
 
 

Financial Policy 
 
 
 

Aurora Pediatrics tries to accommodate each family’s financial situation.  Please review the following to better 
understand our services as well as your responsibilities. 
 Deductibles, Co-Pays and Co-insurance is due at the time of service. 
 Payment can be made by Credit/Debit Card or Check 
 There will be a $30 Fee applied to all NSF (“Non-Sufficient Funds) checks 
 Payment can also be made over the phone 
 Payment plans are available—PLEASE inquire. 
 
Insurance 
Aurora Pediatrics is a preferred provider for multiple insurance plans.  As a courtesy we will bill your insurance.   Your 
insurance policy and its terms of coverage is specific to you and your family.  Aurora Pediatrics is not able to guarantee 
the coverage of any specific service or procedure.  In order to provide this service we must have the most accurate and 
up to date information.  We will ask you to verify the information both prior to and at the time of your appointment.  
Please note that inaccurate information may result in a denial which if not correctable, the balance will be your 
responsibility. 
 
Balance Due 
Once all insurance carriers have been billed the balance remaining is the Guarantor’s responsibility to remit payment.    
A statement will be generated and sent to the financially responsible individual (Guarantor).  Custody disputes will not 
change this requirement and ask that you communicate appropriately to assure payment is made in a timely fashion. 
 
Past Due Accounts 
We understand that many medical expenses are not planned.  We offer affordable payment plans and will work with 
you to find a solution.  Account balances older than 120 days with no established payment plan will be reviewed and 
forwarded to a collection agency. 
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