PEDIATRIC ASSOCIATES OF ALEXANDRIA
FINANCIAL AGREEMENT

I, the undersigned (jointly and severally if more than one), agree that | am legally responsible for payment of all
charges for services provided to my child(ren), stepchild(ren), or other dependents for whom | authorize care,
including grandchildren, nieces, and nephews.

| understand that services may be billed separately by other professionals, including but not limited to physicians,
radiologists, and laboratory providers. Pediatric Associates of Alexandria will file insurance claims and accept
payment according to contractual agreements. Questions or disputes regarding coverage are between the
insurance subscriber and the insurance company. Any assistance provided by the Practice is a courtesy and does
not imply responsibility for claim processing or follow-up.

Payment Responsibilities

* Copayments are due at the time of service. A $10.00 late fee will apply if not paid at the visit.

e | amresponsible for all balances, including copayments, coinsurance, deductibles, non-covered services,
termination of coverage, failure to add a dependent to insurance, or any unpaid amounts.

e Payment is expected within 30 days of the date of service.

* A $50.00 returned check fee will be charged for insufficient funds.

Missed Appointment Policy (Effective 01/01/2026)

* $50.00 fee for missed sick visits not canceled at least 24 business hours in advance

* $100.00 fee for missed well visits or specialty appointments, including mental health services
* Three missed appointments may result in termination from the Practice

After-Hours Calls
A $30.00 emergency after-hours fee will be charged for calls to the covering provider outside normal business
hours. These calls are not covered by commercial or Medicaid insurance and are the patient’s responsibility.

Administrative Fees
An administrative fee will be charged for each form requested for completion. Forms completed during Well-
Checks are at no cost.

Collections and Late Balances

Accounts over 30 days may be charged interest at 33%. Unpaid accounts may be referred to a collection agency or
attorney, and delinquent accounts may be reported to credit bureaus. Collection fees, court costs, and applicable
interest may apply.

The Practice is required to report all services rendered to your insurance carrier, including services outside normal
business hours. | understand that | am responsible for all patient-responsibility balances assigned by my insurance

carrier.

| have read, understand, and agree to this Financial Agreement.

Parent/Guardian Name (Printed)

Parent/Guardian Signature



Patient Name(s)



