
Family Medicine, Geriatrics & Wellness

PAYMENT POLICY

Thank you for choosing us as your medical Provider' We are committed to Providin8 you with

qualityand affordable health carc Because some of oLlr Patients have had questions regarding

iatient and insurance resPonsibility for service rendeled, we have b€en advised to develop this

payment policy. Please read it, ask us any questions yoLr may have, and siSn in the sPace Provided'

A copy will be Provided to you uPon reqlrest

l.) Insuranae. We particiPate in most insurancePlans, includinS Medicare lfyou are not insured

by a ptan \ir'e do business with, Payment in ful! is €xPected at each visit or with-in 7 days of the date

ofservice. l fyouareinsuredbyaPlanwedobusinesswith,butdon'thaveanuP'to-dat€insurance
card, payment in full fot each visit is required until we can verify your coverage or with_in 7 days of

the date of service. Knowint your insurance benefits is your responsibility Pl€ase contact your

insurance company with any questions you may have tegarding your coverage'

2.) Co-payments and deduclibles All co_payments and deduciibles must be Paidnt the time ot

,"ruice. This ar.ang"ment is Part ofyour contract with your insurance comPany Failure on our

part to collect co-p;yments and deductibles from Patients can be considered fraudulent Please help

us in upholdinS the law by Paying yout co-payment at each visil'

3,) Non-covered sewiceg. Please be aware that some _ and PerhaPs all - of the services you receive

may be non-covered or not considered reasonable or necessary by Medicare or other insurels You

must pay for these sewices at the time of service or with-in 7 days of the time of service An

advancedbenef i tstatementmustbesignedbyyouifPaymentforant ic iPatedmedi€als€rvicesare
dubious.

4.) Prcof of insurance. All Patients must complete our Patient reSistration form before seein8 the

doctoi. We must obtain a coPy of your current and valid insurance card to Provide Proof of

insurance. If you fail to Provide us with correct insurance in{ormation in a timely manner' vou may

be responsible for thebalance of a claim.

5.) Claim submission. We will submit your ctaims and assist you in any way w€ reasonably can to

hetp get your claims Paid. Your insurance comPany may need you to suPPly certain information

directly. It is your responsibility to comPty with their requ€st. Pleas€ be awar€ that the balanceof

your ciaim is your responsibility wh€ther or not your insurance comPany Pays your ciaim- Your

insurance benefit is a conrract between you and your insurance comPany; we are not party to that

ln ' l ral



5.) Covenge changes. If your insumnce changes, Please notify us before your next visit so we can

make the aPproPriate chantes to help you receiv€ your maximum benefits lf your insurance

.o-p.r'y j*".", puy y"u; cbim in 30 davs, the balance will automatically be billed to you'

7.) Nonpayment. If your account is ovel 30 days Past due, you will receive a letter statin8 that you

nave rn days to pay y""r account in full. Pa ial Paymmts will not be accePted unless otherwis€

negotiated. Ple;sebe aware that if a balance remains unPaid, we may refer you account to lC

SYSTEMS, a National Coll€ction Atency, authorized to credit rePort outstandinS debts to the four

maior National C€dit Agenciet litigate in a court of law (other fees may apply) and charSe a service

f€e of $30.00.

8.) Misded appointmen$. Our policy is to ch6rge for missed aPPointments not canceled within a

r€asonable amount of time. Thes€ charges will be yout rcsPonsibility and billed directly to you'

Pleas€ help us to serve you hter by keeping your regularly scheduled aPPointment or call at least 4

hours prior to cancel scheduled aPPointments.

Our practice i6 committed to providing the be3t treatment lo our Patients' Our P ces are

representative of the usual and customary charges for our area.

Thank you for understanding our Payment Policy. Pleas€ let us know if you have any questions or

I have read and undeFtand the Paym€nt Policy and agree to abide by its SuidelineB:

Signature of patient or resPon6ible party Date

Initial


