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Statement of Understanding

9401 SW Hwy 200 Suite 301
Ocala, FL. 34481-9612

Phone (352) 291-9459

Fax (352) 291-9465

office@LemireClinic.com
www.LemireClinic.com
I agree that the determination of professional services to be rendered by my doctor and the fees to compensate him/her for these services are matters concerning the doctor and myself. I understand that I have the primary duty and obligation to pay my doctor for services, notwithstanding any contract that I may have with a third party (be it an insurance company, employer, union, government agency, or the like).

Neither my doctor, nor I, will permit any third party to determine what medical services I need or what fees the doctor should receive in return for these services. Any agreement that either of us has with any third party shall not affect our doctor-patient relationship and the decisions related to medical care and fees.

Neither my doctor, nor I, as his/her patient, are in any way bound by any contract the other may have with any third party.

I also understand that payment is due on the day that service is rendered.

SOME PREVENTIVE MEDICAL CARE MAY NOT BE COVERED BY MEDICARE OR ANY STANDARD INSURANCE COMPANY. LEMIRE CLINIC WILL ATTEMPT TO BILL YOUR INSURANCE, HOWEVER, YOUR INSURANCE MAY DECLINE COVERAGE AND AS SUCH YOU WILL BE RESPONSIBLE FOR THE BALANCE. 
_____________________________________

Patient Name (Please Print)

_____________________________________


Date ___________/___________/___________

Patient Signature

_____________________________________

Witnessed

