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Financial Policy
Thank you for choosing ENT Specialists, P.C. for your ear, nose, and throat care. We are committed to building a successful physician-patient relationship with you and your family. Your clear understanding of our Patient Financial Policy is important to our professional relationship. Please understand that payment for services is a part of that relationship. Please ask if you have any questions about our fees, our policies, or your responsibilities. Please note it is your responsibility to notify our office of any changes (i.e., address, name, insurance information etc.). All patients must accept our financial policy before receiving treatment. 
Insurance & Copays
· Your insurance policy is a contract between you and your insurance company. As a courtesy to you, we will submit medical claims to your insurance company. You understand that you are financially responsible for any balance remaining after insurance processes your claim.
· It is your responsibility to provide us with your complete and current insurance information. Failure to provide complete insurance information may result in patient responsibility for the entire bill.
· If you have insurance coverage that requires a referral prior to seeing a specialist (i.e. HMO or Tricare), you are responsible for making sure a referral is completed and at our office before your appointment. Failure to obtain the referral may result in lower or no payment from your insurance company, and the balance will be your responsibility.
· All co-pays are due at time of check in PRIOR to being seen by the physician.
· Audiology services- Depending on your insurance benefit plan your insurance may leave you an additional co-pay for audiology services performed on the same day as your physician visit. Additional co-pays related to audiology, if applicable, will be billed after your insurance has processed the claim. It is your responsibility to check with your insurance carrier, if this will apply to your benefit plan, prior to audiology services being performed.
Assignment of Benefits
I authorize payment of benefits directly to ENT Specialists, P.C. including Medicare, Medicaid, TRICARE, or other governmental health insurance benefits. If the Patient is a minor or otherwise incapable of signing this Agreement, I certify I am the Patient’s legally authorized representative, and this assignment of benefits also applies to any health insurance held in Patient’s name. I understand and agree that ENT Specialist’s will bill insurance carriers on my and/or the Patient’s behalf for all Care provided to the Patient. I request payment of all authorized insurance benefits be made directly to ENT Specialists. My signature below authorizes ENT Specialists to submit claims to obtain benefits for Care without obtaining my signature on each claim. 
Completion of Forms Policy (i.e. FMLA & Disability Paperwork) 
· We charge $20.00 for completion of forms. Your insurance company will not be billed as insurance companies do not reimburse for the time and judgment that are required to complete these forms. Payment for forms must be paid PRIOR to forms being completed. Once payment is received, please allow 5 business days for completion of forms. 
Surgery
· We require payment of the dollar amount of your unfulfilled contracted insurance deductible/co-insurance two business days prior to your scheduled surgery date. We reserve the right to cancel all elective surgical procedures if the deductible has not been paid. 
Payment
· We accept cash, check, Visa, MasterCard, Discover, and Care Credit. Payment plans may be arranged on a pre-approved individual basis. 
· A $35 service fee will be charged for all checks returned for insufficient funds. You will also be required to prepay in full using cash or credit card for future services. 
· If your account reaches 90 days past due and you have not contacted us to make payment arrangements, your account may be turned over to a collection agency. 
Disclosure of Physician Ownership
The physicians of ENT Specialists, P.C. have an ownership interest in Midwest Surgical Hospital, L.L.C (“M.S.H.”). You have the right to choose the provider or facility of your choice for your healthcare services. Therefore, you have the option to use a healthcare provider or facility other than M.S.H, if you are recommended for surgery.
HIPAA Privacy Practices Notice
I hereby authorize the release of medical records both written and oral, to insurance companies, employers, physicians, and any other institution or organization that may request information necessary to be used to determine eligibility for healthcare benefits. I hereby consent to the use and disclosure of PHI for treatment, payment, and necessary healthcare operations and have been offered a copy of the ENT Specialists, P.C. HIPAA Notices of Privacy Practices. 
X__________________________________________    _________________________________     ________________
Signature of patient or responsible party            	    Print Patient’s name 		                  Date

Release of Information: This authorizes ENT Specialist’s, P.C. to release your protected health information to the below individuals. You only need to complete this portion if you want ENT Specialists to give your protected health information (PHI) to another person.
Please list names of individuals who are authorized to receive billing & medical information: 
X________________________________________________________________________________________________
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I consent to medical care for myself, or the patient named above at ENT Specialists, P.C., including all examinations, assessments, tests, therapy, outpatient diagnostic procedures including laboratory and radiology procedures, and other services and procedures that the physicians, other health care providers, and staff of ENT Specialists, P.C. deem necessary or appropriate. I understand the practice of medicine is not an exact science and no guarantees have been made to me regarding the outcome of the medical care.
Consent to Treat Minor Patient- Without Parent/Legal Guardian Present

By Law, any child under the age of 19 years old cannot bee seen by a provider without consent from a parent or legal guardian. If the minor arrives with someone other than a parent of legal guardian, we must have written permission from the parent or legal guardian that this person has been appointed by you to act on your behalf.

X__________________________________________    _________________________________     
Minors name:					     Date of Birth				

For those occasions when you may not be with your child, please list those individuals who may give consent to see your child:

X__________________________________________    _________________________________     ________________
Name						    Relationship to Patient			 Phone Number
X__________________________________________    _________________________________     _______________
Name						    Relationship to Patient			 Phone Number

LIMITATIONS:
Identify any specific limitations on the kinds of medical services for which this authorization is given. (If none, state “none)

Co Check here if you wish to give consent for the minor to receive medical care without an accompanying adult. This consent only applies to minors age 16 and older and does not apply to new patient visits or surgical consults. I understand that I am still financially responsible for all medical expenses incurred by child during these appointments.




DURATION AND SCOPE: I understand this Agreement will be valid for one year (12 months) from the date it is signed, unless I cancel it sooner. This Agreement will apply to any care provided to the patient at any ENT Specialist’s location during the next year, unless the care provided requires additional consents by law. I understand that all parts of this Agreement will be valid and apply if the patient is brought to ENT Specialists by me, by any other adult who is legally authorized to consent to care on behalf of the patient (such as another parent with legal custody), or by any other adults I name above, each of whom I hereby authorize to present the patient for care at ENT Specialists, to make appointments, and to receive patient information. If I am married and my spouse is the biological /adoptive parent of the Patient, he/she can bring the Patient to Children’s and his/her name does not need to be listed below.

X______________________________________________________   ____________________________   ____________________
Signature of patient or responsible party			              Relation to Patient		               Date
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