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Hampton Roads Otolaryngology, PLLC (herein referred to as HROA) appreciates the confidence you have shown in 
choosing us to provide for your healthcare needs.  The following is our general policies.  Please review this information 
and sign where indicated. 

Patient Financial Policies !
I understand that it is my responsibility to provide HROA with current, accurate billing information at the time of check in 
and to notify HROA of any changes in this information. !
I understand that it is my responsibility to pay my co-pay at the time services are rendered.  I understand that this is a 
contractual agreement that I have with my health plan and that HROA also has a contract agreement with my health plan 
to collect co-pays at the time of service.  !
I understand that I will be billed for any amounts due by me including co-insurance amounts, co-payments and 
deductibles and that I have a financial responsibility to pay these amounts. !
I understand that insurance claims pending which exceed the agreed upon time limit for payment with respect to the term 
of my insurance company’s contract with my provider are my responsibility.  !
I understand that if any charges billed to me are still outstanding after 90 days from the date services were rendered, my 
account may be referred to a collection agency or an attorney for collection, unless other acceptable payment 
arrangements can be made. I agree to pay all costs of collection, including but not limited to, thirty three percent 
collection agency fees plus attorney fees and court costs.  In the event my account is in default, I agree to pay interest at 
the rate of (18%) per annum from and after the date of treatment.  I hereby waive the benefit of my homestead exemption 
as to this debt.   !
I understand it is my responsibility to obtain a referral (if required by your insurance company).  If this referral is not 
obtained, then all charges will be the responsibility of the guarantor. !
I understand there is a $35.00 fee for any check returned from my bank. !
I understand that if I do not cancel an appointment 24 hours prior to my scheduled appointment time, or if I do not show 
for my appointment, there may be a $25.00 fee.  If I cancel/no show three appointments, I may be released from care.  If I 
am released, I will be notified in writing by HROA. !
I have read the above policy regarding my financial responsibility to HROA for providing services to me or the above 
named patient.  I authorize my insurer to pay any benefits directly to HROA, the full and entire amount of the bill incurred 
by me or the above named patient. !
__________________________________       ____________________________     _____________________ 
Signature             Relationship to Patient        Date !

Consent for Treatment & Authorization for Release of Information !
I hereby authorize HROA through its appropriate personnel, to perform or have performed upon me, or the above named 
patient appropriate assessment & treatment procedures. !
I understand that in the course of treatment, there is a possibility that HROA healthcare workers may become exposed to 
my blood or body fluids.  State laws require a sample of my blood be tested for the presence of infectious diseases.  The 
results of the tests will be released to me and the healthcare worker that was exposed.  !



I further authorize HROA to release any & all medical information on myself or the above named patient to my insurance 
company to process my claim and hereby authorize a copy of my medical information be sent to my primary care 
physician as well as any attending or consulting practitioners.  !
__________________________________     ______________________________    ______________________ 
Signature            Relationship to Patient                            Date


