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COMMERCIAL FINANCIAL POLICY FOR NON-DIRECT REIMBURSMENT 

 
Welcome and thank you for selecting the New York Aesthetic Consultants. We wish to provide you 
with the best possible administrative, medical and surgical care.   
 
It is our desire to be as attentive as possible to your financial needs.  Dr. Ron Shelton, Dr. Ted 
Chaglassian, and Dr. Wilfred Brown do not participate with your commercial insurance company.   If 
you are using the out-of-network benefits, then your insurance will reimburse based on their “usual and 
customary fees”.  Any amount not paid by your insurance, will become your full financial 
responsibility.   
 
We will pre-certify scheduled, medically necessary surgical procedures. However,  
pre-certification is not a guarantee of payment.  The insurance is a contract between you, your 
employer, and the insurance company. In general we expect payment in full at a time of service. As a 
courtesy, we will allow 30 days for the insurance to process your medical claim.  However, in your 
case, the following applies: 
  

1. You will be responsible to pay any unmet deductible at the time of service. If by the 
time we submit the claim your deductible is met, we will refund any overpayment on 
your account. 

2. You will be responsible for any co-insurance and uncovered by insurance portion of 
the claim. 

 
Our Billing Administrators will make every effort to work with you and your insurance company to 
minimize the out-of-pocket expenses. If you have any questions, you may contact our office Monday 
through Friday 9am-5pm. 
   

By signing below, I acknowledge I have read and agree to the above terms and conditions: 
 

Patient Name: ___________________________________________________________ 
 

Patient/Legal Guardian Signature: _________________________________________              
 

Date:  ____/_____/_____ 
 


