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Consent for Medical Treatment SLMC Account #  
Financial Policy 

 
Patient Name:  DOB: 

Consent for Treatment  

• I consent and authorize the physician(s) who may attend me, their assistants, including those 
employed by St. Louis Medical Clinic (SLMC) to provide medical care, tests, procedures, services and 
supplies considered advisable by my provider. In consenting to treatment, I have not relied on any 
statements as to results. 

 
Account Responsibility  

• As the patient, or the patient’s representative, registered with St. Louis Medical Clinic (SLMC), you 

are agreeing to accept responsibility for all balances incurred on behalf of the named patient’s 

medical care. Patient balances are due within 14 days of receipt of a statement. If you feel your 

statement is incorrect, have a concern regarding insurance, or are experiencing financial difficulties, 

please contact our billing department as soon as possible by calling (314) 432- 1111. 

• NOTICE: IF AN INVALID INSURANCANCE CARED IS PRESENTED, YOU WILL BE SOLEY RESPONSIBLE FOR ALL 
CHARGES INCURRED. THE INDIVIDUAL SIGNING THE FINANCIAL POLICY WILL BE RESPONSIBLE FOR ANY 

CHARGES ASSOCIATED WITH THE PATIENT’S ACCOUNT. 

Co-Pays & Payment at the Time-of-Service . 

If required by your insurance plan, you will be expected to pay your co-pay each time the patient is seen in 

our office. SLMC accepts cash, checks, and all major credit cards. 

In addition, payment will be expected at the time of service when: 

• SLMC is not contracted with the patient’s insurance plan 

• SLMC is not able to verify insurance eligibility 

• The patient does not have insurance coverage 

• The patient has new insurance coverage, but is unable to provide an insurance card 

Professional Services Rendered & Fees . 

• If the patient is seen for a scheduled preventive visit and another condition is treated at the same 

time, the provider will bill for each service performed in accordance with CPT coding/billing 

guidelines 

• A $45.00 fee will be charged for any checks that are returned by the bank 

• Patients are responsible for notifying SLMC when scheduling an appointment and at check-in if they 

are presenting for evaluation and management of a Worker’s Compensation claim. Not all providers 

will render and/or third-party bill at the time of service and for filing any claims for reimbursement 

on their own behalf 

• SLMC will not file automobile accident claims. Patients will be responsible for paying any associated 

charges at the time of service and for filing any claims for reimbursement on their own behalf 
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Assignment of Insurance Benefits . 

Past Due & Collection Accounts of Insurance Benefits . 

Date: Print Name: Signature of Patient or Representative: 

 
 

 
. 

Cancellation/No Show Policy  

• SLMC understands there may be times when you miss an appointment due to emergencies or 

obligations to work or family. If you need to cancel or reschedule, please provide 24-hours’ notice 

• SLMC reserves the right to charge an appointment no-show or late or late cancellation fee of $35.00 

• SLMC reserves the right to discharge a patient for consistent cancellations and/or no-show 

appointments 

• SLMC will notify you in writing, via certified mail, if you are discharged from care 
 

• Inconsideration of any and all medical services, care, drugs, supplies, equipment and facilities 

furnished by SLMC, all physicians and providers, I authorize direct payment to SLMC of all insurance 

benefits applicable to these medical and other services, which are now, or which shall become due 

and payable to me. In addition, I hereby authorize payment to SLMC of applicable insurance benefits 

for medical and/or surgical services rendered by physicians for who SLMC is authorized to bill and 

collect 

• I certify that the information given to me in applying for payment under Title XVIII of the Social 

Security Act is correct. I authorize the release of medical or other information to the 

Medicare/Medicaid Program or its Intermediaries or carriers concerning this or a related claim filed 

by SLMC. I request that payment of authorized benefits be made on my behalf. I understand that I 

am responsible for the deductibles for each year and/or visit, the remaining co-insurance and any 

other non-covered personal charges 

• I acknowledge that I have read and understand the policies stated above and agree to accept 

financial responsibility for the services rendered to the patient. I understand that SLMC may file a 

claim, on my behalf, with my insurance company and that any balance not paid by insurance is my 

responsibility (contractual write-offs excepted). I understand that SLMC can only code and file a 

claim for medical services with a diagnosis that was encountered and documented in the medical 

record. Altering a diagnosis code in order to secure insurance payment may be inappropriate and 

possibly fraudulent. SLMC adheres to CPT coding guidelines 

• I authorize the release of any medical information necessary to facilitate the processing of insurance 

claims 
 

• A delinquent account may be placed with an outside collection agency. If placed with an agency, 

the account will be assessed a 25% collection fee. 

• PLACEMENT OF AN ACCOUNT WITH AN AGENCY WILL RESULT IN TERMINATION OF THE 

PATIENT/PROVIDER RELATIONSHIP. 

• THIS AUTHORIZATION AND CONSENT SHALL REMAIN IN EFFECT FOR ALL CURRENT AND PRIOR 

SERVICE AND SHALL REMAIN IN EFFECT FOR ANY FUTURE SERVICES UNLESS REVOKED BY ME IN 

WRITING. MY SIGNATURE BELOW IS MY ASKNOWLEDGEMENT THAT I UNDERSTAND THIS REQUEST 

FOR CONSENT AND THAT I UNDERSTAND ITS CONTENTS. THIS CONSENT MAY NOT BE ALTERED IN 

ANY MANNER. 

 


