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STATEMENT OF FINANCIAL POLICY
 
 
For the benefit of all of our patients, we would like to take this opportunity to clarify our financial policy.
 
Patients without Insurance: Many of our patients do not have insurance; other patients have lost insurance coverage due to a job change or change in contracting. Such patients are responsible for payment for their medical services at the end of each visit. Patients who pay in full at that time are given a 10% discount on all charges; we are willing to accept a partial payment at the time of service if a Payment Plan for the balance due is signed. We accept cash, check, debit, VISA, Mastercard and Discover cards for payments. A $25.00 service charge will be added to all accounts on which checks that are returned from the bank for insufficient funds or closed accounts.
 
Patients with Insurance:  Patients who have verifiable insurance benefits in effect at the time of their service and who have the appropriate referral authorization from their primary care physician (if necessary) are only required to pay the appropriate co-payment(s) at the timer of service.  As a courtesy, our billing department will bill your primary insurance and bill you later for any balance due such as deductibles, co-payments, non-covered services, etc.
 
Patients with Insurance for which we are not Contracted Providers:  There are thousands of insurance plans available; while we contract with many plans, we do not contract with all plans. We will provide you with the most accurate and current information about our contracts; if this determination is important to your decision to receive care in our office and as the consumer of medical services, it is always wise to contact your plan before receiving care to determine if they will consider services received in our office as “in network” or “out of network”. Many “out of network” patients receive care in our office. If you choose to receive “out of network” care in our office, you will be asked to sign an acknowledgement of your understanding that the services received in our office are “out of network” and that the ultimate responsibility for payment will be yours; a copy of this document will be kept in your medical record, and a second copy will be provided for your records. As a courtesy, our billing department will bill your primary insurance and bill you later for any balance due.
 
24-Hour Cancellation Notice:  We will provide you with written confirmation for any future appointments. We will contact you at your preferred contact number 48-72 hours prior to your appointment to remind you of that appointment. You may call at any time to change your appointment to another time or date. If you fail to notify us within 24 hours of your appointment that you cannot keep this appointment or that you wish to change that appointment, a $50.00 PER SERVICE charge will be charged to your account.
 
	 
	 


Non-covered service(s) include (but are not limited to) the following:
 
1.       Any service(s) provided that precedes the effective date of coverage of your health plan.
2.       Any service(s) provided that precedes the effective date with your medical group.
3.       Any service(s) provided by the San Francisco/ Peninsula Ear, Nose and Throat Associates or Dr. Kmucha during a period when your plan determines that we are not contracted providers.
4.       Any service(s) provided that is determined by your plan to be “non-covered” in your coverage description. e.g.: injectables, vaccines, testing, supplies, hearing aids, etc.
5.      Any service(s) provided which exceed the limitations established by your plan.
 
While our office attempts to determine your benefits and limits of these benefits prior to providing service to you, it is frequently determined by health plans that services already rendered are not a covered benefit of your plan. It is possible that authorized service(s) provided to you will later be determined to be non-covered service based on your plan’s criteria and authority to make such a decision, even if the plan initially determines that the services would be covered. As the recipient of these services, you accept the responsibility for payment for previously authorized services rendered to you which are later determined by your plan to be non-covered services.
 
Your signature on this form acknowledges your receipt and agreement to these policies. If you should have any questions regarding your bill, please contact our billing service, Efficiency Plus, at (800) 553-9292, and someone will accommodate your needs; if they fail to address your concerns, please contact our office so that we can assist you.
 
 
 
 
PATIENT NAME (PRINT):  ____________________________________________________________________
 
SIGNATURE:                       ____________________________________________________________________
 
DATE:                                  _____________________________________________________________________
