
 

MIKE S. SHIN, MD FINANCIAL & 
OFFICE POLICIES AGREEMENT 

       

In order to reduce confusion and misunderstanding between our patients and the practice, we have adopted the 
following financial and office policies.  If you have any questions about the form, please discuss them with our 
office manager. We are dedicated to providing the best possible care and service to you, and regard your 
complete understanding of your financial responsibility as an essential element of your care and treatment. 

Your signature below forms a binding agreement between Mike S. Shin, MD, Inc, the provider of medical 
services, and the patient who is receiving medical services, or the responsible party for minor patients (those 
who are under 18 years old).  Responsible party is the individual who is financially responsible for payment of 
medical bills. 

 

NO SHOW AND CANCELLATION POLICY 

In order to provide the best possible service and availability to all our patients, please call us as early as 
possible if you know you need to cancel or reschedule your appointment.  There is a no show, late 
cancellation or reschedule fee if you do not cancel or reschedule your appointment before 24 hours of 
your appointment.  The fee is $25.00 for office visits, and $50.00 for office procedures, or hearing test 
(audio test).  The fee is $175.00 for surgery.  

FORMS AND MEDICAL RECORDS POLICY 

There will be a $25.00 form fee for each FMLA form, insurance form, and for medical records. 

COPAY AND BALANCE POLICY 

 Pay any required copay at the time of visit. 

A written agreement must be made between the manager and the responsible party.  This is required for 
any payment arrangements made.  The entire balance is due upon receipt of the statement. 

NON-PAYMENT ON ACCOUNT POLICY 

For any collections proceedings or other legal actions that become necessary to collect an overdue 
account, the patient or patient’s responsible party understand that Dr Mike S. Shin has the right to 
disclose Kings Credit Services all relevant personal and account information necessary to collect 
payment for services rendered.  Once an account has been placed in our collection agency, there will be 
an additional $25.00 late charged added to your account, and you will need to find another physician to 
take over your care. 

 

 



RETURNED CHECK POLICY 

If a payment is made on an account by check, and the check is returned as Non-Sufficient Funds (NSF), 
Account Closed (AC), it is the patient’s or patient guardian’s responsibility for the original check 
amount in addition to a $25.00 service charge.  We will send you a letter to notify the responsible party 
of the returned check.  If there is no response within 10 days from the letter date, the account will be 
turned over to our collection agency and a late charge of $25.00 will be added to the outstanding 
balance, and an additional $25.00 check service charge. 

INSURANCE POLICY 

As a courtesy, we will file your insurance claim for you if you assign the benefits to the doctor, in other 
words, you agree to have your insurance pay the doctor directly.  If your insurance company does not 
pay the practice within the reasonable length of time (within 45 days), you may be responsible for the 
account balance.  If you fail to notify us of any change in insurance, you are fully responsible for any 
amount not paid by your insurance company. 

FINANCIAL AGREEMENT 

I hereby authorize Mike S. Shin, M.D. to furnish my insurance company with all the information which 
they request concerning my present illness or injury.  I request that payment of authorized benefits be 
made on my behalf for services provided to me by the party which accepts assignment.  I understand 
that I am financially responsible to make prompt payments to the account of Mike S. Shin, M.D. as bills 
are presented.  I agree to pay interest at the legal rate should the account become delinquent, and if it 
becomes necessary for the account to be referred to an attorney for collection, I shall pay the actual 
attorney's fees and collection expenses.  I understand that I am financially responsible for any charges 
not covered by this assignment.  I also understand that failure to make payment for any services not 
covered will result in my account being sent to Kings Credit Services. 

NOTICE OF PRIVACY POLICIES 

I have been presented and given a copy of this practice's Notice of Privacy Policies, detailing how my 
information may be used and disclosed as permitted under federal law.  I understand the contents of the 
notice, and subject to the following restriction(s) concerning my personal medical information.  I agree 
to the disclosures named in the Notice: Notice of Privacy Practices of Mike S. Shin, M.D. 

I understand and agreed by Mike S. Shin office policies and wish to continue care. 

 

Patient Printed Name____________________________________________________________ 

 

Patient/ Guardian Signature_________________________________________ Date__________ 

  

Witness Signature_________________________________________________ Date__________ 


