Financial Policy

     We are committed to providing you the best possible care.  If you have medical insurance we are anxious to help you receive your maximum allowable benefit.  In order to achieve these goals, we need your assistance, and your understanding of our payment policy.

     We will file your insurance claim for you; however, we ask that pay any co-payment or deductible at the time services are rendered and the balance in full if your insurance has not been paid in 90 days.  We accept cash, check, Master Card, Visa, Discover, and American Express.

     We will do all we can to expedite insurance reimbursement but you must realize that:

1. Your insurance is a contract between you, your employer, and the insurance company.  If we participate with your particular insurance plan, we are under contract to only charge what your insurance company allows.  Since each carrier’s “usual and customary” fees differ, we will take the appropriate discount when your insurance pays our practice.

2.
Not all services are a covered benefit in all contracts.  Some insurance companies arbitrarily select certain services they will not cover.  These non-covered services are your responsibility. 

     While the filing of insurance claims is a courtesy we extend to our patients, all charges are your responsibility from the date the services are rendered.  We realize temporary financial problems may affect payment of your account.  If such problems arise, we encourage you to contact us promptly for assistance in the management of your account.  

     If you have any questions about the above information or any uncertainty regarding insurance coverage, please do not hesitate to ask.  We are here to help you.

Assignment of Insurance Benefits / Acceptance of Financial Responsibility

     I authorize the direct payment of any medical benefits to Germantown Minor Medical, for services rendered.  I understand I am financially responsible for any and all usual and customary charges not paid as a result of this assignment.  If this account is turned over to a third party, collection agency, or attorney, I understand a 30% service charge (minimum of $15.00) will be added to the balance, and I understand I will be responsible to pay all litigation expenses, court costs, and reasonable attorney’s fees.  I also understand and agree to pay a $30.00 service charge for any returned checks. 

________________________  
________________________        
_____/_____/_____

            Print Name



Patient Signature


Date

Medicare Patients

     Due to recent changes in Medicare, they no longer cover many lab charges.  Some of these lab tests are very important and the Doctor may feel that to give you the best quality care possible some of these tests may need to be done.  One example is a thyroid test that is not covered unless you already have this disease.  This means that if you wish the Doctor to perform these tests you will be responsible for these charges.

________________________  
________________________        
_____/_____/_____

            Print Name



Patient Signature


Date

