
 

CAROLINA ELITE :OMEN¶S CARE 

OIILFH PROLFLHV DQG PURFHGXUHV  
 

CKDUW #BBBBBBBBBBBBB  PDWLHQW¶V NDPH:BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB 
We are pleased to participate in your health care and look forward to establishing a lasting relationship 
as your healthcare provider. These policies and procedures will establish the expectations you will 
receive from ​CDUROLQD EOLWH :RPHQ¶V CDUH ​and also what we expect from you as our patient.  
 

1. APPOINTMENTS:​  We ask that all patients arrive at least 20-30 minutes prior to your actual 
appointment time.  Late arrivals may be asked to reschedule your appointment. Failure to submit 
completed demographic information, appropriate health history or this signed form may result in the 
rescheduling of your appointment. 

2.  ​MISSED/ APPOINTMENT:​  You (not your insurance company) will be charged ​$25.00 ​for a missed 
appointment unless cancelled 24 hours in advance. ​BBBBBBB (INITIAL)  

3. CREDIT CARD ON FILE:​ We offer keeping your credit or debit card on file as a convenient method of 
payment for services not covered by your insurance, but for which you are liable. Additionally, we use 
this method of payment for missed appointments and cancellations with less than 24 hours notice. 
Your credit card information is kept confidential and secure. Please initial beside the following that 
applies to you. ​POHDVH VHOHFW 1 RI WKH IROORZLQJ: 

I ​A8THORI=E​ CDUROLQD EOLWH :RPHQ¶V CDUH WR FKDUJH WKH SRUWLRQ RI P\ ELOO WKDW LV P\ 
ILQDQFLDO UHVSRQVLELOLW\ DQG WR FKDUJH P\ FUHGLW FDUG IRU PLVVHG DSSRLQWPHQWV RU 
FDQFHOODWLRQV ZLWK OHVV WKDQ 24 KRXUV QRWLFH. BBBBBBB (INITIAL)  

OR  

I ​DO NOT A8THORI=E​ CDUROLQD EOLWH :RPHQ¶V CDUH WR NHHS D FUHGLW FDUG RQ ILOH. IQVWHDG, I 
DP UHVSRQVLEOH IRU DOO SD\PHQWV SULRU WR WKH WLPH RI VHUYLFH. BBBBBBB (INITIAL)  

4. INS8RANCE:​  ​PURRf Rf cXUUenW inVXUance cRYeUage mXVW be SUeVenWed aW each YiViW, if nRW \RX 
Zill be UeVSRnVible fRU Sa\menW in fXll aW Whe Wime Rf \RXU YiViW WR RXU Rffice.​ ​If applicable, after 
presenting valid insurance information, you may receive a refund (within 30 days) upon payment of 
services by your insurance company.  If Carolina Elite Women’s Care is not contracted with your 
insurance carrier, you are responsible for payment in full at the time of your visit. If your insurance 
company deems your visit a non-covered service, you will be responsible for payment in full. Contact 
your insurance company prior to all visits to confirm coverage. 

5. PRE9ENTI9E PH<SICAL/ANN8AL 9ISITS​:​ Most insurance companies cover 1 preventative, annual 
physical per plan year. Additional concerns or problems addressed at this particular visit may require 
additional co-pays, deductible, or co-insurance to address these additional concerns or problems at 
this visit. It is the patient’s responsibility to verify insurance benefits and financial responsibility before 
all appointments. 

6. CO-PA<S, DED8CTIBLES, AND FEES​:​  Co-pays, insurance deductibles and fees for services not 
covered by your insurance policy, are collected at the time a service is rendered.  
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7. COMPLETION OF FORMS/LETTERS:​ A $25 ​fee will be charged for completion of forms and must be 
paid prior to the release of the form, including the following, but not limited to: Disability Forms, FMLA, 
Leave of Absence, Mail Order Medication forms, Letters regarding flying and/or airline tickets, 
coverage of Birth Control pills, and letters to employers.  ​BBBBBBB (INITIAL)  

8. AFTER HO8RS Q8ESTIONS, PROBLEMS OR PRESCRIPTION REFILLS: ​For Non-emergent 
question, problems, or prescriptions we ask that you please call during regular office hours: otherwise 
a fee may be billed to you for these non-urgent services after office hours.  

9. LABORATORIES: ​ It is the patient’s responsibility to notify our office, at each visit, if your insurance 
requires you to use a laboratory that is NOT used by our office. The laboratories used by our office are 
posted in each exam room and listed here. Questions regarding laboratory bills should be directed to 
that laboratory. Primary lab used at this time: UNC/Rex Healthcare Laboratory. 

10. PAST D8E ACCO8NTS: ​Payment is due when services are rendered. If we file your insurance and 
they pay their portion, any remaining balance is the patient's responsibility. You will receive 3 monthly 
bills from our office. If you have not paid in full or arranged and ​KRQRUHG​ a payment plan within 3 
months, your account will be considered for transfer to an outside collection agency and termination of 
our patient relationship. Please contact our office to discuss any past due accounts.  

This is an agreement between you, the patient, and ​CDUROLQD EOLWH :RPHQ¶V CDUH.​  By signing this 
agreement, you agree to abide by all the policies and procedures stated within. 
 
 
SLJQDWXUH RI PDWLHQW/RHVSRQVLEOH PDUW\: ​BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB 

 
 

DDWH: ​BBBBBBBBBBBBBBBBBBBBBBB 
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