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Nevada Health Centers, Inc. 
FINANCIAL AGREEMENT 

 
Patient Name (please print):                                              Date:               

Date of Birth (mm/dd/yyyy):                 MRN (office use only):                                  
_____________________________________________________________________________________________________________________________________ 

 
I authorize the direct payment of any benefits due to me for the services provided by Nevada Health Centers, Inc. 
be paid directly to Nevada Health Centers, Inc. by my insurance company. 
 
I realize that although Nevada Health Centers, Inc. may be billing my insurance company on my behalf,  
I am ultimately responsible for the balance on my account. 
 
Medicare Patients:  I understand that Nevada Health Centers, Inc. accepts assignment with Medicare, however,  
I am responsible for a 20% co-insurance at the time of service. Nevada Health Centers, Inc. will bill my 
supplemental insurance, as long as I provide all information necessary to do so. I understand that Medicare only 
pays for services it considers to be medically necessary and that the case may arise that I request services 
Medicare will not pay for, I would be responsible for payment in full. 
 
Medicaid Recipients:  Federal and State statutes require utilization of all other sources before billing Medicaid for 
medical services. Other sources include private or employer-provided health and accident insurance coverage.  
I certify under penalty of fraud that I do not have private or employer provided health and accident insurance, as 
a primary payer, for my dependents or myself. I understand that Medicaid only pays for services that are to treat 
a medical condition or illness.  
 
Private Insurance Patients:  I understand that I am responsible for knowing what benefits are covered by my 
insurance policy. I understand that Nevada Health Centers, Inc. will verify benefits, but does not guarantee any 
service will be a covered benefit. I understand that if my insurance does not cover any services received, I will be 
responsible for payment. I understand that my copay is due and payable at the time of service.   
 
Self Pay Patients:  I understand that it is the policy of Nevada Health Centers, Inc. to collect payment for services 
at the time of service. 
 
Third-Party Collection Agency:  If you have not responded to our attempts to reach you about any unpaid 
balances, we may opt to send your account to a collection agency.  
 
 
 
 
                                                                           
Patient or Parent/Guardian Signature (for patients under 18)              Date 


