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Financial Policies

Assignment of Insurance Benefits:

I hereby authorize direct payment of my insurance benefits to Dallas Renal Group or the 
physician individually for services rendered to my dependents or me by the physician or under 
his-her supervision. I understand that it is my responsibility to know my insurance benefits and 
whether or not the services I am to receive are covered benefits. I understand and agree that I 
will be responsible for any co-pay or balances due. In addition, I understand that it is my 
responsibility to ensure that the clinic has valid and/or updated insurance information. I also 
understand that ultimately I am responsible for any outstanding balance not covered by my 
insurance.

Medicare/ Medicaid/ insurance benefits:

I certify that the information given by me in applying for payment under these programs is 
correct. I authorize the release of any of my or my dependent’s records that these programs 
may request. I hereby direct that payment of my or my dependent’s authorized benefits be 
made directly to the Dallas Renal Group or the physician on my behalf.

Authorization to Release Non-public Personal Information:

I certify that I have received and read a copy of the Dallas Renal Group Patient Information 
Privacy Policy. I hereby authorize Dallas Renal Group or the physician individually to release 
any of my or my dependent’s medical or incidental non-public personal information that may be 
necessary for medical evaluation, treatment, consultation, or the processing of insurance 
benefits.

Authorization to Mail, Call, or E-mail:

I certify that I understand the privacy risks of the mail, phone calls, and e-mail. I hereby 
authorize the Dallas Renal Group staff or my physician to mail, call, or e-mail me with 
communications regarding my healthcare, including but not limited to such things as 
appointment reminders, referral arrangements, and laboratory results. I understand that I have 
the right to rescind this authorization at any time by notifying Dallas Renal Group to that effect in 
writing.
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Lab/ X-ray/ Diagnostic Services:

I understand that I may receive a separate bill if my medical care includes lab, x-ray, or other 
diagnostic services. I further understand that I am financially responsible for any co-pay or 
balance due for these services if they are not reimbursed by my insurance for whatever reason.

Financial responsibility agreement

I understand and agree that I will be financially responsible for any and all charges not paid by 
my insurance for my visits. This includes medical service or visit, lab testing, and any other 
screening service or diagnostic ordered by the physician or staff. I understand and agree it is my 
responsibility and the responsibility of the physician or clinic to know if my insurance will pay for 
medical service or visit. I understand and agree it is my responsibility to know if my insurance 
has any deductible, copayment, coinsurance, usual and customary limit and I agree to make full 
payment. I understand and agree it is my responsibility to know if the physician or provider I am 
seeing is contracted in-network with my insurance plan. If the physician I am seeing is not 
recognized by my insurance company or plan, it may result in claims being denied or higher out 
of pocket expenses to me. I understand and agree to be financially responsible and make 
complete payment of all outstanding balances. 

Insufficient funds

I understand that in the event of any returned/declined payment made to Dallas Renal Group, I 
will be responsible for the declined payment charge of $20 in addition to the balance owed.

Signature: ______________________________ Date:___________________________

Patient Name:______________________________


