IMPORTANT INFORMATION ABOUT OUR POLICIES
PAYMENT IS EXPECTED AT THE TIME OF SERVICE
Windham Urology Group accepts CASH; PERSONAL CHECKS, VISA, MASTERCARD, DISCOVER & DEBIT CARDS. (a
$25.00 fee will be charged for any returned checks).
Payment is required at the time of service unless other arrangements have been made in advance. This includes
payment for any DEDUCTIBLES; CO-PAYMENTS and/or CO-INSURANCE amounts for participating insurance companies.
If your co-payment is not paid @ your visit and we need to bill you for it there will be $10.00 billing fee added. (this is to
cover our cost).
INSURANCE: If we participate with your insurance carrier, as a courtesy we will bill them for the services provided to
you. Ultimately, however, you the patient are responsible for all charges. If your insurance carrier requires a Precertification or Referral for any services rendered it is the patient’s responsibility to notify the carrier. Failure to do so
will result in reduction or denial of benefit payment and the patient will become responsible for all balances.
UNINSURED PATIENTS: You are responsible for payment in full at the time of service unless other arrangements have
been made in advance
SURGICAL CANDIDATES: All of our surgical procedures are ELECTIVE. Prior to scheduling a surgical procedure we may
ask you for a DEPOSIT, DEDUCTIBLE OR CO-PAYMENT. This payment will be required 1 week in advance of the
procedure and must be paid in CASH. We will contact your insurance company to check for coverage and any monies
owed before the procedure. Our billing specialist will contact you with this information.
I understand that any patient balances must be paid within 60 days of a billing statement to avoid late fees and
collection activity.

APPOINTMENT PROTOCOL
As a courtesy, we make confirming calls 2 days in advance of your scheduled appointment.
We require a 48hour notice of cancellation or re-scheduling of your appointment. If not, you will incur a $45.00 noshow or late cancellation fee. Insurances do not cover this fee so you, the patient, will be responsible for payment. A
future appointment will be at the discretion of W.U.G. If you incur 3 or more no-shows or late cancellations, you may be
discharged from the practice.
Compliance: By becoming a patient of W.U.G., you the patient are ultimately responsible to follow through with the
recommendations of your physician. i.e.: keeping/scheduling follow-up appointments; treatments and/or referrals. If
you fail to keep/or comply with the above, you release W.U.G. from any potential complications/liability of noncompliance.
By reading and signing this document, I the undersigned patient (or authorized representative) have read and
understand the above policies. This is a lifetime authorization, unless revoked in writing.
____________________________________________
Patient’s Name (printed)
____________________________________________
Patient’s Signature

______________________________
Date

