SURGICAL ASSOCIATES

——— (F RICHMOND

PAYMENT Poricy & AGREEMENT ASSIGNMENT OF INSURANCE BE:

THANE YOU FOR CHOOSING SURGICAL ASSOCIATES 0F BICHMOND FOR YOUR SEECIALTY {ARE,

We helieve that the patient-physician refationship s based upon mutual trust snd
undeestanding, and that it is important for vou to have a clear understanding of your righis
and responsibilitics. We ask that vou carefully review the fallowing information, and i you
lewe any questions or concerns. please ask us.

Dinavosic TEsTING

S Assocumes o R is an independent modical practice ti is not afilizied with
sy hospital or oulpatient ambulatory surgical center, For patient convenience nd accessibility,
SURGICAL Associares of Racmest offers our prtienes some diagnostic tests theough Bcilities tha
ire owved or operated by our pracice, You have the rght, howeser, (o obiain any diagostic
lesting that s recommended by your physician at the Bellity of vour choice. By sizning this
agreement, you consent to and undeestand Dt you are not required oo ulize any Facilie
theat is ewned or operated by Stmaia Assorares of Bicinost for your diagnostic iesting,

RELEASE OF PRIVATE MEDICAL INFORMATION

B siening this agreement, you suthorize Sy Associmes of Ricsiesn to furnish any
insurince carrer(st or other third party pavors or their agents, attorneys, or legal
representatives all pectinent medical information which said parties may request
concerning vour illness or injury, which they deem necessary 1 determing coverase or
which may be required o render payment. You also agree o gssin SURGIOL ASSIRIES OF
et sy and all beadth care benefits o which vou are entilled under any policy of
insurnce and authorize, to te extend permied by ko, pavmear of tose benefits divectly
[0y SURGICAL ASSOIIATES ©F RIS,

PAyMENT POLICIES
By signing this agreement, you agree o the pay for the following:
* Ay co-pavnieris that are required by your insurance carrier
* Any co-instrance soudor deductibles that aee cequived by your insurimce cirrer
* Any charges for serviees that you sgree (o have performed, that are not covered by your
insurance plan

INSURANCE CLAIMS
Summeal Asspcanes oF Reciwosn will submit vour claims to your insurance carrier(s) for
pavment. IF we do not receive pavment [rom vour insurance carrice(s) within sity (60}
s of submitting your chaim. we will send vou a Balance Due stuement. Upon eeceipt of
this statement, we ecourage you to contact your insieance carier if vou believe they
shonlil pay for the services, ar call us 1o make payment arrangements for yourself

INSURANCE REQUIRED PRIOR APPROVAL OR A REFERRAL
If your insurance carrier requires prior approval or a refernil, it i your responsibility to
oheain the approval or referral, prior w vour visil with Suesica, Assocres of Riamosn, I
you express 4 desire o be examined without having the required spproval or referral, by
signing this agreement, vou agree to be responsible for payiment in the event that your
insurance carrer denies payment for the services vou received,

Partents WITHOUT INSURANCE
Patients withoul insurnce coversige are expected fo make payment armngements with one of
or Firancial Counselors either hefore an elective surgcal procedure or s soon a5 possible
after an emergency surgical procedure,

PHOTOCOPYING [DENTIFICATION
By signing (his agreenent, you autharize Suminat Assocanrs of Ricmoss to phiotncopy your
identification cards, inchuding, but not limited to vour insurance card and driver’s license

Disasiwrmy Fors
SRcicaL Assocures o Ruconn charges 1 $15.00 peocessing fee for the completion of each
medicalésurgival disability relared form, Payment must be received prior 10 the release of
the completed form.

UNPAID BALANCES
Any ungsiit] Babanees remaining on your St Assoceaes oF Riciost aeeoun| mare thin
b5 diys fter your insucance carrier has gid, may incur 2 collection charge and he
trmslerred for collection action. An additienal clurge of up 1 28% of the vapaid balance
due may be charged to cover legal costs incurred in collection. Additionally, unpaid
beakanees may incur finance charges at the cate of 1.5% per month,

FIvancial DIFFICULTIES
For patients experiencing fuancial difficuldes, we will gladly establish mutully aereed wpon
payment arrangements. I payments wee made s agreed, no addidona) fees or interest will
he: assessed o he paticnt’s account. [Fthe agreed upon payment arrangenments are nol met,
the full balance i due within 45 days. An additional charge of up 1o 28% of the unpaid balance
due mey be chiarged to cover legal costs incurred in eollection. Additionally, unpaid balances
ey incur finance charges af the rate of 1.5% per month.

RETURNED CHECKS
Stk Assonims oF Risost charges 2 823,00 fee for any relurned check,

L have read and understamd his Agreement, | agree to @l the terms of this Apresment, |
understand that Srraica. Assocvaes oF Recumoss will provide medical services o me in
cansideraion of and reliance upon this Ageeement, 11 the patient i5 2 minor, an adult
guarantor will be requited before Steaca Assocaes of Ricivosn provides services,

Print the Patient or Guarintor's Nime

Paticnl or Guarantor's Sipnature Date

Minor Patient's Name ['if.t'lillinnﬁhip fix naeantor

Wilness 1 Signalure [l

A CENTER FOR EXCTLLENCE 1N (GENERAL AND VASCULAR SURGERY




