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My Family Doctor,




                                                        My Family Doctor
                                                        Kenneth J. Varano D.O.






                                                      PO Box 1025

                                                         Brodheadsville, PA 18322

                                                         (610) 681-3300 Fax (610) 681-3343
FINANCIAL PAYMENT POLICY
1.
Insurance plans: Our office participates with numerous insurance companies and managed health care programs.  For patients that are members of these plans, our business office will submit a claim for these services rendered.  The patient must complete all necessary insurance information including all forms before we can submit on your behalf.
2.
Regarding Insurance: It is your responsibility to pay for all co-pays, deductibles, co-insurance, or any portion of the charges as specified by the plan at time of visit. The Doctors service is provided directly to you and you are responsible for payment of services rendered.  We cannot render service on the assumption that charges will be paid by the insurance company.  Therefore, we ask that payment be made at the time services are rendered.
a. If the patient is unable to determine amount of co-pay or deductibles the receptionist is authorized to use an estimated amount of 20% coinsurance, or a $25.00 co-pay.
As a courtesy to our patients we will submit a claim to your insurance company. 
If an outstanding patient balance is not paid within 90 days our “No Services” policy will become effective.  
3.
No Services Policy:  If an account is 90 days past due we will not be able to provide services to any family member until all outstanding balances are paid in full.
Optional Credit Card:  For your convenience a secured credit card can be kept on file and can be billed for all patient balances that are  90 days past due.

Credit Card#__________________________________________________Type_____________
Expiration Date__________________3 digit security#____________________
4.
Special Arrangements: There are times when making payment can be a financial hardship.  If you feel it may be necessary to set up a payment plan arrangement, please advise our manager as soon as possible. 

5.
Patient updates: It is your responsibility to inform this office of any and all changes of address, phone, and insurance updates etc.  Failure to do so may result in improper billing to your insurance company and therefore you will be billed 100% of the charges.  Contact the office manager for any changes and updates.
6.  Cancellation / No Show Policy: We require a 24 hour notice for canceling an appointment.
A confirmation # will be given at time of cancellation.  Failure to cancel in the appropriate time, or not showing up for your appointment will incur a $25.00 fee to your account.  It is your responsibility to keep a reminder of your appointment date.
7.
Return Check Policy: If a check is returned to us for any reason a $25.00 fee will be charged to        your account.  All future visits will need to be paid with a credit card or cash.
Our practice believes that good physician/patient relationship is based on good communications. Informing our patients about our financial policy assists us in providing the best services to our patients. Thank you for taking the time to read this policy statement.  Should you have further questions or comments, please contact our billing or Office manager.   We are here to help you.
I hereby understand the financial policy of this office

____________________________________________________          _____________________      2/09lc 
(Signature)







(Date)

