
 

Financial Policy 

Thank you for choosing Basin Dermatology as your healthcare provider. Our offices are committed to 
providing the best medical care through communication and understanding. Confirmation and updating 
of personal address and phone/cell numbers for contact will assure our ability to communicate with 
you. At any time, you have questions or concerns requiring further information, whether it is medical or 
business, our staff is available to assist you.  

 

The following information outlines our policies regarding payment of your doctor’s bill.  

 

The cost of medical care is determined by the nature of complexity of the illness. There is no “flat rate” 
for examinations and treatment. You are given an estimated amount at the time of visit before 
checkout. After reviewing the physicians/providers documentation for the visit additional 
services/procedures may be added to the visit. 

 

Out-Of-Network Insurance Patients will be expected to pay the Out-Of-Network deductibles and co-
insurance at the time services are rendered. Basin Dermatology will file with your insurance company as 
a courtesy.  

 

In-Network Insurance Patients at each visit, your current insurance card(s) will require presentation 
when “signing in” at the front desk. The patient will be responsible for any co-payments, deductibles, 
co-insurance or non-covered services at the time of the visit.  

 

Non-Insured Patients will be expected to pay in full the total charges for the services rendered. We do 
offer a discount for our non-insured patients.  

 

A stated of your unpaid balance plus additional services not covered by insurance will be sent to you for 
full payment within 30 days. To avoid collections procedures your account must be kept current. If the 
account is sent to collections, then he physician/patient relationship is terminated.  

 

Patient Name Print_____________________________________________________________________ 

Patient or Legal Guardian Signature________________________________________________________ 

Date________________ 


