FamILY MEDICINE SPECIALISTS

Orrice FINANCIAL PoLicy
Patient Name: Date of Birth:

BASIC POLICY  Pay for sctvice is due in full at the time setvice Is provided in our office,
FOR PATIENTS WITH INSURANCE  We bill most insurance cartiers for you if proper papetwork is provided 1o vs. We will also bill most

secondary insutance companics for you, Copayments and deductibles are due a1 the time of service, Since your agreement with your insurance careler Iz a
private one, we do not toulincly tescatch why an insuranee carricr has not paid or why it paid less than anticipated for care, If an insutance carrier has not pald
within 60 days of billing, profcssional fccs are due and payable in full from you,

MEDICARE PATIENTS  We will bill Medicare for you. We will also bill accondaty insurances for you. All copayments of deduglibles ate due and
payable al the titne scrvice iz pravided,

MEDICAID PATIENTS All welfare pationts must provide a cutrent, valld card before being seen,

SURGERY FEES  All copays, deductibles, and paymenis fot noncoveted sutgical provedutes are due prior (o your surgery. Prior aulhorizalion tmay be
required by your carrier.

NONCOVERED SERVICES Any catc tio! paid for by your exlsting insutance coverage Will requito payment in full at the tUme services are
provided or upon nolice of ingsutance claim denlal.

PERSONALINJURY CASES  This olficc docs not bill for auto aceldent or other liabilily or lawsull-related cases. You are responsible for payment
af the time of service, We do not accept llens.

Pleaso advise us if yout injury is wotk related. WE DO NOTACCEFT WORKER’S COMPENSATION CASES,

YEARLY HEALTH CHECKS  Periodic preventive health checks may or may tot be covered under your health insutance policy; however, they
may be required by your physician. You would be responsible for payment.

MISSED APPOINTMENTS  In fairness to other paticnis and the doetor, we sequire al least 24 hours' notice o cancel #ppointments. You may be
charged for missed appointments or dismissed from the praetice.
( Please check one: I have pald my insutance deductible for the ealendar year OYes [ANo [JDon't Know )

e N\
A : & 1 request payment of authorized Medicare benclils bo made cithier (o me or on my

behalf lo Famnly Medicine Spccmhsls for any services Furnished e by thelisted providet/supplicr. I authorize any holder of medical information about

me (o releaso to the Health Carc Financing Adminisiration and its agents any infotmaution aceded to detcrmine (hese benefils or the benefits payable to

related services,

T undersiand my signature requosls (hal payment be made and authorizes release of medical information necessary to pay the clatm. If “other health
insucance" is indicated in Ttem 9 of the HCFA-1500 form or clscwhete on other approved claiti forms or electronically submitted claims, my signature
authorizes releasing of (he infotmation to the insurer or agency shown. In Medicare aseigned cases, the provider or supplior agrees to aceept the charge
determination of the Medicarc carmricr as the full eharge, and (he patient i3 responsible only for the deductible, coinsurance, and noncovered scrvices,
X Coinsurance and the deduciible are based upon (he charge determination of the Medicare carmicn,

2
4 Patient's Name (Please Primt): PI'OVi d er w
Patont's Signature Family Medicine Specialists
3700 N, Kickapoo, Suite 12
Palicnt's Medicate No.! Date: Shawnee, OK 74804
\ " 405-273-6383 )
( ASSIGNMENT OF INSURANCE BENEFITS  Puiicnts with insurances please read snd sign below, )

1 hereby assign all medical and/or surgical benofits, (o include major medical bunelits to which 1 am entitled, privale insurance, and any other health
plans, to: Family Medicine Specialists. Thix assignment will remuin in efTect until revoked by me n writing, A photocopy of this assighment is to be
congidered ax valid us an otiginal, 1 understand that | am financially responsible for all charges whether or not paid by said insurance. 1 hereby authorize
said assignee to releaxe all infotmation necessary Lo socure the payinenl,

9 Signalurc Date

1 have read, understood, and agreed 1o the ahove financial policy for payment ol professional fccs.
The patient is ultimately responsible for all professional {ees.

Signature Pate

DEMCO PRINTING



