
 
 

 

INSURANCE & BILLING POLICY 
 

At Lone Star Pediatrics, we are dedicated to providing your child with the best medical care available. In order to do 

that, we will need your assistance in providing us with necessary information; this information will be kept 

confidential and is protected by federal law. Please understand that your information will be shared with insurance 

companies for the purpose of reimbursement and obtaining referrals/authorizations. If your child has any lab work 

done, this same information will be provided to the lab company as part of coordination of care. 

We will not release your child’s information to any other party unless requested by you in writing. 

 

Please note that the amount you pay for your office visit depends on several factors including: the type of visit that is 

scheduled (consultation/sick/well etc.), whether you are a new patient or you’ve visited our office before, the 

complexity of your visit, whether you had any testing or diagnostic/therapeutic procedures performed, and the 

doctor’s examination (which will not always be known at checkout until the physician completes and signs-off on 

your child’s medical chart). We will file claims with your insurance carrier if we are a participating provider with 

your policy. Any out-of-pocket expenses, copays, deductibles and coinsurance is the responsibility of the patient and 

is due at the time of service. If we are an out-of-network provider with your insurance carrier, then full payment will 

be due at the time services are rendered. You will be provided with a billing summary in order to submit a 

reimbursement claim. Often, the doctor will recommend that a diagnostic or therapeutic procedure be performed 

during a visit. The costs of these procedures are separate and not included in your office visit and may not always 

be covered by insurance. You can request an estimate of any service prior to a procedure being performed, however, 

once the procedure is completed, you are responsible for full payment. 

 

We see patients for a variety of reasons, including behavioral, mental health and attention/focus concerns. Please 

keep in mind that while you are being seen in a pediatrician’s office, these benefits fall under “mental health” 

coverage and your insurance company may not provide these benefits under your medical plan. We are happy to bill 

your insurance company for a visit to discuss the above issues, however, should they deny our claim because your 

policy does not include mental health coverage, you will become fully responsible for all bills, including any lab 

bills for bloodwork performed during the office visit. 

Your insurance policy is an agreement between you and your insurance company. We will file your claims as a 

courtesy, but ultimately all medical charges are the responsibility of the guarantor. We cannot always be aware of 

the details of each insurance policy, therefore, please be sure you are aware of any exclusions/provisions with your 

plan. Any service not covered by your insurance company will be the responsibility of the guarantor. Cost-share 

plans will be treated as cash pay and you will be provided with a receipt to submit for reimbursement. 

 

As is the nature of medicine, not all charges can be known up front, and there may be occasions when you will 

receive an additional statement for services that were provided but not paid for at the time of service. Please be 

aware that two (2) statements will be sent from our office; after the second statement your account will be 

transferred to a soft-collections agency for further follow-up. You must bring all payments with you on the date of 

your appointment or you will be asked to reschedule. If you have not visited our office in the last three (3) years you 

will be considered a new patient. You are expected to pay your bill in full when you receive it. If this is not possible, 

you may consider a payment plan. To do this, you must speak with the billing manager and sign a Payment Plan 

Agreement form in our office. This form must be signed prior to services being rendered. It will become a part of 

your child’s permanent record. 

 

 

 

__________________________________________________   _________________________ 

Parent/Guardian Signature       Date 


