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SUBLINGUAL IMMUNOTHERAPY (SLIT) 
 

FINANCIAL POLICY 
 
 

Allergy drops are an off-lable use of allergenic extracts; therefore, insurance companies do not cover them.  
Based on the policies of local and national insurance companies, we will not submit claims to your insurance 
company.  You will be responsible for the cost of the drops.  The build up process consists of 4 bottles.  Each 
bottle costs $100.00.  Maintenance bottles cost $200.00 ea.  All bottles must be paid for when picked up.  
 

It is your responsibility to notify the office if you are going to stop therapy, at least 3 weeks 
prior to a new bottle being mixed. If you fail to notify the office, any unpaid balance for 
Build up bottles or a Maintenance Bottle that has been mixed, will be added to you account. 

 
Please sign and date below acknowledging that you have read and agree to our financial policy, that you 
understand that allergy drops are an off-lable use of an FDA approved biologic. That you have been given 
ample oppurtunity to ask questions, and that questions were answered to your satisfaction.   
 

 

 
_____________________________________________________________________________________ 
Patient Name (Printed)         Date of Birth 
 
 
 
_____________________________________________________________________________________ 
Signature of patient or parent/authorized person to consent for a minor patient  Date 

 

 

  


