DATE :____________________________


Broadway Sports & Internal Medicine

Financial Policy
	Patients Name: 
	Date of Birth :

	The following is a statement of our FINANCIAL POLICY which we request you read and sign prior to any treatment.  To avoid any misunderstandings, please contact us should you have any questions about our policies.

	No Insurance

	Payment for service is due in full at the time of service.  If you do not have insurance or the doctor is not a participating provider with your insurance plan, please be prepared to fully cover the fees for each visit at the time of treatment.

	Patients with Insurance 
	If your doctor is a participating provider with your insurance plan, we submit the claim to your insurance company.  To do this we must have complete and accurate insurance information and a copy of your identification card. Your insurance policy is a contract between you and your insurance company; therefore you are responsible for payment whether or not your insurance company pays. We will also bill most secondary insurance carriers for you.  Since your agreement with your insurance carrier is a private one, we do not routinely research why an insurance carrier has not paid, or why they have paid less than anticipated for care. If an insurance carrier has not paid within 60 days of billing, fees are due and payable in full by the patient.  It is your responsibility to contact your insurance company regarding preauthorizations, obtaining required referrals, second opinions, etc.  Failure to do so may reduce the amount of benefits paid by your insurance, and the balance will then become your responsibility to pay.  All CO-PAYMENTS must be paid at the time of service.

	Medicare Patients
	We will bill Medicare for you. We will also bill secondary insurance carriers for you.  All non-covered services, co-payments or deductibles are due and payable at the time of service. 

Please Note:  Annual preventative physicals or health check-ups are not covered by Medicare and payment is due at the time of service by the patient.

	Fees
	All co-pays, deductibles and payments for non-covered services are due at the time of service.  If an insurance claim is denied, all related fees are due at the time of notification to the patient. Prior authorization may be required by your carrier.

	Personal Injury 
	We will bill your PIP insurance and/or Attorney for auto accident or other liability or lawsuit- related cases.  You are responsible for payment at the time of service if you do not have any of the above stated coverage.  We will need all information associated with the claim to bill your PIP carrier.

	Worker’s Compensation 
	If your injury is work-related, we will need the case number and carrier name prior to your visits in order to bill the Worker’s Compensation insurance company.

	Annual Physicals
	Periodic preventative health checks may or may not be covered under your health insurance policy; however, they may be required by your physician.

	Missed Appointments

	In fairness to other patients and the doctor, we require at least 24 hours notice to cancel appointments.  You will be charged a fee comparable to the nature of your missed visit for any missed appointments or appointments cancelled within 24 hours. ($75 MEDICAL NO SHOW, $250 PHYSICAL NO SHOW , $150 MEDICAL LEGAL FOLLOW-UP NO SHOW )

	Payments


	Payments for the balance due, co-payments, deductibles, etc. are due at the time of service and may be made by cash, check or credit card.  There will be a $25.00 charge for returned checks.  Delinquent accounts will be referred to collections at the discretion of the office manager.

	Minor Patients


	The adult or the parent (custodial guardian) accompanying a minor is responsible for payment of services.  For unaccompanied minors, non-emergency treatment will be denied unless prior authorization from the parent or guardian has been made for the charges and treatment.  Young adults (age 18 & over) are legally responsible for their accounts unless a parent accompanies them to the initial appointment and signs this financial agreement, regardless of insurance coverage.


	SIGNATURE ON FILE  (Medicare Patients Only):  I request payment of authorized Medicare benefits be made to Dr. Gary Schuster  at  Broadway Sports & Internal Medicine on my behalf for any services furnished to me by the listed provider / office. I authorize any holder of medical information about me to release to the Health Care Financing Administration and its agents any information needed to determine these benefits or the benefits payable to related services.

            I understand my signature requests that payment be made and authorized release of medical information necessary to pay the claim  in Medicare assigned cases, the provider agrees to accept the charge determination of the Medicare carrier as the full charge, and the patient is responsible only for the deductible, co-pay, and non-covered services.  

	Patient Signature:


	Gary Schuster, M.D., Provider

Broadway Sports & Internal Medicine

	Medicare Number: 
	Date:
	


	ASSIGNMENT OF BENEFITS (Patients with Insurance Only): I hereby assign all medical and/or surgical benefits, to include major medical benefits to which I am entitled, private insurance, and any other health plans, to Broadway Sports & Internal Medicine.  This assignment will remain in effect until revoked by me in writing.  A photocopy of this assignment is considered to be as valid as an original. I understand I am financially responsible for all charges, if they are not paid by my insurance carrier. I hereby authorize said assignee to release all information necessary to secure the payment.

	Patient Signature: 

	Date:


	ACKNOWLEDGEMENT (All Patients):  I have read, understand and agree to the above financial policy. I understand that I am ultimately responsible for all professional fees.

	Patient Signature:


	Date: 


Forms / Financial Policy 


