
 
 

 OB Care Agreement & Financial Responsibility Contract 

OB CARE AGREEMENT 
This agreement outlines the obstetric (OB) services provided through Community Family Clinic (CFC) as well as the 
patient’s financial responsibilities related to care received. 

PROGRAM OVERVIEW 
CFC offers limited prenatal care services under this agreement. The scope of services and eligibility may vary depending 
on gestational age and provider approval. 

CFC OB Care Program may include separate agreements based on pregnancy stage: 

Contract 1: Prenatal Care 1-30 Weeks Pregnant 
 

Pricing Total Price Payment Plan Price 

Sliding Scale Discount $1,600 Eight (8) monthly payments of $200 

Self-Pay $2,400 Eight (8) monthly payments of $300 

 

Contract 2: Prenatal Care 30-40 Weeks Pregnant (if approved by provider) 

 Continuation of care beyond 30 weeks gestation is subject to provider discretion and completion of any additional 
required agreements. Additional costs may be billed separately. 

INCLUDED SERVICES 
The following services may be included under this agreement: 

 Routine prenatal visits 

 One (1) obstetric ultrasound 

 Standard prenatal laboratory testing 

 Additional services as approved by the provider 

Any additional included services will be determined by the provider.  
Services not specifically listed in this agreement may be billed separately. 

REFERRALS & TRANSFER OF CARE 
I understand that CFC may not provide full-term obstetric care and that transfer or referral to another OB provider may be 
required prior to delivery, unless otherwise directed by the provider. 

I understand that referrals to outside obstetric providers or specialists may be made based on the provider’s 
recommendation, availability, insurance requirements, or medical necessity. 

FINANCIAL RESPONSIBILITY 
I understand that I am financially responsible for all charges incurred for services provided by CFC, including charges not 
paid in full by my insurance, government programs, or other third-party payers, as well as deductibles, copayments, non-
covered services, and any costs that may result in collection actions. 

I understand that it is my responsibility to provide accurate and complete primary and secondary insurance information, 
including required referrals from other providers. 

I understand that many services, including laboratory tests, ultrasound and other diagnostic tests, may be provided by 
outside companies and billed separately, and that I may receive a separate bill or insurance claim directly from those 
entities. 
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I understand that my provider may not know the cost of these services at the time of my visit and that costs can vary 
significantly. If I have questions or concerns regarding costs, please refer to our billing team. 

I understand that failure to pay due amounts may result in: 

 Referral of my account to a collection agency 

 Additional collection fees 

 Reporting to a credit bureau 

 Possible termination of services, consistent with CFC policies 

While it is the mission of CFC to provide access to care without unnecessary barriers, I understand that I remain 
responsible for meeting my financial obligations. 

PATIENT RESPONSIBILITIES 
By signing this agreement, I acknowledge and agree to the following: 

 I will attend scheduled appointments and notify the clinic if I need to cancel or reschedule. 

 I will provide accurate and current insurance and contact information. 

 I will follow provider recommendations regarding prenatal care, testing, and referrals. 

 I understand that missed appointments, noncompliance with treatment recommendations, or failure to complete 
required documentation may affect continuation of services. 

As part of my prenatal care at Community Family Clinic, I understand the services provided to me and the steps needed 
to plan for my delivery. The statements below outline key information about my care and my responsibility to establish 
care with a delivering obstetric (OB) provider.  

 This clinic does not provide hospital delivery services. 

 I am required to establish care with a delivering obstetric (OB) physician. 

 I understand that I must establish care with a delivering OB physician no later than 30 weeks gestation, or sooner 
if advised. 

 I understand that failure to establish care with a delivering OB physician may impact my ability to safely plan for 
delivery. 

 

I certify that I have read and understand the statements above. I have been given the opportunity to ask 
questions, and all questions I had were answered to my satisfaction. 

 

_______________________________________________________________   _________________ 
Patient Signature   Printed Name of Patient     Date   

 

Patient is unable to sign because _______________________________________. For this reason, I hereby verify that I 
have given my consent on behalf of the above-named patient. 

 

_______________________________________________________________   _________________ 
Legal Representative Signature  Printed Name of Legal Representative   Date 


