
NORTHWEST ENDOCRINOLOGY, LLC 
6485 SW Borland Rd, Suite E 

Tualatin, OR  97062 
  

  

 
  

    Services and Financial Agreement and Consent  
1. Contact Information 

 We depend on accurate contact information for emergencies and billing.  Please keep your contact information current and 
updated at all times. 

2. Receiving Service 

 Please bring and present your current health insurance card(s) at each visit. 

 Your contact information will be validated at each visit. 
3. Billing Insurance 

 Our office will bill validated primary insurance as a courtesy, but the patient is responsible for their account. 
4. Payment for Service  

 All co-pays, co-insurances and outstanding balances will be due at the time of service. 

 Except for patients with Medicare, we require a valid credit card to be kept on file to cover any balance (please review the 
Credit Card on File Policy for more specific information). Patients who are unable to provide a credit card to be kept on file 
will be required to pay, in addition to co-pay/co-insurance, a minimum deposit (cash or check) of $100.00 (may be more 
based on type of service).  Exact deposit amounts for specific services will be available for review at time of check-in. 

 We accept cash, checks, money orders and most credit and debit cards. 

 If you have no insurance, then payment in full is required at the time of service (a self-pay discount may apply). 
5. Payment Problems 

 NSF (non-sufficient funds) or checks returned for any reason will incur a $25.00 fee.  You will receive a notice and must pay 
the amount owed and the NSF/Returned check fee within 10 days of the date of the notice. 

 If an account balance remains unpaid after 90 days, we reserve the right to refer the account to an outside collection 
agency.  If your account is referred to collections, you may be subject to discharge from our practice. 

6. Arrivals, Cancellations and Missed Appointments (no-shows) 

 We require 24-hour notice if you need to cancel and/or re-schedule your appointment.  Failure to provide this notice will 
result in the following charges (not covered by your insurance): 
$75.00 for follow-up appointment missed or canceled without proper notice 
$200.00 for new patient/consult appointment, ultrasound or biopsy missed or canceled without proper notice 

 Patients who accumulate three missed appointments may be subject to discharge from our practice.  
7. Copies of Medical Records and Other Forms 

 Record requests are generally fulfilled within five business days (but may take up to thirty days based on the type of request). 

 If the request is addressed/fulfilled at the time of service, the patient will generally not incur any fee. 

 If the request is more involved and/or is not addressed at the time of service, a fee may be incurred. 

 Fees for these services are available for review prior to request being fulfilled. Patients will be required to sign an 
authorization to release information if the records are not being released to the patient. The form is available in the office or 
can be mailed to you to complete and return to us with your signature and instructions.  

 
My signature below indicates that I have read, acknowledge and understand the policies explained above and have received 

a copy of this information.  I authorize my insurance company or companies to pay Northwest Endocrinology, LLC and its 
providers directly.  A copy of this authorization can be considered an original for insurance purposes.  I hereby authorize 
Northwest Endocrinology, LLC, to keep my credit card information on file and to utilize it for payment of any and all charges for 
medical services for which I am financially responsible and that remain unpaid after applying insurance payments and 
adjustments, if any. I do hereby consent to and authorize the performance of all examinations, treatments and medical services 
by Northwest Endocrinology, LLC, its providers and staff which may be deemed advisable.   
 
 
______________________________  ______________________ 
Signature     Date 
 
______________________________  ______________________ 
Printed Name     Relationship to Patient 


