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Patient Name (print)

Responsible Party Signature Date / /

Patient or Responsible Party 

Signature Date / /

Responsible Party Signature Date / /

X_______ (initial) Patients will need to make a $175 

deposit prior to seeing the provider, and self pay patients 

with a back condition will need to make a $250 deposit 

prior to seeing the provider.                                                

X_______ (initial) Patients will need to pay for services 

rendered at each appointment whether the appointment 

is for a new problem or follow-up care.                                                   

INSURANCE PATIENTS

X_______ (initial) ROC/RORS will file your insurance.  I 

authorize my health insurance company to utilize the 

medical information as reasonably necessary for the 

proper administration of the health plan.  I hereby assign 

ROC/RORS any payments of medical benefits for 

services rendered to myself or dependents.  Co-

payments: ROC/RORS are required by your 

insurance to collect your co-payment.  If you do not 

have your co-payment your appointment will be 

rescheduled. I have read and understand that I am 

responsible for paying the annual deductible, co-

payment, coinsurance and any charges for non-covered 

services as determined by my insurance.

X_______ (initial) In addition to charges collected at the time of service ROC may bill me for additional services provided (i.e., 

x-ray, MRI, medical equipment) and or balances on my account.

OUTSTANDING BALANCES

X_______ (initial) I acknowledge if my account has an outstanding balance I will not be able to make an appointment until the 

balance is paid in full. Any third party costs associated with collecting past due accounts will be added to the patient's account.

SELF PAY PATIENTS

RALEIGH ORTHOPAEDIC CLINIC PATIENT FINANCIAL POLICY AND SIGNATURE ON FILE

AUTHORIZATION TO RELEASE INFORMATION:

X_______ (initial) I acknowledge full financial responsibility for services rendered by ROC/RORS, regardless of insurance 

coverage, Workman's Compensation coverge, and whether or not there was an accident with another party at fault.  If 

hospitalization, surgery, or office surgery is indicated, the patient is responsible for furnishing current insurance information to 

the office prior to hospitalization or surgery.

RX REFILLS

I authorize the release of medical information to my primary care or referring physician and as necessary to process insurance 

claims, including claims for disability benefits, insurance applications and prescriptions.  I authorize transmission of medical 

information by fax.

Patient SSN#

“I agree that Raleigh Orthopaedic Clinic may request and use my prescription medication history from other healthcare 

providers or third party pharmacy benefit payors for treatment purposes.”

ACCEPTANCE OF FINANCIAL RESPONSIBILITY

ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES:

/           /

I have received a copy to review of the Notice of Privacy Practices for Raleigh Orthopaedic Clinic, P.A. (ROC) and Raleigh 

Orthopaedic Rehabilitation Specialists (RORS).  
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