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INDIANA INTERNAL MEDICINE CONSULTANTS / ST FRANCIS MEDICAL GROUP  

PATIENT FINANCIAL POLICY 

Thank you for choosing Indiana Internal Medicine Consultants / St Francis Medical Group. We are honored by 
your choice and committed to providing you with the highest quality healthcare. To help you understand your 
financial responsibilities, please review and sign below: 

• Insurance & Payment: You are responsible for providing current insurance information and for all 
costs of your care. If insurance is not on file at your visit, payment is required at the time of service. 

• Copays & Balances: Copays, deductibles, coinsurance, and non-covered services are your 
responsibility and may result in additional fees if sent to collections. 

• Billing: Patient statements are mailed monthly. Please pay your balance or arrange a payment plan 
within 30 days of the statement date. 

• Collections: Accounts unpaid after notice may be referred to a collection agency. 

• Other Fees: You may be charged for missed appointments (without 24-hour notice), form 
completion, or similar administrative tasks. 

• Auto Accidents: We do not bill auto insurers, attorneys, or third parties. Payment is due at time of 
service. We will submit claims to your health insurance if applicable, but any denials or recoupments 
due to accident-related care are your responsibility. 

• Workers’ Compensation: To bill as a work-related injury, we require employer documentation, 
authorization, and caseworker contact information prior to your appointment. Without this, you are 
responsible for payment at time of service. 

By signing below, I agree that I have read and understand this policy. I authorize my insurance benefits to be 
paid directly to Indiana Internal Medicine Consultants / St Francis Medical Group and designate the practice 
to act on my behalf for insurance appeals and claims under Indiana law. 

Patient or Guardian Signature ______________________________________ Date ______________ 

Consent for Electronic Communication I consent to receive billing-related calls, texts, and emails from 
this office and its affiliates using automated technology, unless I opt out in writing. This includes messages 
per federal guidelines (47 U.S.C. § 227). 

Patient or Guardian Signature ______________________________________ Date ______________ 

 


