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RIO FAMILY MEDICINE  

  
POLICIES  

 
We are committed to providing you with the best possible care, and we are pleased to discuss our 
professional fees and policies with you.  Your clear understanding of our financial and office policies is 
important to our professional relationship.  If you have any billing questions that we cannot answer 
directly, please call (434) 982-7794.  
 
 
Insurance 
Rio Family Medicine participates with and accepts assignment of insurance benefits of most insurance 
organizations and we will file claims as a courtesy to you. If your insurance company denies payment, 
you will be billed for those services and payment in full is due upon request.  If a patient does not 
provide an insurance card at the time of service, they will be considered “selfpay” until a card is provided.  
 
If you have no insurance, you will be responsible for payment in full at the time of service unless 
prior arrangements have been made.  
 
Co-payments 
Co-payments are due at the time of check-in. Rio Family Medicine will accept cash, check, money 
-order, Visa or MasterCard. Of course, you are still responsible for the timely payment of deductibles, 
co-insurance, and/or non-covered services.  
 
Referral Policy 
We require at least 2 business days for completion of referrals.  
 
Minors 
Payment at the time of service for minor children is the responsibility of the person bringing the child to 
the visit, and parent/guardian.  Please make arrangements to bring payment with you at the time of the 
appointment.  
 
Worker’s Compensation 
We will attempt to collect payment for your care from your employer.  In order to file your claims to your 
employer please provide to us, an address to send your claims, a contact name, and a case number if 
one has been issued for you.    If payment has not been received from your employer within 60 days, 
and a settlement has not been awarded from the state, you will be responsible for payment.   
 
Prescription Refills 
We require 2 business days for prescription refills. When requesting refills, please have the following 
ready:  
Name and Strength of medication  
Quantity of medication (30 days or 90 days)  
Directions (how you take the prescription)  
Pharmacy Name  
 
Extra Charges 
$15 service charge to bill for co-pay (as these are due at time of visit)  
$25 form fee  
$25 returned check fee  
$.10/page ($1 minimum) copying fee  
$30 “no show” or less than 24 hr notice of cancellation fee 
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Billing Cycle  
Patients who do not pay at the time of service will receive two (2) billing statements and one (1) phone 
call from the Central Billing Office (CBO).  Should the balance remain unpaid, the CBO will start their 
internal collection process.  
 
Collections 
If payment is not received, your account may be referred to an outside collection agency.  If your 
account is referred to collections, you will be responsible for all agency and attorney fees associated with 
collection.  The patient will then be seen on a “Cash Only” basis. The patient will be required to pay a 
discretionary fee established by Rio Family Medicine prior to being seen for each appointment. The 
patient may also be given a 30-day notice of discharge from the practice.   
 
Release & Assignment 
I hereby consent to any necessary medical diagnosis and treatment for myself, child, or above-named 
individual for whom I am legally responsible.  The release of medical information to any insurance carrier 
and direct payment to the practice for any treatment or examination rendered is authorized.  I hereby 
acknowledge and accept final responsibility for payment of charges for services rendered.  
 
Notice of Privacy Practices 
Rio Family Medicine has a Notice of Privacy Practices, which describes how we may use and disclose 
your protected health information and how you can access your protected health information and 
exercise other rights concerning our acknowledgment and consent.  Many times spouses, children, or 
others may call on your behalf.  If you would like us to share your protected health information, please 
indicate to whom we may disclose information:  
 
_____________________________________________________________________

_____________________________________________________________________

_____________________________________________________________________ 

 
 
Acknowledgement & Consent 
I have read and understand the above policies.  
I have received the Notice of Privacy Practices for Rio Family Medicine  

 
 

_______________________________________________________________ 
PRINT NAME  
 
 
 
 
_______________________________________________________________ 
Signature – Patient / Legal Guardian / Representative  Date  


