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Financial Policy and Fees

Thank you for choosing Dr. Robin Russell as your naturopathic physician. Please read the following financial and
fee policy thoroughly prior to your visit. It is important to Dr. Russell that you understand the billing and fee
policies. If you have any questions or need clarification, please feel free to ask.

Payment policy
Credit/Debit cards will be kept on file for all appointments, email fees, late cancellations (< 24 hours notice),
and missed appointments. You may still pay via cash or check during your in-office appointment.

Out of Network Provider Status

It is your responsibility to contact your insurance company to find out what your “out of network provider” lab
and imaging benefits are. Dr. Russell does order labs and/or imaging as part of her evaluation when medically
necessary. If you do not have any “out of network provider” lab coverage, please discuss with Dr. Russell during
your visit.

Nutritional Supplements and Emails

1. Nutritional supplements- Nutritional supplements recommended by Dr. Russell are not covered by

insurance. You are not obligated to purchase them at Dr. Russell’s office. Supplements are available at the office
as a convenience. If you choose to purchase supplements at Dr. Russell’s office, payment in full is due at the
time of purchase. Supplements are also available through Fullscript on Dr. Russell’s website (Dispensary tab) for
patient convenience.

2. Emails: Emails will be billed by the amount of time it takes Dr. Russell to respond with a minimum of 15
minutes. Charges will be processed with your credit card that we have on file.

-Email Fee: $25/15 minutes.

Cancellation and no-show policy

Dr. Russell requires a minimum of 24-hours notice if canceling an appointment. If it is not an emergency
situation, and you cancel less than 24-hours before your scheduled appointment, you may be charged for the
missed appointment.

-Late Cancellation Fee: $50.00

-No-show/Missed Appointment Fee: $50.00

| acknowledge that | have read and fully understand this financial and fee policy. | agree to the above stated
fees and charges. All of my questions have been answered.

Date Signature of Patient
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