
 

 

 

                       HAPN FINANCIAL POLICY 
 

 

We at Houston Area Pediatric Neurology, PLLC (HAPN) are committed to providing quality care and we are pleased to discuss our 

fees for professional services with you at any time requested.  Your clear understanding of our financial policy is important to our 

professional relationship.  Please ask if you have any questions about this financial policy.    

 
FINANCIAL POLICY STATEMENT 

 

We bill your insurance carrier solely as a courtesy to you.  You are responsible for the entire bill when the services are rendered.  We 

require that arrangements for payment of your estimated share be made today.  If your insurance carrier does not remit payment within 

45 days, the balance will be due in full from you.  In the event that your insurance company requests a refund of payments made, you 

will be responsible for the amount of money refunded to your insurance company.  In the event your company establishes an internal 

usual and customary fee schedule, you will be responsible for the difference remaining.    

  

If any payment is made directly to you for services billed to us, you recognize an obligation to promptly remit same payment to 

Houston Area Pediatric Neurology, PLLC.  This does not apply for those patients that are on an HMO plan or considered Worker’s 

Compensation.  However, be advised if you claim W/C benefits and are subsequently denied such benefits, you may be held 

responsible for the total amount of charges rendered to you.    

  

When you pay by check, you expressly authorize the physicians of Houston Area Pediatric Neurology, PLLC, if your check is 

dishonored or returned for any reason, to electronically debit your account for the amount of the check plus a processing fee of up to 

the state maximum legal limit (plus any applicable sales taxes).  Please note:  The above language authorizes an electronic debit to 

your account for the state-allowed recovery fee.  In accordance with the rules of the National Automated Clearing House Association, 

you may call (888) 235-4635 to revoke the authorization for the electronic transaction.  This does not mean, however, that Houston 

Area Pediatric Neurology, PLLC cannot collect a return check fee by other methods.  

 

UNACCOMPANIED MINORS  
Minor must have an authorization for medical treatment signed by his/her parent/guardian and is responsible for providing 

current insurance information for self. Please note that co-payments and/or deductibles are expected at the time of service.  

REGARDING DIVORCE:  
TCP does not get involved in disputes between divorced parents regarding financial responsibility for their child’s medical 

expenses. By signing as guarantor below, you agree to be financially responsible for the care we provide to your child, 

regardless of whether a divorce decree or other arrangement places that obligation on your former spouse.  

REGARDING INSURANCE  
Indemnity/Fee for Service: We require full payment at the time of service. We will supply you with a copy of your itemized 

statement so that you can file for reimbursement from your insurance company. Should your insurance company require a 

more detailed description of services, please have them request it in writing.  

 

Insurance is a contract between you and your company. We are not a party to your contract. We will not become involved in disputes 

between you and your insurance company regarding deductibles, non-covered charges, co-insurance, secondary insurance, 

coordination of benefits, pre-existing conditions, or “reasonable and customary” charges other than to supply the factual information 

as necessary. You are responsible for timely payment of your account.  

  

 I understand and agree that if I fail to make any of the payments for which I am responsible in a timely manner, I will be 

responsible for all costs of collecting monies owed, including court costs, collection agency fees and attorney fees. I have 

read and understand that I am personally responsible for payment on this account.   

 Assignment: I hereby authorize payment directly to HAPN or my Physician. Any changes in this authorization must be 

received in writing within 30 days of the effective date. 

 In the event my insurance company deems a service to be “non-covered” I understand that I am personally responsible for 

payment.  

 I agree to the release of any and all medical information, including HIV test results, and financial information necessary to 

process this and any future claims to my insurer or payer of health benefits, as I may designate that person or entity from 

time to time, for an indefinite period or until I submit a written revocation of this release. Any changes to this authorization 

must be received in writing within thirty days of effective date. 

 

Guarantor Signature: _____________________________________________ Date:____________________________________ 

 

Print Name: ____________________________________________________ Guarantor Date of birth:_____________________ 

 

Relationship to Patient:___________________________________________  

 

Patient(s) Name: ________________________________________________ Patient Date of Birth: ______________________ 

 


