
Nephrology Consultants of GA
Georgia's Best in Nephrology

1. You are ultimately responsible for payment of charges for services you receive from our office. Any

check payment dishonored by your bank will result in a $30.00 return check charge being added to

your account. 

2. All co-payments are collected at the time you check-in. 

3. It is your responsibility to provide us with your current address, telephone number and insurance

information at each visit. 

4. It is your responsibility to contact your insurance carrier to confirm that our physicians participate

in your plan. If you see a doctor that is not currently on your plan, you will be responsible for payment

in full. 

5. If your plan requires a referral, it is your responsibility to obtain this authorization prior to being

seen by the doctor. If we are required to obtain the referral for you, please notify our office 72 hours

prior to your visit so that we have ample time to acquire this information from your insurance

company. 

6. All medical records requests MUST be in writing and received in our office a minimum of 72 hours

prior to the date needed. We will require the complete name and address where the records are to

be mailed. There is a copying fee of .97 cents per page for all records. This is payable in advance. 

7. This practice accepts, Visa, MasterCard, American Express as well as checks, cash and debit cards. 

8. A $50.00 fee will be charged if you fail to cancel/reschedule your appointment within 3 business

days. 

If you do not inform us of any special requirements in your insurance contract, such as referrals or

pre-authorization for treatment, and we subsequently order services that are not covered, we will

have no choice but to bill you directly for those charges. In the event that services are provided and

your insurance coverage is not in effect on that day, or if your contract contains a pre-existing clause,

your insurance carrier will probably deny payment for services rendered. Please remember that you,

the patient, are ultimately responsible for payment. I have read and understand the office policy

stated above and agree to accept financial responsibility as described. 

Patient Signature__________________________ Date______________________
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FINANCIAL POLICY
We are committed to meeting your healthcare needs. In order to keep financial

arrangements as simple and cost effective as possible, we have implemented the

following guidelines:

https://ncgpc.com/wp-content/uploads/2021/01/New-Patient-Packet-Piedmont.pdf

