
FINANCIAL POLICY AGREEMENT

Financing Companies
We have partnered with Care Credit, which offers financing plans for cosmetic
patients. Dr. Hamwi does not participate in all Care Credit plans. Please consult with
the office staff and inquire about which plans are offered.

Cash or Check
Personal check (only when paid 1 weeks before the procedure), cashier’s check, or
cash accepted.

Credit Cards
We accept Visa, American Express, and MasterCard.

Scheduling Fee for Cosmetic Surgery
When you schedule your Cosmetic surgery, a non-refundable scheduling fee of
$500.00 is required to reserve a date for your surgery. This fee will be applied toward
your surgeon’s fee.

Surgical Fees
You will receive a copy of the surgical quote which is good for 90 days after it was
provided. It expires at the end of the 90 day period. The quote is the fee due to
Florida Plastic Surgery 1 weeks before your surgery. It does not cover the cost of
prescriptions. There may also be fees for additional supplies. All follow up office
appointments are included in the surgical fee.
Any additional anesthesia fees, as a result of any complications, which may arise, are
the patient’s responsibility.

Cosmetic Payment Policy
Full payment for surgery is due at the time of your pre-operative appointment, one
week prior to the surgery date. The $500 deposit is non- refundable. This surgical fee
is non-refundable, unless cancelled two weeks prior to the date of surgery. Payment



with a personal check, cashiers check, cash, American Express, Visa, or Mastercard is
accepted. If your surgery is canceled due to a positive nicotine test, your surgical fee
will not be refunded.

Revision Policy
When performing cosmetic surgery, perfection is always our goal. We recognize that
sometimes, surgical revisions are necessary to obtain optimal results. When this
occurs the patient will be charged for the facility, anesthesia costs, and surgical
revision fee of performing the revision.

Self-Pay-Medically Necessary
Self-pay accounts are patients without insurance coverage or patients covered by
insurance plans in which the office does not participate. Our office does not
participate with any insurance plan. Self-pay patients are required to pay at the time
of service.

Assignment of Benefits and Responsibility to Pay
I hereby assign all medical and surgical benefits to which I am entitled. I hereby
authorize and direct my insurance to issue payment directly to Florida Plastic
Surgery, LLC and Dr. Kristopher Hamwi  for medical services to myself and/or my
dependents. I have also read and understand the financial policy and I agree to be
bound by its terms. I also understand and agree that such terms may be amended
by the practice from time to time. I acknowledge that I am financially responsible for
all charges. By signing this form, I fully understand and agree to the terms and
conditions of the Financial Policy of Florida Plastic Surgery, LLC  Dr. Kristopher
Hamwi.

____________________________________________________________________________________________
Name (print)                                    Signature Date

_____________________________________________________________________________________________
Staff Name (print)                            Signature Date


