Middletown Pediatrics
Office & Financial Policies
2011
Our goal is to provide and maintain a good physician-patient relationship. Letting you know in advance of our office & financial policy allows for a good flow of communication and enables us to achieve our goal. Please read each section carefully and initial. Please direct any question you may have to a member of our staff.

Appointments 

1. Middletown Pediatrics values the time we have set aside to see and treat your child. We do not double book appointments. If you are not able to keep your appointment, we require a 24 hour notice. There is a charge of $25.00 for all “No-Show” appointment. This fee is your responsibility and will not be billed to your insurance.

2. If you are late for your appointment, we will do our best to accommodate you; however on certain days it may be necessary to reschedule your appointment with another provider or another day.

3. We strive to minimize any wait time; however, emergencies do occur and will take priority over a scheduled visit. We appreciate your understanding.

4. You will be required to present your insurance card at Each Appointment. In the event you do not have your card you will be considered self-pay and payment will be due at the time of service.

5. It is your responsibility to update any charges to your demographics (telephone numbers, address, employment etc.) during the check in process at your appointment. 

Initials: ______

Insurance Plans 

We must emphasize that as a medical provider, our relationship is with you the patient, not your insurance company. While the filing of your insurance claims is a courtesy that we extend to our patients, all charges from the date the service is rendered are your responsibility. Your insurance policy is a contract between you and your insurance company and we are not a party in that contract.
1. It is your responsibility to understand your benefit plan with regard to, for instance, covered services, participating laboratories and referral requirements.

2. It is your responsibility to keep us updated with your correct insurance information. If the insurance company you designate is incorrect, you will be responsible for payment of the visit in full and to submit the charges to the correct plan for your reimbursement.

3. If your plan requires that you select a primary care physician, make sure our name or phone number appears on your card. If Middletown Pediatrics is not designated on your card you will be considered self pay and payment will be due at the time of service.

4. If you are insured by an insurance company with whom we do not have a contractual agreement, you will be considered self-pay and responsible for payment at the time of service.
Initials: ______

Referrals

1. It is your responsibility to know if a written referral or authorization is required to see specialist, whether preauthorization is required prior to a procedure, and what services are covered.

2. A 3-5 Business day notice is required for all non emergent referrals and specialty follow up appointments.

3. It is your responsibility to know if a selected specialist participles in your plan.

Initials: ______

Financial Responsibility 

1. According to your insurance plan you are responsible for any and all co-payments, deductibles, and co-insurance at the time of service. 

2. Self-Pay patients are expected to pay for services in full at the time of service. All non covered services are required to pay at the time of service with a 50% down payment and balance paid within 30 days. 

3. Patient balances are billed immediately on receipt of your insurance plan’s explanation of benefits.

4. For all scheduled non-emergent appointments (well appointments, consults, procedures, medication checks) patient due balances must be paid prior to your visit.

5. If you participate with a high deductible health plan, you will be required to make payment in full at the time of service. We will no longer allow patients due balances to accrue.

6. We accept Cash, Checks, VISA, MasterCard and Discover.

7. A $50.00 fee will be charged for any checks returned for insufficient funds this will not be billed to your insurance and it is your responsibility.

Initials: _____

Covered/Non Covered Charges

Middletown Pediatrics is not responsible for knowing your insurance policy coverage. You must contact your company to determine what your policy will cover.
I understand the billing staff at Middletown Pediatrics will file all insurance claims for covered services with your insurance company if the physician is a participating provider.

I acknowledge and understand that I am responsible for any balance that may be due to Middletown Pediatrics as a result of:

Co-Insurance or Co-payment 
   Annual Deductible Amounts 

Non-Covered Services 

Out-Of-Network Charges

   Terminated Coverage 


Exhausted Benefits 

Pre-Existing Conditions 

   Immunizations & Routine Benefits Restrictions 

Failure to update Coordination of Benefits 

Initials: _____

Forms

1. There is a $15.00 fee fro FMLA , Disability forms and any letters generated by Middletown Pediatrics. This fee is your responsibility and will no be billed to your insurance company. This fee is due at the time the forms are pick-up.

2. Middletown Pediatrics will happily complete any and all school, sport and camp related at the time of service. After the date service any generated form will be a $10.00 fee due at the time of request.
Initials: ______

Child Custody/Divorce Cases/Alternate Guardians

It is the sole responsibility of the parent, or designated alternate guardian bringing the child in fro services to pay all co-pays, deductible or balances due at the time of service. Failure to do will result in rescheduling the non-emergent visits. It is the parent’s obligation to work out an agreement themselves or trough the court system without the inclusion of Middletown Pediatrics.

Middletown Pediatrics will no longer bill or split bill any non-present party.

Initials: ____

Transfer of Records 

If you transfer to another physician, we will transfer a copy of your records to that physician within 30 days. We will provide you with one free copy of your records. Any Additional requests will be subject to a fee of $1.00 per page plus postage.

Initials: _____

Insurance Assignment Agreement

I certify that I have insurance coverage with ____________________________________, and assign directly to Middletown Pediatrics all insurance benefits, if any, otherwise payable to me for services rendered. I understand that I am financially responsible for all charges whether or not paid by insurance. I authorize to use of my signature on all insurance submissions.

The above names doctor/group may use my health care information and my disclosed such information to the above named insurance company/companies and their agents for the purpose of obtaining payment for services and determining insurance benefits payable for related services. This consent will end one year from date signed below.

______________________________________________         ______________________________________________
Signature of subscriber, parent, guardian or personal representative 
                  Please print of subscriber, parent, guardian or personal representative

_________________________________________________________              __________________

Relationship to subscriber 




                   Date signed 

************************************************************************************************

I have read and understand this office policy and agree to comply and accept the responsibility for any payment that becomes due as outlined previously.

Patient Name: ____________________________________________________________
Parent or Legal Guardian: ___________________________________________________

Parent or Legal Guardian Signature: ___________________________________________

Date: ____________________________________________________________________

