GRACE MEDICAL ASSOCIATION
FEE POLICY
It is the policy of this practice that all services will be paid for at the time services are rendered. In order to contain costs for the benefit of our patients, we do not provide monthly billing services. We accept cash, checks, and credits cards: Visa, MasterCard, Discover and American Express for payment if professional services. Any unpaid balances will be submitted to collection services after a period of sixty (60) days. Our business office will handle other financial arrangements or questions.
INSURANCE POLICY

It is the policy of this practice that we will file patient insurance claims under the following conditions:

a. The patient is seen in the hospital and supplies us with the necessary insurance information.

b. The patient is a qualified member of an insurance group in which we are current participating/contracted providers.

We do not file claims for work done in the office nor do we accept Medicare benefit assignments. It is the patient’s responsibility to provide our practice with current medical insurance information; the patient therefore understands that he/she is 100% responsible for the payment of all services provided.
ASSIGNMENT OF BENEFIT RELEASE
I hereby assign all medical and surgical benefits, not paid for at the time the services were provided, which may have resulted from an office visit and/or hospitalization to: GRACE MEDICAL ASSOCIATION. This assignment includes any benefits, to which I am entitled, from any insurance carrier to the extent of the unpaid balance due Grace Medical Association as a result of my treatment.

I authorize the release of any medical information necessary to process claim(s) or secure payment from any insurance provider.

This assignment will remain in effect until revoked by me in writing. A photocopy of this assignment and authorization is considered to be valid as an original.

AGREEMENT TO TERMS
I understand and agree that regardless of my insurance status, I am solely responsible for all the balanced due on my account for serviced provided to me. I have read and understand the policies stated above. I certify that the information provided is true and correct. I will notify your practice of any change in status with regard to the information I have previously provided. By signing this form I agree to the terms of the above policies.

_______________________________________________


Date ___/___/______

Signature of Patient or (Parent if Minor)
