
Financial Policy Acknowledgement and Consent to Treatment

Financial Agreement
I understand that I am financially responsible for all charges generated by care provided to me or 
my dependent child by Northwest Pediatric Gastroenterology, LLC (referred to below as 
“NWPG”).  I understand that under certain circumstances a deposit may be required before 
services are rendered by NWPG.  These circumstances include, but are not limited to: lack of 
proof of medical insurance, refusal to provide both the Social Security Number and date of birth 
of the financially responsible party, past delinquent account with NWPG or its providers, or 
bankruptcy.  This deposit will be applied to the total charges for services provided by NWPG.  I 
understand that failure to cancel or attend a scheduled appointment may result in additional fees: 
$75 for a new patient appointment, $25 for a follow up appointment.  I understand that additional 
fees may be applied for copies of my medical record and the completion of forms or letters 
outside the scope of routine medical care.

I understand that should I experience financial difficulty, I am to contact NWPG to arrange a 
payment plan.  

Referrals & Authorizations
I understand that certain insurance carriers require a referral and/or prior authorization for 
services to be considered a covered benefit.  It is my responsibility to ensure that any required 
referral or prior authorization is in place before services are provided.  If not, I understand that I 
will be required to either sign a financial disclaimer or to reschedule my appointment, with 
applicable late cancellation fees.  

Insurance Authorization
I hereby authorize NWPG to furnish my insurance company with all information which said 
insurance company may request concerning my present claim.  I hereby assign to the physician 
all money which I am entitled for expenses relative to the services performed.  I understand I am 
financially responsible to  NWPG for charges not covered by this assignment.  I also understand 
that my or my child’s insurance company may require any lab tests and/or procedures to be 
performed at a specified, contracted facility.  I understand that it is my responsibility to be aware 
and inform NWPG of this and that any charges incurred as a result of noncompliance are my 
financial responsibility. 

Permission for Medical Treatment
I am authorized to and give permission for my dependent child to receive medical treatment by all 
of the medical providers at NWPG.  I understand my child will be assigned to one provider but 
may need to see another provider if my child’s provider is not available.

Exchange of Medical Information
By signing below, I agree I have reviewed and understand the information above and that I have 
reviewed and been offered a copy of the Notice of Privacy Practices.  I also authorize NWPG to 
access my dependent child’s prescription information through the Surescripts e-prescribing 
database.

I have read and understand the above.

_________________________________________________                      __________________
Parent or Legal Guardian       Date


