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Ear, Nose and Throat/Plastic Surgery of Warrensburg P.C. 
 

Business Policy 
 
This is an agreement between one and or all of the following providers of medical service:  ENT/Plastic Surgery of Warrensburg, P.C., 
Allergy Associates of Warrensburg, Hearing Associates of Warrensburg, Dr. Mark L. Hechler as creditor, and the Patient and or 
Debtor named on this form.  In this agreement the words “you”, “your” and “yours” mean the Patient/Debtor.  The word “account” 
means the account that has been established in your name to which charges are made and the payments credited.  The words “we”, 
“us” and “our” refer to one of the aforementioned businesses and or providers of service. 
 
Patient Courtesy:  We understand for the need for cellular phones, but as a courtesy to our patients and staff we ask you to please 
turn cell phones off upon entering our doors.  We also ask you to be courteous to our staff as they are here to help. 
 
Paperwork Completion:  In order to provide medical care and file the claim to your insurance, we require paperwork to be 
updated on a yearly basis.  If you choose not to update, we will ask for payment in full regardless of insurance coverage. 
 
Insurance Processing:  As a courtesy to you, we will file the claim to your insurance(s).  You must present your insurance card(s) at 
the time of services rendered or you may be financially responsible for the services provided.  It is not our practice to back-bill 
insurance companies for services already provided. 
 
Contracted Insurances:  If we have a contract with your insurance company, then there are requirements that must be followed 
to ensure proper claim payment.  All copays are due at the time of service and it is the insurance company that makes the final 
determination of your eligibility and benefits.  If your insurance company requires a referral and or preauthorization, you are 
responsible for obtaining it.  Failure to obtain a referral and or preauthorization may result in lower payment from the insurance 
company.  This would then lead to higher out of pocket expenses to you. 
 
Non-contracted Insurances:  In some cases we do not participate with an insurance company.  In that case, we will bill your 
insurance company as a courtesy to you.  If your insurance company requires a referral and or preauthorization, you are responsible 
for obtaining it.  Failure to obtain a referral and or preauthorization may result in lower payment from the insurance company.  This 
would then lead to higher out of pocket expenses to you. 
 
Monthly Statement:  If you have a balance on your account, we will send you a monthly statement.  If will show separately any 
open line items, payments and or credits applied to those open line items.  The balance on your statement is due and payable in full 
upon receipt. 
 
Payments:  The balance on your statement is due and payable when the statement is issued.  The account is considered past due if 
not paid in full by the 25th day of each month.  We shall have the right to cancel your privilege to make charges against your account 
at any time.  Future visits would then need to be paid in full at the time of service. 
 
Past Due Accounts:  If your account becomes past due, we will take necessary steps to collect this debt.  If we have to refer your 
account to a collection agency/attorney you agree to pay all cost incurred.  Once an account is sent to a collection agency/attorney, 
the account must be paid in full before we can see you OR a family member again.  Future services must be paid in full, with cash.  
Should you have insurance coverage, we will file on your behalf and refund if necessary. 
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Waiver of Confidentiality:  You understand if this account is submitted to a collection agency/attorney, if we have to litigate in 
court or if the past due account is reported to a credit bureau then the fact that you received treatment at our office may become a 
matter of public record. 
Returned Checks:  There is a fee of $30.00 for any checks returned to us from the bank.  Should a check be returned to us you will be 
required to pay for all future services with cash or by card. 
 
Divorce:  In case of divorce/separation, the parent responsible for the account prior to this event will still remain the responsible 
parent for that account.  After the divorce is finalized, the parent authorizing treatment (i.e. bringing the child to the office) will be 
the parent responsible for those subsequent charges.  If the divorce decree requires the other parent to pay any portion of the 
treatment costs then it is the responsibility of the authorizing parent to collect from the other parent. 
 
Prescription Refills:  Our office will renew medications prescribed by our physician only.  Before calling our office, please contact 
your pharmacy.  Any requests made to our office will be addressed within 24 hours.  Narcotics are never filled over the phone and 
can only be approved by the prescribing physician. 
 
Personal Injury:  If you are being treated as part of a personal injury lawsuit or claim, we require verification from your attorney 
prior to your initial visit.  In addition to the verification, we require that you allow us to bill your health insurance company.  In the 
absence of insurance, other financial arrangements may be discussed to ensure proper coverage.  Payment of the account remains 
the patient’s responsibility.  We cannot bill the attorney for charges incurred. 
 
Worker’s Compensation:  We require written approval/authorization by your employer and or worker’s compensation carrier prior 
to your initial visit.  If your claim is denied, you will be held responsible for payment in full. 
 
Transferring of Records:  You will need to request in writing and pay a reasonable fee set forth by the State of Missouri for a copy of 
your records.  Please allow one business week for the processing of this request. 
 
Co-signature:  If this or another financial policy is signed by another person, that co-signature remains in effect until cancelled in 
writing.  If written cancellation is received, it becomes effective with any subsequent charges. 
 
Effective Date:  Once you have signed this agreement, you agree to all of the terms and conditions contained herein and the 
agreement will be in full force and effect. 
 
 

Account Number__________ 
 

     
Please Print Name of Responsible Party: __________________________________________ Relationship: _____________________  

 
___________________________________________________________________________ Date: ___________________________ 
Patient Signature or Legal Guardian 
 
 ___________________________________________________________________________ Date: ___________________________ 
Co-signature 


