Linzi L. Stewart D.O. PLLC
FINANICIAL POLICY

Our office is committed to providing quality and cost-effective healthcare to our patients. It is essential
that you understand what services are covered by your insurance plan and obtain all authorizations
prior to your appointment. Your doctor my recommend services she feels are beneficial but may not be
covered by insurance, It is your responsibility to understand the limit and restrictions affecting coverage

Signature: Date:

INSURANCE/BILLING INFORMATION

Signature: Date:

NO SHOW poLIcy

I am aware that if | fail to appe,ar'for scheduled appointments and fail to cancel appointments twice
within a 6-month time-frame, my"acgount will be assessed a $50.00 fee for which | will be responsible

for paying prior to scheduling another appointment. ¥ you [ No Show for a scheduled surgery, there
will be a $250.00 cancellation fee. If you No Show for a scheduled Ultrasound appointment, you will be

Signature: Date:

PREVENTATIVE CARE SERVICES

Signature: Date:




