








Financial Policy                                                                  

 

Insurance – Your insruance policy is a contract between you and your insurance company. 
The doctor is not involved in this contract. You are contractually responsible for your co-
payment, co-insurance or any balance unpaid at the time of service. We accept Cash, 
Check, Visa/Mastercard and care credit. 

No insurance – Patients who are self pay are responsible for the entire balance at the time 
of service.  

Medicare Medical Necessity – Medicare will pay only for services that are determined to 
be “reasonable and necessary” under the Medicare laws. If Medicare determines that a 
particular service is not reasonable and necessary, Medicare will deny payment for that 
service. If Medicare denies payment, you are personally and fully responible for payment. 

FMLA Forms, Disability Forms and Insurance Forms – Form completion is not a covered 
benefit under any plan. There will be a $20.00 charge per form for the completion of all 
FMLA, Short-term, Long-term disability, and insurance forms. 

Children – The parent seeking medical attention of a child/children is responsible for their 
copayment and/or coinsurance at the time of service. The financial arrangement between 
the parent and the child/children does not include our practice. 

Non-covered Services – It is the patient's responsibility to know their insurance coverage 
benefits and present their care at each visit. We ask that you contact your insurance carrier 
to review your benefits prior to being seen. Although you may receive a pre-authorization 
number from your insurance company, this does not guarentee that your insurance 
company will pay for the services.  

Copayments/ Coinsurances – Are due at the time of service. 

I have read, understand, and agree to abide by the financial policy of Platinum Women’s 
Health and Wellness. 

 

____________________________________________                             ___________________________ 

Patient or Responsible Party Signature              Date 





Patient Name: _________________________________                                   

DOB: ___________________________ 

Today’s Date: ________________________ 

Genetic Screening/ Teratology Counseling 
Includes Patient, Maternal, and Paternal Family History 
 

Condition Yes No 
1. Patients age greater than 35 years as of estimated date of delivery   
2. Thalassemia   
3. Meningomyelocele, Spina Bifida   
4. Anencephaly    
5. Congenital heart defect   
6. Down Syndrome   
7. Tay- Sachs   
8. Canavan Disease   
9. Sickle Cell Disease or Trait    
10. Hemophilia or other blood disorders   
11. Muscular Dystrophy   
12. Cystic Fibrosis   
13. Huntington Chorea   
14. Autism   
15. Patient metabolic disorders (eq. Type 1 Diabetes, PKU)   
16. Recurrent pregnancy loss or stillbirth   
17. Exposure to chemicals or radiation (work hazards)   
18. Other inherited genetic or chromosomal disorders   
19. Patient or baby’s father had a child with other birth defects   
20. Medication use/ changes since LMP (including supplements, vitamins, herbs or 

OTC/ illicit/ recreational drugs) 
  

21. Alcohol use since LMP   
 
 



 

Zero Tolerance Policy 

At Platinum Women’s Health, we are committed to providing the highest quality of care and a safe, 
respectful environment for all patients and sta. To ensure this, we have implemented a Zero 
Tolerance Policy for certain behaviors. This policy applies to all individuals, including patients, 
their family members, and visitors. 

Policy Overview: 

Zero Tolerance for the following behaviors include but are not limited to: 

• Verbal Abuse: Threatening or abusive language, including yelling, swearing, or making 
inappropriate comments toward any sta member or other patients. 

• Physical Abuse: Any form of violence, including hitting, pushing, or threatening physical 
harm. 

• Harassment: Unwelcome or inappropriate behavior, including sexual harassment, racial 
comments, or discriminatory actions. 

• Intimidation: Attempts to intimidate, bully, or coerce any sta member or patient. 
• Disruptive Behavior: Actions that disturb the normal operation of the oice, including loud 

outbursts, threats, or refusal to follow reasonable instructions. 
• Substance Abuse: Being under the influence of alcohol or illegal drugs during 

appointments. 

Consequences: 
• Any patient or visitor who engages in any form of verbal or physical abuse, harassment, or 

disruptive behavior will immediately be asked to leave the premises. 
• Repeated violations of the Zero Tolerance Policy may result in the patient being 

discharged from the practice and refusing future services. 
• If a patient's behavior is threatening or violent, law enforcement may be contacted, and 

criminal charges may be pursued. 

Acknowledgement: 

• By signing below, I acknowledge that I have read and understand the Zero Tolerance Policy. I 
understand that failure to adhere to these guidelines may result in termination of care and 
potential legal consequences. I agree to treat all sta members, other patients, and visitors 
with respect and kindness. 

 
Patient Name: ___________________________ 
Patient Date of Birth: ___________________ 
Signature: ______________________________ 
Date: ___________________________________ 

 


