	Physician's Office Financial Policy

EDITOR’S NOTE:   It is important that your office disclose its policies regarding insurance reimbursement, missed appointments, record photocopying fees and the like.  With some minor customization, you may want to use a policy such as this Financial Policy.
This policy is provided to you by MTBC as a courtesy and you are free to use it for your personal use; however, you may not otherwise reproduce, sell, transfer or post this letter on a website, bulletin board or other public place without MTBC’s prior written permission.
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The Office of

[Insert Practice Name Here]
Financial Policy

We know that choosing a physician is a very important decision and we thank you for choosing our office.  Please take a minute to carefully read this overview of some of our financial policies.  
Information Regarding Your Insurance Coverage
You must be informed of and understand the details of your health insurance coverage and fulfill any associated requirements (e.g., pre-certification, obtaining referrals, providing information regarding pre-existing conditions, etc.). It is also your responsibility to provide our office with all required information regarding your health insurance coverage.  It is important that you promptly notify us if there are any changes to your insurance information.  If any complications arise during the billing process, you have an obligation to promptly provide assistance and information to our billing office (internal and/or external) and if your failure to timely provide this information or assistance results in a denial of coverage, you may (in certain circumstances) become personally responsible for paying for the services.  
Uninsured Patients
If you do not have current health insurance coverage, the entire payment for any services performed shall be paid at the time of service.  
Non-Participating Provider or Non Covered Benefits
If we do not participate with your health insurance carrier, or if the services provided are not covered under your particular health insurance plan, then you are responsible for paying for all services at the time of service.  If you would like us to do so, we can (upon your request and full payment) provide a statement for your records and/or reimbursement purposes.  (Please Note: In certain rare circumstances - and in our sole discretion- we may directly bill your insurance carrier as an out-of-network provider in lieu of accepting payment directly from you and if we do so, you agree to assign your payment rights to our office and forward us any checks you receive relative to the services we have provided to you.)   
Participating Provider and Covered Benefits

If we participate with your health insurance carrier and the services sought are covered services under your particular health insurance plan, then we will directly bill your health insurance carrier.  Under your plan, you may be responsible for paying certain amounts (e.g., co-payments, deductibles and fees for non-covered services), which are due at the time of service.  
Types of Payment; Dishonored Checks
Our office accepts [Insert appropriate information,, e.g., cash, personal checks, Master Card, Visa, American Express]. If your check is dishonored (e.g., refused for insufficient funds), you will be required to pay an additional fee of [Insert dollar amount], which shall be due and owing immediately.  
Collection of Outstanding Balances

All outstanding balances shall be due within 30 days.  Unless we have agreed to other payment arrangements in writing, it is important that you pay all past due balances, in their entirety, prior to or at the time of your visit.  Balances that remain outstanding for a period of 90 days or more may be referred to a collection agency or attorneys’ office.  If your account is referred to a collection agency, you will be responsible for paying a collection charge equal to [Insert collection fee, e.g., 35%] of your outstanding balance, which is in addition to your outstanding balance and any applicable interest.  If your account is referred to an outside attorney, you will be responsible for paying all reasonable attorneys’ fees and court costs, which are in addition to your outstanding balance and any applicable interest.   
Missed Appointments
It is important that you appear for all scheduled appointments. By way of courtesy, we usually (but need not) call to confirm your appointment a day or two before the scheduled appointment.  If speaking to you is not possible for any reason, we attempt to leave a reminder message with a family member or on an answering machine/voicemail. Your failure to cancel an appointment in a timely manner (i.e., at least 24 hours prior to the visit) deprives other patients of an opportunity to visit our office.  You will be responsible for a paying a missed appointment fee of [Insert dollar amount] if you fail to appear for a scheduled visit and have not provided at least 24 hours advanced notice of cancellation. This policy is aimed at minimizing the waiting time and ensuring availability of prompt medical care.  We recognize the fact that there may be circumstances which may not permit you to give us 24 hours prior notice but such circumstances are exceptional and extremely infrequent and shall be considered on a case to case basis. 
Release of Medical Records

Medical records created by our office shall only be released pursuant to your express written authorization in accordance with HIPAA or other controlling laws (or under other circumstances as required by law). In accordance with New Jersey law, we charge a photocopying fee of [Insert appropriate fee under state law, e.g., $1 per page, with a minimum fee of $10. ] and have up to [Insert appropriate timeframe here, which may be governed by state law] days to produce your records.  If permitted under the law, we may charge higher fees to attorneys who request your records.
Miscellaneous Fees
Certain services (e.g., family conferences, completing forms, producing narrative reports, personal letters, etc.) may entail additional fees.  Prior to requesting any such services, you should request a copy of our miscellaneous services fee schedule.  
By signing below, patient or responsible party acknowledges that he or she has read and understood the foregoing Financial Policy and agrees to be bound by the terms and conditions set forth therein. 
_________________________________________________________________
Signature of Patient or Responsible Party 
_________________________________________________________________
Print Name of Patient and Responsible Party (if any)
_________________________________________________________________
Date

