






PATIENT FINANCIAL RESPONSIBILITY STATEMENT 
 

Thank you for choosing Bucks County Podiatry as your healthcare provider. The medical 
services you seek imply a financial responsibility on your part. This responsibility obligates you 
to ensure that payment is made in full, for the services you receive.  
 

1.​ You are ultimately responsible for all payment obligations arising out of your treatment or 
care and guarantee payment for these services. You are responsible for deductibles, 
copayments, co-insurance amounts or any amount not covered by your health 
insurance. 

 
2.​ All insurance claims will be submitted by our office to your insurance carrier. If you have 

multiple insurers, it is your responsibility to provide our office with that information, at the 
time of your visit.  

 
3.​ Bucks County Podiatry will request a credit card to keep in a 

secure location, with Heartland Payment Systems. All information 
is kept confidential and SECURE.  

 
4.​ Once your insurance claim is processed, and if there is any outstanding payment still 

due (deductible, co-insurance, copay, denial), our office will send a bill to the address 
that you provide to us. You will have 30 days to make payment on your account. 
After 30 days, the credit card that is kept on file, will be processed with the outstanding 
balance. If the credit card on file is declined and the payment cannot process, a 30% 
FEE will be added to all past due accounts and balances will be forwarded to a collection 
agency.  

 
 
 
 

X____________________________________________________ 

Signature of Patient or Parent of Minor 
 



____________________________________________________ 
Date 
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