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Patient Financial Responsibility Agreement  
The doctors and staff of Newtown Foot & Ankle Specialists appreciate the confidence you have shown in choosing 
us to provide for your medical needs. We are committed to providing you with the highest quality healthcare. 
Please read and sign this form to acknowledge your understanding of our patient financial policies.  

Patient Financial Responsibilities  

❖ The patient (or patient’s guardian) is responsible for the payment for his/her treatment and care and  
co-pay is required at the time of visit. 

❖ Patients are responsible for the payment of copays, coinsurance, deductibles and all other procedures or 
treatment not covered by their insurance plan. Co-pays are due at the time of service. We accept cash, 
checks, money orders, Visa, MasterCard, American Express and Discover.  

❖ Patients may incur, and become responsible for the payment of the following additional charges:  

• A $30 fee for all returned checks  

• While we understand there may be times when you miss an appointment due to emergencies or 
illness, NFAS requires a 24 hour notice on cancelled appointments. A $50 fee may be applied towards 
no-show office visits 

• An administrative fee of $25 for completing forms such as DMV, FMLA and disability. Forms require 5 
to 7 working days and notification or presentation of the form by the patient to the NFAS staff  

Insurance  

The following are the patient’s responsibility:  

❖ Patient’s must bring their insurance card to each visit*  

❖ Notify our office of any changes to insurance/address/phone numbers  

❖ Obtain a referral (if required by insurance) from their primary doctor prior to their appointment time  

❖ Know their copays, benefits and coverage (e.g., referrals, prior-authorizations, radiographs, lab tests) 

❖ Determine if our doctor(s) are in-network providers prior to first visit  

❖ Pay for any allowed amounts not covered by insurance  

*If you do not have insurance benefits, please contact the Billing Department to set up payment arrangements. 
**Worker’s Compensation and Auto Accident cases must provide claim number, name of the carrier, date of 
injury, employer and number of claim adjuster. 

I have read, understand and agree to the provisions of this Patient Financial Responsibility Form. In the event of 
nonpayment or default, I am responsible for all costs and reasonable collection and/or attorney fees. Newtown 
Foot and Ankle Specialists reserves the right to change or amend this statement at any time and at its discretion.  

__________________________________________________  
Printed name of patient 
__________________________________________________                                    _____________________ 
Patient (or guardian’s) signature       Today’s Date 
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Opioid Treatment Agreement  

 

I, ________________________ D.O.B.___/___/___, understand that compliance with the 
following guidelines are important in the event that I am prescribed an opioid medication 
(narcotic) for treatment of pain at Newtown Foot & Ankle Specialists. 

1. I understand that I have the following responsibilities if prescribed a pain medication:  
a. I will inform my doctor if I have or have had a substance abuse problem 
b. I will only take the dose and frequency as prescribed 
c. I will not request opioids, or any other pain medications, from other doctors 
d. I will inform this doctor of all other medications that I am taking 
e. I will protect my prescriptions and not share them.  I realize that lost or stolen 

medication will not be replaced.  I promise to keep all of my medications away from 
children. 

 

2. I understand that opioids are highly addictive and if I believe I have a substance control 
problem I will seek help. 
 

3. I am aware of potential side effects of opioids such as decreased reaction time, clouded 
judgment and drowsiness.  I realize the potential danger associated with the use of 
opioids especially when driving or operating heavy equipment. 
 

4. I understand that if my pain exceeds a three-week treatment period of narcotic 
medications Newtown Foot & Ankle Specialists may refer me to a Pain Management 
Center. 
 

I have read this document, understand and have had all of my questions answered 
satisfactorily.  If prescribed, I consent to the use of opioids to help control pain.  
 

_________________________________   _________________________ 
Patient’s signature     Today’s Date 
_________________________________   _________________________ 
Guardian’s signature     Today’s Date 
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