New Albany Medical Associates Urgent Care
153 W. Main Street, Suite 103
New Albany, Ohio 43054

Financial Policy
We are committed to provide the best possible care. We are happy to help you receive your maximum allowable benefits with your health insurance plan. In order to achieve these goals, we need your assistance and your understanding of our payment policy. If you have any questions regarding this information please do not hesitate to contact our office and we look forward to serving you with your health care needs.

It is your responsibility to know your insurance policy and whether you have benefits to cover services at our facility. It is your responsibility to provide all current insurance and billing information and notify us of any change in your insurance status or mailing information. We will need to update your insurance signature annually or anytime it changes.

Insurance

· We accept standard Medicare and most private insurance plans.

· We are NOT a Medicaid provider and will not submit any charges to Ohio Department of Job and Family Services

· If your insurance company is one that we are contracted with you will be expected to pay your coinsurance, co pay or any deductible at the time of your visit.
· We will file your primary coverage claim and process according to your insurance company’s determination.  You agree to pay any portion that is not covered by your insurance and if your insurance requires a referral and/or preauthorization, you are responsible for obtaining it.
· We will file all secondary insurance claims that we have a contracted and participating provider.

· We will file all secondary claims for Medicare patients.

· Workers’ Compensation- You must inform us at the time of visit that is a work related condition. If you fail to do so you will be financially responsible for this bill. Also, if your claim is denied you will be responsible for payment in full.

No Insurance Coverage or Plans we are Not Contracted with

· If you do not have insurance or we are not a participating provider with your insurance carrier, you will be expected to pay the full amount of the charge at the time of service.

· We will file your claim to your insurance company at no charge as a courtesy; however, you are responsible to pay at the time of your visit.

We Accept cash, check, Visa, MasterCard and Discover
Monthly Statement: Billing Statements are mailed monthly and are due and payable when the statement is issued and is past due if payment is not received by the end of the month. Accounts with balances that are over 90 days are considered delinquent and will be submitted to an outside collection agency or credit bureau.

Returned Checks- There is a $30.00 fee for any checks returned by the bank.

Lab Services: Should additional lab work be required that has to be sent to an outside laboratory, you may receive a statement for these services from the outside laboratory.

Divorce: The parent who authorizes treatment for a minor child will be the responsible parent for the services rendered. Should the divorce decree state other financial obligations, it is the responsibility of the authorizing parent to pursue and collect from the other parent.
Effective Date: Once you have signed this agreement, you agree to all of the terms and conditions contained and the agreement will be in full force and effect.

Patient’s name: ____________________________________________________________

Responsible Party

(If not the patient):________________________________________________________

Signature: _________________________________________Date:__________________

