
 

 

PAYMENT AGREEMENT - TRICARE 

Patient Name: _______________________ 

 

 I agree to pay my copay as follows: _________________________________________________________ 

______________________________________________________beginning on ____________________________ 

at the time of service.  I am responsible for the total balance when I exceed my insurance benefits.  This amount is 
merely an estimate of my co-payment due in addition to amounts which I believe will be covered by 
insurance.  IT IS MY RESPONSIBILITY TO KNOW AND UNDERSTAND MY BENEFITS AND TO OBTAIN 
REQUIRED AUTHORIZATIONS WHEN APPLICABLE AND TO MAKE PAYMENT IF THE INSURANCE 
COMPANY FAILS TO DO SO.  My account balance will be paid in full upon termination of treatment. 
Additionally, I understand that Jeffrey S. Katz, Ph.D., P.C. will not file secondary/tertiary insurance policies.  If my 
insurance company or other third party payor (except for a contracted insurance organization) fails to pay you within 
a reasonable amount of time, or if my co-payment is larger than originally anticipated, Jeffrey S. Katz, Ph.D., P.C. 
may adjust the aforementioned payments accordingly.  I agree to 1 ½% service charge on the unpaid balance beyond 
sixty days as allowed by law and contractors with third party payors. 

 Should any payment be returned due to Nonsufficient Funds, a $20.00 processing charge will be incurred 
and payable at the next payment date.  I understand that I will pay an automatic failed appointment charge of $80 
per hour for appointments not cancelled 24 hours before the scheduled time regardless of the reason.  

 In the event that Jeffrey S. Katz, Ph.D., P.C. must become involved in legal proceedings in collecting 
amounts owed on my account including, but not limited to, consulting with attorneys, making legal reports or 
preparing for or delivering court testimony, I agree to pay any collection agency fees or any legal fees including 33 
1/3% attorney’s fees incurred in enforcing this agreement or collecting amounts due hereunder.  I understand that 
Jeffrey S. Katz, Ph.D. reserves the right to notify my commanding officer if employed through the military 
regarding my delinquent balance.  This notification may include a fully itemized statement and co-pay of this signed 
agreement. 

 If applicable, by signing below I authorize Jeffrey S. Katz, Ph.D., P.C. to file my insurance for me for 
services rendered during outpatient, inpatient, or partial hospitalization care and authorize my insurance benefits to 
be paid directly to Jeffrey S. Katz, Ph.D., P.C.  If the insurance benefits are paid directly to me, I agree to endorse 
and turn over these checks to Jeffrey S. Katz, Ph.D., P.C.  Allocation of any monies from personal injuries or 
workman’s compensation settlements will be awarded to Jeffrey S. Katz, Ph.D., P.C. 

When specified by insurance policy, patient must obtain authorization prior to appointment or full fee will 
be paid. 

 

Signature of Guarantor:____________________________________________ Date: _____________________ 

 

Print Guarantor Name:_____________________________________________ 


