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a (first name) (Last name)
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Credit and Payment Policy

Our credit policy is outlined below. The bookkeeping department is here to assist you in any way we can either in
person or over the phone for any questions or concerns that you have regarding your insurance. The rules that de-
termine the specific benefits provided by one’s medical insurance vary depending upon one’s individual contract.
We encourage you to familiarize yourself with the rules that apply to your contract.

Medicare patients: Please bring your Medicare card and your supplemental insurance information. If you have
a Medicare Replacement Policy please provide that card instead of the Medicare card. We accept assignment for
Medicare and Medicare Replacement coverage and will bill your supplemental insurance provided we have the in-
formation we need. You will be billed for any remaining balance after your insurance plans have processed the
charges.

HMO/Managed Care Plans: It is your responsibility to make sure a current referral has been obtained for your
care with our office. If no referral has been obtained, your appointment may need to be rescheduled until you have
a current referral.

Co-pays: Your co-pays must be paid at the time of each visit. If the co-pay is not paid at the time of the service,
there will be a $10 billing fee charged.

Commercial or indemnity plans: We need a copy of your current insurance card to bill for your visit. It is your
responsibility to verify if we are contracted with your insurance carrier. Benefits may vary if we are out of network.
Please ask our hilling department if you have any questions or need assistance.

Workers Compensation: Please bring your claim number, date of injury and mailing address of where we are to
bill. We also need to know if you have any additional private insurance coverage. Please bring this insurance card
with you to your appointment.

Public Assistance: You need to bring your current coupon with you to each visit.

Motor Vehicle: We will bill your own car insurance company for you if you have PIP coverage. We will need to
know if you have medical insurance in the event that the PIP is exhausted. Itis our policy not to wait for settlement
for payment of your services.

|, the undersigned, acknowledge that | have read the policy and that | agree to the policy
therein. | authorize payment of medical benefits directly to Dr. for any
services furnished to me by the physician. | understand that [ am financially responsible for any
amount not covered by my contract. | also authorize you to release to my insurance company
information concerning health care, advice, tfreatment or supplies provided to me. This
information will be used for the purpose of evaluating and administering claims of benefits.

Date: Signed:




