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FINANCIAL POLICY — Effective 01.01.2026

Thank you for choosing Rowan Diagnostic Clinic (RDC) / Digestive Health Associates / RDC Specialty Care /
Faith Internal Medicine / RDC Allergy and Asthma for your medical care. Please contact the clinic directly
regarding any questions about our fees, this financial policy, or insurance plans accepted.

Professional Fees/Services: Our fees for medical services are comparable to other similarly trained
physicians in the community and reflect the complexity of your specific needs. We are happy to provide you
with an itemized statement at any time. Labs and pathology bills will be charged by a third party separately.

Patient Payments: Any co-payments, deductibles and/or coinsurance required by an insurance company
must be paid at the time of service or your appointment may be rescheduled. Services not covered by your
insurance plan including outstanding balances are due at the time of service. As a courtesy to our patients, we
accept cash, personal check, money orders, and all major credit cards (Visa, Master Card, Discover and
American Express) as well as Care Credit. Unpaid balances may result in discharge from the practice and/or
referral to a collection agency. Any credit balances will be applied to any unpaid dates of service unless
otherwise requested by the patient. Returned checks will be subject to a $35 returned check fee.

Cancellation / Rescheduled Appointments / No-Show Fees: We ask that you provide us with at least
twenty-four hours advance notice if you need to cancel or change an appointment. We understand that
situations arise in which you must cancel/reschedule your appointment. Patients who miss their scheduled
appointment without a call to cancel will be considered a NO SHOW and be subject to a $50.00 fee for an
office appointment and a $75.00 fee for a procedure appointment (effective 01/01/2026). Patients that are
more than 15+ minutes late for their appointment may be rescheduled. Cancellation and No-Show fees are
the sole responsibility of the patient and must be paid in full within 90 days or they will be subject to our,
“Collections,” policy below. Excessive no shows will result in dismissal from the practice.

Insurance Cards and Insurance Filing: We will file your insurance claims to your insurance carrier(s). Your
insurance coverage and benefits are a contract between you and your insurance company, all disputes must
be handled between you and your insurance company. You must bring your current insurance card and picture
ID to every visit to file insurance claims on your behalf. It is your responsibility to inform us in a timely manner
of any changes to your billing information. If your insurance company denies payment, you will be expected to
pay for services in full. If we are out of network with your insurance plan any balances would be your
responsibility. As a courtesy to our patients, we will send you a detailed statement once your insurance has
processed the claim. This statement will reflect any remaining balance that you will be responsible for.

Auto Pay/Credit Card on File — We offer this option to keep from your account reaching the collections
process and requires an initial payment of 20% of your total balance and monthly payments until balance is
paid in full.

Workers Compensation Claims: We require written approval/authorization by your employer and/or workers
compensation carrier prior to your initial visit and for each visit.

Insurance Authorizations/Referrals: If your insurance requires an authorization or referral for office visits or
procedures it is your responsibility to make sure we have an authorization/referral prior to the visit or service.
Failure to obtain the required authorization or referral before your visit will result in you being financially
responsible for your bill.

Uninsured /Self Pay Patients: All office-based services require a deposit prior to being seen by the doctor for self-
pay patients: Primary Care: Minimum deposit of $100.00 — Specialist: Minimum deposit of $200.00. Additional
payment may be required at checkout based on services rendered. Patients without insurance may qualify for a discount
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if charges are paid in full on the date of service. Eligibility and discount amount depend on the type of services
provided. Any remaining balance not paid at checkout will be billed and is due upon receipt of the statement.

Minor Patients: Patients under the age of 18 must be accompanied by the parent or guardian or permission
provided by parent via phone. The parent who consents for treatment will be the responsible party on the
account and is responsible for all charges regardless of divorce or separation decree.

Collections: If your account becomes delinquent, you may be referred to a collection agency for collection of
outstanding balance and any scheduled appointments may be canceled. You may be required to pay any
outstanding or collection balances before scheduling future appointments.

Medical Forms: Completion of disability forms, FMLA forms, attending physician statements, and other
supplemental insurance forms require physician and/or staff time to complete and will require a $20.00 fee to
complete most of these forms. Non-standard forms may be higher.

Discharge from Practice: If you are discharged by your provider for any reason, you can establish care with
one of our providers in another practice provided the new provider you are establishing care with agrees to
accept you as a patient.

| hereby authorize payment directly to RDC of the medical benefits. | hereby authorize RDC to release my
information required in the course of my examination and/or treatment to my insurance carriers, third party
payers or others directly involved in processing and collection of any claims submitted on my behalf. If patient
is a minor (Under 18) the Parent/Adult/Guardian who signs this form below will be responsible for all
copayments, deductibles, and non-covered services. We do not forward bills to other parties regardless of
court rulings or divorce decrees. | guarantee payment to RDC for all charges for the services provided to me.
| understand that the person signing below as Financially Responsible Party is personally responsible for all
copayments, deductibles, and non-covered services. | authorize payment directly to RDC for any surgical or
medical benefits, if any, and otherwise payable to me for all services rendered. If covered by Medicare or
Medicaid, | certify that the information provided by me in applying for payment under Titles V, XVIII and/or XIX
of the Social Security Act is correct. | authorize the transfer of monies paid to RDC and otherwise refundable
to the Patient or Guarantor, to other accounts at RDC for any other account which the Patient or Guarantor is
responsible. | understand RDC, and any affiliates, or vendor thereof (including collection or billing companies)
may contact me by phone, voice message, email, or text message to any telephone number (home, work,
wireless, cellular, and/or mobile) | have provided or associated with my account. | further agree that you may
use any method of contact to these numbers, such as an Automated Telephone Dialing System (ATDS) or
prerecorded message. | also agree that | will notify RDC if | have given up ownership or control of any such
telephone number. | HAVE READ AND AGREE TO ABIDE BY THIS FINANCIAL POLICY TO ENSURE
PAYMENT FOR MYSELF OR MY FAMILY. | UNDERSTAND THAT THE TERMS OF THIS FINANCIAL
POLICY MAY BE AMENDED AT ANY TIME WITHOUT PRIOR NOTIFICATION TO ME, THE PATIENT OR
LEGAL GUARDIAN. By signing below, | am acknowledging that | have been provided with a copy of the RDC
Notice of Privacy practices (See Clipboard or ask one of our staff members for a copy) on this date. My
signature below confirms that | have read and understand all the above information, and that any questions
have been answered. | agree with these terms in full as stated.

Patient / Guardian Printed Name Date:

Patient/Guarantor Signature

Date of Birth




