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Financial Policy 
 
Thank you for choosing Midwest Dermatology Centre, LLC. as your health care provider. We are committed to your 
treatment being successful. Please understand that payment of your bill is considered part of your treatment. The following is 
a statement of our Financial Policy, which we require you read, initial by each paragraph and sign at the bottom. We 
hope that this will help to avoid any possible misunderstandings in the future.                                                                                                              
                               Initials________________ 
 
 
Payment is due at the time of service if we do not have a contract with your insurance. 
We accept Cash, Check, Visa, or MasterCard.                                                Initials________________ 
 
Regarding Insurance 
It is your responsibility to provide our office with the correct information, and keep us updated with any changes. We may 
have a contract with your insurance to accept assignment of benefits. If this is the case, and your insurance requires co-pay, 
you will be responsible for that amount at the time of service. Your insurance policy is a contract between you and your 
insurance company. We are not a party to that contract. It is your responsibility to know any policy exclusions or limitations, 
and any requirements of your policy such as a referral from your primary care physician. In the event that your insurance fai ls 
to make payment for your services you are financially responsible. Please understand that Midwest Dermatology Centre is 
not a lending institution and therefore will not extend credit. Any/all balances deemed your responsibility by your insurance 
are due in full upon receipt of your first statement from our office. Dr Woofter does not participate in any Affordable Care 
Act plans, otherwise known as Obama Care or Marketplace.  
                                                                                                                             Initials________________ 
 
Missed Appointments 
Unless cancelled, at least 24 hours in advance, our policy is to charge a missed Office appointment fee of $50; for missed 
Surgical appointment fee of $75 and $100 fee for missed Cosmetic appointments. Please keep in mind that this charge is not 
covered by insurance. Please help us serve you better by keeping scheduled appointments.        
                        Initials_______________ 
                        
Rebilling Fee 
If we must send more than one bill in order to collect payment you will be assessed a rebilling fee in the amount of five 
($5.00) dollars for each additional billing required.                                          Initials_______________ 
 
Returned Check Fee 
All returned checks will be subject to a fee of forty-five ($45.00) dollars.        Initials_______________ 
 
Delinquent Account Fee 
If your account is turned over to collections there will be a collection fee of ten dollars ($10.00) added to your balance.  You 
may also be dismissed from our practice.                                                            Initials______________                              
 
NOTE: All prescription refills must be faxed to us by your pharmacy. NO phone calls for prescription refills.  

                                                                                                               Initials______________    
I have read and understand this Financial Policy: 
 
                                                                     
Signature: ________________________________    Relationship: ___________               Date: _________________ 
Signature of Patient or Responsible Party                   Relationship to Patient                               Date                       



                                                                 


