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FINANCIAL POLICY

We would like to thank you for choosing THE DELLON INSTITUTE FOR PERIPHERAL NERVE SURGERY as part of your health care team.  It is our sincerest desire to provide you with the most excellent personalized care.  You can expect that we will spend the time needed to hear all of your concerns and collaborate with you to develop a care plan to address any and all issues that fall under our specialty.  To that end, the following financial policy is in place to ensure that we can continue to be of service to you.  We require your signature to document that you have read and understand these policies and agree to abide by them.  

Cancelled Appointments and No Shows:  

If you are unable to keep your scheduled appointment, please call our office 24 hours before your appointment to reschedule.  This will allow time to provide that slot to another patient.  The Practice reserves the right to charge $50.00 for appointments that are not cancelled at least 24 hours in advance.   

Initials ___________________

Insurance: 

It is the patient’s responsibility to provide us with current insurance information and to present an active insurance card at each visit.  If false, expired, or incorrect insurance information is presented to us, you will be solely responsible for the fees incurred, and payment will be required in full.  

Initials ______________

It is the patient’s responsibility to provide a written referral for “specialist care” at the time of service.  If the claim is denied due to lack of referral – the bill will be sent directly to you and payment to us will be immediately owed in full.  It will then be the patient’s responsibility to seek reimbursement from his or her insurance carrier.

Initials ______________

Co-Payments:

Required insurance co-payments will be collected at the time of service.  The Practice accepts cash, personal checks, VISA and MasterCard.  There is a service charge of $35.00 for returned checks. 

Initials _______________

Out of Network:

If a patient is “OUT OF NETWORK,” meaning the Practice does not participate with and is not in a contract with the patient’s particular insurance carrier, it is the Practice’s policy to receive payment from the patient in full at the time that services are rendered.  It is the patient’s responsibility it to contact their insurance carrier to for reimbursement.  The Practice agrees to provide a receipt and your medical records that may be required.  The Practice will not fill out reimbursement forms for the patient. 

Initials ________________

Surgical Procedures:

In the event that a patient elects to have a surgical procedure that has been recommended by the Practice, an ESTIMATE of the required patient’s co-pay or deductible for the surgeon’s fee will be given to the patient prior to scheduling the procedure. Surgical procedures will not be scheduled until the ESTIMATED co-pay is paid in full. The Practice cannot ensure the accuracy of, the ESTIMATE nor is it bound by the ESTIMATE. Insurance companies vary in covered costs.  Because it is an ESTIMATE The Practice may have to issue the patient a refund or credit for future care, or if the ESTIMATE was too low, the patient shall promptly pay any additional amount owed once the insurance company has paid its portion of the bill.  Please note that anesthesia and the operating facility will bill separately.  

Initials ________________
Outstanding Balances:

Patients with an outstanding balance are expected to pay their balance in full at or before their next clinic appointment.  If a patient does not pay their outstanding balance within 60 days from the date of service, the Practice reserves the right to transfer the account balance to an outside collection agency or attorney or to take such other steps as we deem necessary to collect your bill.  If your account is referred to collection, you agree to pay our actual collection costs, including reasonable attorneys’ fees.  Interest shall accrue on unpaid amounts at 10% per annum on the amount outstanding from the date due until paid in full.  If a patient has an outstanding balance elective care will be postponed until payment is made. 

Please call if you have a question about your bill.  Most problems can be settled quickly and easily, and your call will prevent any misunderstandings.  
SIGNATURE SHEET

Financial Policy

I HAVE CAREFULLY READ THIS ENTIRE FINANCIAL POLICY AND UNDERSTAND IT COMPLETELY.  I AGREE TO THIS FINANCIAL POLICY OF THE DELLON INSTITUTE FOR PERIPHERAL NERVE SURGERY, BALTIMORE, MD, AND I UNDERSTAND THAT I AM RESPONSIBLE FOR PAYING THE BILL FOR THE PRACTICE’S WORK , AS SET OUT ABOVE.   
X







Date:







Signature Patient / Guarantor

            Print Patient’s Name






Date of Birth

Assignment of Benefits

I hereby authorize A. Lee Dellon, M.D., P.A., (The Dellon Institute) to apply for benefits on my behalf for services rendered.  I request and authorize payment from my insurer to be made directly to such physicians.  The insurance information I have reported to you is correct and I authorize the release of any necessary information, including medical information for this or any related claim, to my insurance company.  A copy of this authorization may be used in place of the original.

X







Date:







Signature Patient / Guarantor

Consent to Treat

I (or my legal guardian or parent) authorize “The Practice” (A. Lee Dellon, M.D., P.A.), to provide medical care reasonable by today’s standards.

X __________________________________________
Date:






           Signature Patient / Guarantor

HIPPA / RECEIPT OF NOTICE OF PRIVACY PRACTICES

I acknowledge receipt of A. Lee Dellon, M.D., P.A.’s Notice of Privacy Practice, which provides information about how we may use and disclose your protected health information.   

X __________________________________________
Date:






           Signature Patient / Guarantor
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