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FINANCIAL POLICY 
 

We hope to make your visit in our office as thorough and pleasant as possible. We also want you to have a full understanding of your 
insurance plan as well as our financial policies and expectations for payment. PLEASE READ THIS DOCUMENT CLOSELY. 
 

INSURED PATIENTS 
Payment is due at the time services are rendered. This includes outstanding balances, deductibles, co-payments, co-insurances 
other fees for services not covered by your insurance company, and expected charges for services rendered during your visit.  

• Your payment at check-in is a deposit for the visit. Charges may also be collected at check-out for services rendered. This 
applies to all insurance plan types. You will subsequently receive an explanation of benefits from your insurance company, and, 
if needed, statements from your insurance company and Gwinnett Clinic to collect any outstanding balance. 

• If you are not sure what your insurance covers, PLEASE CALL YOUR INSURANCE COMPANY DIRECTLY! As the 
insured member, you are in the best position to get accurate information. As there are hundreds of insurance plans, we are only to 
provide general cost estimates. In addition, the information given to us comes with a disclaimer that it may be inaccurate. 

• As a courtesy, we assist with filing insurance claims, completing insurance forms, and requesting insurance pre-certifications. 
• In short, the ULTIMATE RESPONSIBILITY for filing, processing, and paying claims remains with you. If your insurance has 

not paid their portion within ninety (90) days of being billed, we encourage you to continue contacting them. (Please note that 
insurance carriers may provide false or inaccurate information at time of initial benefits verification.) 

• You will receive regular statements requesting payment of any unpaid balance.	After two (2) statements, your balance will be 
forwarded to a third-party collection agency. 
 

PRIVATE PAY (NO INSURANCE)  
Gwinnett Clinic will collect full payment at the time of your visit for services rendered during the visit. 

• Prior to your visit (at check-in), an office visit fee – along with payment for all previously unpaid balances – is collected. 
• After seeing the physician / nurse practitioner (at check-out), there may be additional charges depending on the level of service 

that was provided by the physician or nurse practitioner and the additional services (labs, imaging, etc.) that may have been 
ordered / rendered during the visit. 

• If additional tests are ordered that need to be completed after the visit, and you anticipate a problem paying for these – please let 
your health care team know before leaving the office. 

 

ALL PATIENTS 
• *NO-SHOWS: $25 (office visits not cancelled within 24 hours prior to appointment may result in a $25 charge; there may be 

significantly higher charges for missing scheduled tests, including stress tests and sleep studies) 
• BOUNCED CHECKS: $35.00 (any checks returned by the bank) 
• FORM FEES: $15 - $150 (applicable to each form completed your physician / NP beyond standard medical documentation) 

 

*No show fees may be adjusted or waived at the discretion of the Medical Director. 
 

Adoption Forms 
(minimum $150, 

must be completed by physician only) 

Handicap Parking Forms / Parking 
Permits 

(minimum $15) 

School Admission Forms  
(minimum $15) 

Employment Screening Forms 
(minimum $15) 

Health Screening / Biometric Exam / 
Proof of Wellness Visit Forms 

(no charge if 1 page only, 
otherwise minimum $15) 

Sports Physical 
(minimum $20) 

FMLA Forms 
(minimum $50) 

Immunization Forms 
(minimum $15) 

Short Term Disability Forms  
(case by case basis, minimum $20) 

 
I have read in full and understand the above policies. I know that I will be charged a minimum of $15 for any form beyond standard 
clinical documentation. I understand that I may receive a copy of this form upon request. 
 
 

  
Name of Patient  

 
  
Signature of Patient or Legal Representative  Date 
   
Printed Name of Patient’s Legal Representative  Relationship to the Patient 

(D)
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EMAIL & DIGITAL COMMUNICATION CONSENT FORM 
 

WE USE YOUR CELL PHONE NUMBER AND E-MAIL ADDRESS PRIMARILY FOR APPOINTMENT  
CONFIRMATIONS AND FEEDBACK. WE DO OUR UTMOST TO RESPECT AND MAINTAIN PRIVACY.  

WE WILL NEVER SEND SPAM E-MAIL / TEXTS OR SHARE YOUR CONTACT INFORMATION. 
 

It is important to make you aware of the intent of electronic correspondence and potential risks involved with it. This consent 
concerns currently available and future communication methods between you and Gwinnett Clinic. Of note, digital 
communication includes, but is not limited to, email, patient portal, text messages/SMS, etc.  
 

CONDITIONS FOR THE USE OF EMAIL & DIGITAL COMMUNICATION 
Gwinnett Clinic cannot guarantee, but will reasonably strive, to maintain security and confidentiality. Please note: 
 

• Email or other digital communication is not appropriate for urgent or emergency situations. 
• You should never use email or other digital communication to discuss sensitive medical information. 
• It is your responsibility to follow-up and/or schedule an appointment if warranted. 
• If you opt in to participate in email and other digital communicaton with Gwinnett Clinic, it is understood that you are 

responsible for the security and privacy of the recipient email client, cell phone, tablet, etc. 
• If you opt in to participate in email and other digital communication with Gwinnett Clinic, it is understood that most 

widely available software (e.g. email service providers, email clients, text message/SMS services, wireless 
communication providers, etc.) and hardware (e.g. cell phones and computers) are neither HIPAA-certified nor encrypted.  

