
FINANCIAL DISCLOSURE

MEDICARE PATIENTS

We are Medicare participating providers.  We will bill Medicare and Medigap carriers.  You will be responsible at the time of service for payment of the following:

A. The annual deductible

B. Co-Insurance (the 20% that Medicare allows but does not pay, see below).

C. Co-payments of Secondary Insurance

D. Charges for non-covered or cosmetic services*

You will be asked to sign a Waiver of Liability Form in the event that a service is provided which we know is not covered by Medicare.

If you have Medicare as well as secondary coverage with a commercial plan that is not Medigap or is an insurance company with which we have no contract, we will collect the deductible, 20% and or co-payment at the time service is rendered.

(Medigap is a Medicare supplemental policy offered by private insurance carriers to supplement “covered” services through Medicare.  Medicare will “crossover” insurance claims to private insurers when the Medigap policy is in force.  *NOTE * Not all secondary insurance policies are Medigap.  Please check with the receptionist if you should have a question regarding your secondary insurance.

Presently, we are contracted with several HMO/PPO companies.  Please check with the receptionist if you have a secondary plan.  If it is one that we are contracted with we will file your claim as a courtesy.  However, if no payment is received from your secondary supplemental policy within 60 days of filing your claim you will be sent a bill and responsible to pay your balance.    If you do not have a secondary plan listed above we will collect the 20% of allowed charges and the deductible if applicable.  You will then receive a receipt to send to your secondary insurance policy with your explanation of benefits when received.

Your signature below signifies that you understand our financial policy and your responsibility regarding charges incurred in this office.

Patient Signature                                                                      Date

I request authorized MEDIGAP benefits be made on my behalf for any services rendered to me.  I authorize any holder of medical information to release to the Medigap carrier any information needed to determine benefits payable for related services.

______________________________________________           ___________________

Patient Signature                                                                            Date

