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Complete & Submit Pages A to G

STEP 1

Email: requests@palmoremd.com

Pg. A

CASH PAY/ NO INSURANCE? 

Patient Signature
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1. Reason for appointment?

2. Date of onset?

3. Have you been treated by any other physician for this condition? 

4. What treatment was given?

5. Are you currently on any medications? 

6. Are you taking any narcotic pain medication?

7. Are you planning to ask for pain medications?

8. Are you taking any medications to treat sleep or anxiety? 

9. Are you planning to ask for medications to treat sleep or anxiety?

10. Reason for leaving previous physician?

B

Patient Questionnaire

By providing your signature, you are aware that the physician does not feel 
comfortable prescribing controlled substances of any kind. Please submit 

this questionnaire and packet request as soon as possible that the physician 
may review then schedule an appointment for you. Thank you!

Patient Signature: __________________________________________________________
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Pharmacy: Allergies:

D
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David A. Palmore, M.D., Inc.
Financial Policy

Welcome to David A. Palmore, M.D., Inc. Our goal is to provide you with the highest quality care possible. To
maintain this objective, we have partnered with Stanford Medical Billing (S.M.B) in Fresno, CA to better serve
our patients with S.M.B’s qualified staff to answer questions that you may have regarding your insurance &/or
billing issues. Please do not hesitate to reach out to S.M.B. directly via Phone 559-438-1245 or Email:
frontdesk@stanfordmedicalbilling.com. Allow 24 to 48 hours for a representative to respond to your request.

Our office contracts with the most Preferred Provider Organizations (PPOs). You must verify that David A.
Palmore, M.D., Inc. is contracted with your plan and benefits apply. If your health care does not cover the
expenses from any one of the plans, we require that you pay all deductible, co-pay, and co-insurance amounts at
the time of service. We will bill your plan for the remaining balance. If we do not contract with your plan, we
require payment in full at the time of service. Please remember medical services are rendered directly to each
patient at their request, therefore each patient is responsible to us for payment.

By signing below, you acknowledge that David A. Palmore, M.D., Inc. is NOT a Medi-Cal Provider, and you
hereby confirm that you (or the patient, if you are signing as a responsible party) are not a Medi-Cal patient. You
further acknowledge that failure to provide accurate insurance information or information about your Medi-Cal
status could be considered fraudulent and could carry civil and criminal penalties. Additionally, this could result
in our office terminating the professional relationship with the patient and/or billing you as a private pay patient.

A copy of your insurance card is required at each visit. It is your responsibility to notify David A. Palmore, M.D.,
Inc. of any changes in your coverage status and effective dates. This information will be kept in your medical file.

Charges billed to your insurance plan will be noted on your account until payment and/or an Explanation of
Benefits (EOB) is received from the insurance company. We will bill your plan directly as a service to you, but not
substitute your primary responsibility for payment. Charges that have not been paid by the insurance, are the
patient’s responsibility. All patient-due balances are expected to be paid upon receipt of an EOB. We may
require a guarantee of payment in the form of a credit card which will be used to satisfy future patient
responsibility balances. Alternatively, patients may place a deposit on the account toward future balances.

We may provide account balance and payment notification via SMS message (text), email, and/or phone in
addition to the normal customary process, and you hereby grant authorization for us to do so. Requests for
alternate methods of payment (including payment plans) will be reviewed on an individual basis. Every effort will
be made to come to an agreed-upon method of payment and resolution. Failure to cooperate in a timely agreed
manner can lead to being sent to collections and/or a permanent dismissal from the medical practice.

$25.00: Service charge on all returned checks.
$35 or $70.00: No Show/Cancellation/Missed Appointment or Physical Exams
$25.00: Form Fee (ex. DMV, FMLA)
$50.00: Personal transfer of records or release of medical information

I have read the above policy and agree to comply with its provisions. I understand that I am responsible for payment for all medical services
rendered. I understand that I am covered by a third-party payment service such as an insurance plan, your office may bill them directly as a

convenience to me, but I am personally responsible for such charges until they are paid in full.

Assignment and Release: I hereby authorize my insurance benefits to be paid directly toDavid A. Palmore, M.D., Inc. to release any
information required to process my claim:

Patient Name (Print):_______________________________________________ Date of Birth:________________

Responsible Party Signature:________________________________________ Date:_______________________
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1187 East Herndon Avenue - Suite 104
Fresno, CA 93720 
T: 559.449.4547

FAX: 559.761.1530
E: records@palmoremd.com
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