






 
 

Important Information 
Billing and Cancellation Policies 

 

New Patients require a valid credit card for confirmation.  Urgent appointments will be offered on a first come, first served 

basis with a newly diagnosed cancer receiving top priority. 

All patients are required to sign this agreement allowing us to charge your on-file credit card for any unpaid balances 

from your care or any cancellations at 2 (two) months after date of service.  This information will be kept in a secure 

location within the office, accessible to Dr. Davila, Dr. Fronza. Dr. Hartz, Dr. Toyama, Dr. Stryker, their Administrative 

Assistant, and our Billing Service.  Any additional insurance payments to our office arriving after the bill has been paid in 

full will be sent directly to you as a refund within 72 hours. 

Northwestern Surgical Associates participates in some health insurance plans and not in others.  In plans which 

Northwestern Surgical Associates does not participate, services usually are covered as an “out-of-network” provider.  This 

means different rules affect different rates of reimbursement, depending on the plan.  Please check with your 

individual health insurance plan for out of network benefits.  Co-payments with prior outstanding balances are 

payable at the time of your office visit.  Cash, Checks and Credit Card are accepted. 

Appointments 

Cancellation of appointments must be made at least 48 hours prior to the time of your appointment to avoid being 

charged a $50 cancellation fee per occurrence.  This fee maybe waived the discretion of Dr. Davila, Dr. Fronza, Dr. Hartz, 

Dr. Toyama, and Dr. Stryker.  Three or more clinic absences without appropriate notice will be cause for dismissal from 

the practice. This policy is intended to minimize “no shows” which inconvenience other patients as well as staff. 

Procedures 

There will be a $100 charge for any missed procedures. Please notify the office at least 48 hours prior to your 

scheduled procedure date to cancel your procedure to avoid any fees. 

Feel free to discuss any questions you have regarding these policies. Any charge for late cancellations or missed 

procedures are the sole responsibility of the patient; insurance companies will not cover these fees.   

     

Acknowledgement of Billing and Cancellation Policy 

By signing this Billing and Credit Card Authorization Form, I indicate that I fully understand the above billing and 

cancellation policy and agree to pay any co-payments, deductibles, co-insurance, non-covered services or amounts in 

excess of my policy’s annual and/or lifetime maximum due.  If the credit card on file is denied or no credit card is 

provided then the outstanding balances may be referred to an outside agency for further follow up, reported to the local 

credit bureau, and may result in legal proceedings.   I will update the credit card information on file in any changes occur. 

 

Credit Card Provided (Please circle):      MASTERCARD     VISA         AMEX        DISCOVER 

  

Credit Card No: __________________________________________________________________________ 

 

Expiration Date: _________________ 3-digit code on back of card (4 on front of AMEX): _______________ 

 

Please Print Card Holder’s Name: ____________________________________________________________ 

 

Card Holder’s Signature: ____________________________________         Date:___________________ 
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