is performed, but includes routine follow-up care as well.  
The global period ranges from 10-90 days depending on the procedure and your health plan. Injections, X-rays, and 
supplies (such as casting or dressing materials, splints, *braces, etc.) are not included in the “global” fee and a charge will 
be made for these items.  Services related to complications are not included in the global fee.  
 
*Please note there are no refunds or returns on all braces/soft goods. 
 
I have read and understand the financial policy outlined above, and I agree to be bound by its terms.  I also 
understand and agree that such terms may be amended from time to time by Texas Orthopedics. 
 
     _________________________________ _______________ 
     Printed Patient Name    Date 
 
     
     _________________________________ _______________ 
     Signature of Patient or Responsible   Date 
     Party if Minor 
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Formulary Benefits Data Consent Form 
 

Formulary Benefits data are maintained for health insurance providers by organizations known 
as Pharmacy Benefits Managers (PBM). PBMs are third-party administrators of prescription 
drug programs whose primary responsibilities are processing and paying prescription drug 
claims. They also develop and maintain formularies, which are lists of dispensable drugs covered 
by a particular drug benefit plan. 
 
We may need access to your data as maintained by the PBMs to know what medications have 
been prescribed to you in the past, and to know which drugs are covered by your insurance plan. 
 
By signing below I give permission for Texas Orthopedics to access my pharmacy benefits data. 
This consent will enable Texas Orthopedics to: 
 

 Determine the pharmacy benefits and drug copays for a patient’s health plan. 
 Check whether a prescribed medication is covered (in formulary) under a patient’s plan. 
 Display therapeutic alternatives with preference rank (if available) within a drug class 

for non-formulary medications. 
 Determine if a patient’s health plan allows electronic prescribing to Mail Order 

pharmacies, and if so, e-prescribe to these pharmacies. 
 Download a historic list of all medications prescribed for a patient by any provider. 

 
In summary, we ask your permission to obtain formulary information, and information about 
other prescriptions prescribed by other providers. 
 
 
__________________________________________ ___________________ 
Patient Name (PRINTED)       Date of Birth 
 
 
__________________________________________  ___________________ 
Patient / Guardian Signature       Date 

 

 

Texas Orthopedics, 
Sports & Rehabilitation Associates 
www.txortho.com 
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From everyone at Texas Orthopedics, thank you for visiting us today and trusting us with 

your care. Our goal is to provide our patients with the best experience possible when 

interacting with our practice. 
 

We are pleased to offer our interactive patient portal. It’s secure, it’s easy and it’s convenient. With our patient 
portal, you can:  

 Pay your bill  Make appointment requests  Request medical records 

 Send secure messages  Update your demographic information  

 
Patient Name:  __________________________________    

Email Address: __________________________________  

Check here if you do not have email. 

***Please note that your email will ONLY be utilized for the Patient Portal, and an occasional patient 

satisfaction survey.*** 

We are requesting the following information to be in compliance with the federal guidelines related to our 
electronic health record (EHR) system.  The race and ethnicity classifications below are defined by the White 
House Office of Management and Budget.   

 

 

 

 

 

 

 

 

 

 

 

Lastly, we would like to confirm your personal settings for appointment reminders.  Please indicate the best way 

for us to remind you of your upcoming appointments. By selecting one of the options below you are consenting 

to receiving our appointment reminders. 

 

 

_______________________________________  _________________ 

Patient Signature   Date 

 

o English 

o Spanish  

o Arabic   

o Chinese 

o Filipino 

o French 

o German 

o Greek 

o Hindi 

 

o Italian 

o Japanese 

o Korean 

o Polish 

o Portuguese 

o Russian 

o Vietnamese 

o Other 

o Decline 

 

Primary Language: 

o American Indian/Alaska Native 

o Asian 

o Black/African American 

o Native Hawaiian/Pacific Islander 

o Other 

o White 

o Decline  

 

Race: 

o Hispanic or Latino 

o Not Hispanic or Latino 

o Decline 

 

Ethnicity: 

Texas Orthopedics, 
Sports & Rehabilitation Associates 
www.txortho.com 
 

o Declined (Do NOT send 

me reminders) 

o Email  o Text o Phone (to number: ________________) 
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