                                                    Patient Financial Policy
To reduce confusion and misunderstanding between our patients and practice, we have adopted the following financial plans.  If you have any questions regarding these policies please discuss them with our office manager.   We are dedicated to providing the best possible care and service to you and regard your complete understanding of your financial responsibilities as an essential element of your care and treatment.

Unless other arrangements have been made in advance by either you or your health insurance carrier, full payment is due at the time of service.  For your convenience we accept Visa or MasterCard.  There is a $35.00 fee on any NSF check.  We may be unable to accept personal checks in the future and reserve the right to collect this amount before further treatment can be provided.

CONSENT FOR SERVICES

I request, authorize and give consent for KidLungs Pediatric Pulmonary, P.A to provide treatments, services, and/or products.  I understand that any treatments, services, and/or products to be provided will be requested by my child’s physician and will be provided under his direct supervision. Our office follows the “Physician’s Notice of Privacy Practices” dated 4/13/03 (HIPPA Policy). 














__________________


Initial

Your Insurance
· We have made prior arrangements with many insurers and health plans to accept an assignment of benefits.  This means that we will bill those plans for which we have an agreement and will only require you to pay the authorized payments (i.e., copays, percentages, etc.) due by your insurance company at the time of service.

· If your insurance plan requires a “referral” from your primary care physician, you will need to contact your PCP for the referral.  This is the patient’s responsibility NOT the responsibility of this office.  Treatment provided by our office without the required referral will serve as your consent for treatment not covered by insurance.

· Please present your insurance card at EACH VISIT.  This includes primary and secondary insurance cards.  Medicaid patients who have PCCM must present their PCCM letter at each visit.  Specifically bring to our attention any changes since your last visit. 
· If you have insurance coverage with a plan for which we do not have a prior agreement, the charges for your care and treatment are due at the time of service.

· In the event that your health plan determines a service to be “not covered,” you will be responsible for the negotiated rate of service performed.
· We will bill your health plan for all services provided in the hospital.  Any balance due is your responsibility.

Missed Appointments 
In the event you fail to cancel a scheduled appointment at least 24 hours in advance of that appointment time, you will be considered “No Show” and will be billed $75.00 which will be due upon receipt of a statement from this office.  Please note:  If there are three (3) or more “No Show” visits, this office will not schedule any additional appointments and will discharge the patient from the practice. 

__________________


Initial

Minor Patients

All minor patients must have an adult in attendance during office visits.  In case of divorce, we will look to the parent accompanying the patient for payment due at the time of services. 
Assignment of Benefits

I hereby assign all medical and surgical benefits to include major medical benefits to which I am entitled.  I hereby authorize and direct my insurance carrier(s), including Medicaid, private insurance and any other health/medical plan, to issue payment checks directly to KidLungs Pediatric Pulmonology, P.A., for medical services rendered to myself and/or my dependents regardless of my insurance benefits, if any.  I understand that I am responsible for any amount not covered by insurance and patient balances are due upon receipt of statement.


__________________


Initial

Insurance Correspondence

Our office will correspond once at no charge with your primary carrier for charges incurred directly resulting from a specific visit of procedure performed by this office.  Any other correspondence required by your insurance company or by your employer is your responsibility and will incur an additional $20.00 charge for preparation and handling which will include the provider’s and/or staff time.  This fee will be payable in advance, at the time the forms are presented.  These will include but are not limited to:

· Disability forms


· Family Medical Leave forms

· Letter for Medical Necessity 

· Letter for Prescription or Diagnostic testing

· School or Camp forms

· Prior authorization procedures requiring multiple phone calls or letters


__________________


Initial

Credit Card Authorization

In an effort to reduce the amount of paper statements sent out each month our office will keep your credit card information on file.  This information will be held until your insurance company has paid their portion and notified our office of the amount you owe.  In addition to this amount any remaining balances on your account, including no show fees, will be charged to your credit card.  Copays are still due at the time of your visit.
· This policy will in no way compromise your ability to question your insurance company’s determination of payment or dispute a charge.  You can be assured that this information will be held confidential.

___________________________________________
____________________________

Card #

Expiration Date

      (    MasterCard        (       Visa            (     Discover
 
___________________________________________
 

     Name as it appears on card


__________________


Initial
No Credit Card Authorization

Only one statement will be mailed after your insurance company has processed your claim. Your balance must be paid within 15 days of the statement either by mail or payment by phone.  All balances after 60 days will be sent to our collections department. 


__________________


Initial
_______________________________________________

____________________________

Signature of Responsible Party
             Date

_______________________________________________

____________________________

Name of Patient

Date of Birth
�





Pediatric Pulmonary, P.A.  