• In short, it is your responsibility to maintain the security of all email and digital communication. 
 

RISK OF USING EMAIL & DIGITAL COMMUNICATION 
Transmitting information by email & other digital means has a number of risks, including, but are not limited to: 
 

• Email and other digital communication can be circulated, forwarded, stored, and broadcast. 
• Email and other digital communication can mistakenly use the wrong email address, phone number, etc. 
• Backup copies of email/other digital communication may exist even after deleted. 
• Employers and online services may have a right to inspect email and all other digital communication. 
• Email and other digital communication can be intercepted, changed, forwarded, etc. without authorization. 
• Email and other digital communication can be used to introduce viruses into hardware. 
• Email and all other digital communication can be used as evidence in court. 
• Gwinnett Clinic’s server and/or information technology infrastructure could go down and neither email nor any other 

digital communication would not be received until the server is back online. 
 

 
 

 

_____ (initials) YES, I authorize the use of email and digital 
communication with Gwinnett Clinic! 

_____ (initials) NO, I do not 
authorize the use of email and 
digital communication with 
Gwinnett Clinic. 

 

MY E-MAIL ADDRESS: 
 
 
 

MY CELL PHONE #:  
 
 
 
 
 
Signature of Patient or Legal Representative  Date 
 
 

  

Printed Name of Patient or Legal Representative  Relationship to the Patient (if applicable) 
Rev. 02-18(D)



GWINNETT CLINIC 

 

PATIENT NAME: _________________________     _________________________     _____ 

   LAST NAME           FIRST NAME              MI 

 

STREET ADDRESS: ________________________________________APT #_____________ 

 

CITY:__________________________________ STATE: __________ ZIP CODE:_________ 

 

TELEPHONE # _____________________/ ______________________/__________________ 

   HOME    WORK      CELL PHONE 

 

DATE OF BIRTH : __________/__________/__________ 

 

EMAIL ADDRESS: ____________________________________________________________ 

 

PHARMACY NAME: __________________________________________________________ 

 

PHARMACY ADDRESS: _______________________________________________________ 

 

PHARMACY PHONE #: ______________________________ FAX # ___________________ 

 

______________________________________________  ________________________ 

 PATIENT SIGNATURE      DATE 





FAX FORM TO 678.225.4037 

475 Philip Blvd Ste 200 
Lawrenceville, GA 30046 

Phone 678.226.6200 
Fax: 678.225.4037 

www.gwinnettclinic.com 
Gwinnett Clinic Neurology 

NEUROLOGY & SLEEP MEDICINE CLINIC POLICIES 
Effective February 03, 2016 
 

1. Appointments: We will make every effort to call you two times before your scheduled visit. If we 

are unable to reach you or do not receive a call back from you to confirm your visit within 24 hours of 
our second phone call, your appointment will be given to a patient on our wait-list. Patients are 
responsible to provide updated phone numbers.  
The following fees will be charged for missed confirmed appointments: 
Clinic Visit / Consultation: $25 
EMG/NCS Study: $100 
EEG: $100 
 
2. Medication Refill Requests: Please call 678.226.6200 to speak to our medical assistants or leave 
a message for medication refills. Please leave your full name, date of birth, name of medication, 
dosage of medication, how often you take the medication, name address and phone number of your 
pharmacy. If any of the above information is missing, your prescription request may be delayed or 
denied. Allow 3 business days for a response. The physician may deny your request and require an 
appointment for additional refills. All prescriptions requiring a prior authorization will be subject 
to a $15 fee. 

 
3. Abnormal test results: If your blood tests, sleep studies, EEG results, or MRI results are 
abnormal, our staff will call you at the phone number provided with a brief summary. Our office staff 
are not permitted to provide clinical advice or implications of the abnormal findings. A clinical, face-
to-face visit is required to review abnormal results. 
 
4. Form Fees: A fee will be collected before completing forms. Additionally, a face-to-face visit 
is required for form completion. Forms will not be completed if the patient is not present. The 
patient is responsible for faxing all forms. 
FMLA: $75  
Veterans Disability Forms: $10/page 
Short Term Disability Forms: $100 minimum 
Long Term Disability Forms or Narrative Letter: $1000 minimum 
 
5. After-hours phone calls: The doctor may be reached after hours and on weekends for medical 
emergencies. Please do not call after hours for routine requests or non-urgent clinical concerns. The 
charge for after-hours call is $15. 
 
 
____________________________            ____________________________  _______________ 
Patient Name (Print)             Patient Name (Signature)   Date 
 

Date of Visit /Reason For Visit 
 

 

Clinic Address 475 Philip Blvd Suite 200 Lawerenceville GA 30046 Phone 678.226.6200 

Sleep Lab/Study Address 2650 Lawrenceville Suwanee Rd. Suwanee, GA 30024 Phone 678.205.5000 
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