Complete Women’s Healthcare, LLC
Financial and Payment Policy Form
Thank you for choosing us as your health care provider. We are committed to your treatment being successful. The following is a statement of our Financial Policy that we would like you to read and sign as evidence of your agreement prior to any treatments.
I must emphasize that as your physician my relationship is with you, not your insurance company. We file the insurance claim as a courtesy to our patients, but all charges are your responsibility from the date the services are rendered. Not every service is a covered benefit in all contracts. Some insurance companies arbitrarily select certain services they will not cover. It is important that you read and understand YOUR health insurance policy and its requirements for coverage including preauthorization of services. We are not responsible for knowing the requirements of your specific plan.
It is your responsibility to contact your insurance carrier to confirm that our office participates in your plan. If you receive services from our office and we are not on your plan, you will be responsible for payment in full of our fee(s).
If you are unable to provide us with current insurance information (i.e., a current insurance card or written documentation of coverage from your insurance carrier), you will be required to pay for any services you receive. When you have provided us with the insurance information, we will file a claim with your carrier and reimburse you once we have received their payment.  

DEDUCTIBLE AND CO-INSURANCE
All deductibles and co-pays are due at the time of service.  We accept cash, checks, Visa and Mastercard.
LABS

We use LabCorp or Quest for all laboratory services. If your insurance requires us to use a specific lab, it is your responsibility to let us know at the time of the visit.

HMO, MANAGED CARE AND PPO PLANS

     
Specific plans may require referrals from primary care physicians. It is your responsibility to provide a current referral form at the time of your visits. You are financially responsible for any services provided without a referral form.
       RETURN CHECK FEES


Checks returned for non-sufficient funds will be charged $30.00 in addition to the patient balance.

       COPY OF RECORDS


Copy of records requests require approximately 2 weeks to complete.  A $30.00 charge is applied for each request.  Records less than 20 pages will be faxed, records over 20 pages will be mailed.
       MISSED APPOINTMENTS

If you are unable to keep your scheduled appointment please notify our office atleast 24 hours in advance of your appointment time.  Failure to do so will result in a $25.00 no show appointment charge. 

     I have read the above financial policy and agree to the terms.

     ___________________________________________________                                ______________________________

     Patient Name






         Date
