
Lumina Medical – Financial Responsibility Agreement
Patient Name: ___________________________________
Date of Birth: ___________________________________
Date: ___________________________________
At Lumina Medical, we are committed to providing quality care and clear communication regarding financial responsibilities. Please read and sign the appropriate section below based on your payment method.
Patients with Insurance
If you are using health insurance for your visit:
· I understand that it is my responsibility to provide accurate and up-to-date insurance information for each visit.
· I authorize Lumina Medical to bill my insurance provider for services rendered.
· I am responsible for any copayments, coinsurance, deductibles, or non-covered services as determined by my insurance plan.
· I agree to pay any balance not covered by my insurance and understand that failure to do so may result in my account being sent to collections.
· I understand that certain administrative services (including but not limited to school/work forms, FMLA, disability forms, or letters) are not covered by insurance and will incur a $30 processing fee per form.
· I understand that I may receive separate bills for services such as labs or imaging, which may be processed by outside providers.
Signature: ___________________________

Date: ___________________





Cash-Pay / Direct Care Patients
If you are choosing to pay out-of-pocket (without using insurance):
· I understand that Lumina Medical offers transparent, flat-rate fees for visits and services under the Direct Care model.
· Payment is due in full at the time of service unless otherwise arranged in advance.
· I acknowledge that I will not be submitting claims to insurance and Lumina Medical will not bill my insurance on my behalf.
· I am aware that labs, imaging, or referrals may involve additional costs if provided by third parties, and I am responsible for those payments separately.
· As part of our community care model, Lumina Medical may offer a no-cost initial consultation to discuss services and determine if our practice is a good fit. This consultation does not include diagnosis, treatment, or medical management. 
Signature: __________________________

Date: ___________________

Medicare Patients
Lumina Medical accepts Medicare and provides services for Medicare beneficiaries.

If your specific Medicare plan is not accepted by our practice, or if you choose to receive services not covered by Medicare, you may elect to pay out-of-pocket.
In such cases, you acknowledge that no claims will be submitted to Medicare for those particular services.
You may be asked to sign a waiver acknowledging your choice to receive and pay for non-covered services voluntarily.
Signature (Medicare Patients): ___________________________
Date: ___________________

If you have any questions about your financial responsibility or insurance coverage, please speak with a member of our front office team before your appointment. Thank you for choosing Lumina Medical.
