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IMPORTANT NOTICE TO ALL PATIENTS

IT IS YOUR RESPONSIBILITY TO KNOW YOUR INDIVIDUAL INSURANCE POLICY.
MANY INSURANCE POLICIES HAVE EXCLUSIONS, AND MOST HAVE DEDUCTIBLES,
AND CO-PAYMENTS / CO-INSURANCE. SOME INSURANCE POLICIES MAY NOT
COVER OUR SERVICES.

IT IS IMPORTANT FOR YOUT O CHECK WITH YOUR INSURANCE CARRIER TO
DETERMINE IF THE PROVIDER YOU ARE SEEING IS LISTED AS AN “IN-NETWORK”
PROVIDER. IF THEY ARE NOT LISTED AS AN “IN-NETWORK"” PROVIDER YOU MAY
HAVE A HIGHER DEDUCTIBLE AND OR CO-PAY.

REGARDLESS OF INSURANCE COVERAGE, YOU ARE RESPONSIBLE FOR ALL BILLS
NOT COVERED BY YOUR INSURANCE POLICY.
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