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P atientFinancialP olicy andA ssignm entofBenefits

Yourunderstandingofourfinancialpoliciesisanessentialelem entofyourcareandtreatm ent.Ifyou haveany

questions,pleasediscussthem w ithourfrontofficestafforsupervisor.

 U nlessotherarrangem entsarem adeinadvanceby you,oryourhealthinsurancecarrier,paym entforofficeservicesaredueatthe
tim eofservice.W eacceptVisa,M asterCard,Discover,Am ericanExpress,cash,orcheck.

 Asourpatient,you are responsible forauthorizations/referralsnecessary fortreatm ent.You m ustinform the office ofinsurance
changesand authorization/referralrequirem entsand,ifnecessary,presentauthorization atthetim eofvisit;ifthepracticeisnot
inform ed,you w illberesponsibleforany chargesdenied.

 Yourinsurancepolicy isacontractbetw een you and yourinsurancecom pany.Asacourtesy,w ew illfileyourinsurance claim ifyou
assignthebenefits(inotherw ords,thedirectpaym ent)toAnkleandFootP hysiciansandS urgeons,P L L C orthephysicianindividually,
forservicesrenderedtoyourselforyourdependent(s)bythephysicianorunderhis/herdirection.Ifyourinsurancecom panydoesnot
pay inareasonabletim efram e,w ew illhavetolooktoyou forpaym ent.

 W ehavecontractsw ithm anyinsurers/healthplanstoacceptanassignm entofbenefits.W ew illbillthoseplansw ithw hichw ehave
anagreem entandw illonly requireyou topay theco-pay/co-insurance/deductible.

 Ifw earenotcontracted w ith yourinsuranceplan,w ew illprepareand send theclaim foryou onanunassigned basis;yourinsurer
m ay sendthepaym entdirectly toyou.T herefore,allchargesforyourcareandtreatm entaredueatthetim eofservice.

 S om eservices,im aging,procedures,and/ordurablem edicalgoodsm ayhaveaco-pay/co-insurance/deductibleseparatefrom office
visitsorinsom einstancesm ay notbecovered by yourparticularm edicalplan.Ineitherinstance,theseareseparately billableand
payableby you,theinsured.

 It isnecessary in the subm ission ofhealth insurance claim sto send certain personalinform ation and/orpartsofthe non-public
patientrecord.You consenttothereleaseofyouroryourdependent(s)record(s)forthispurpose.

 W orker’sCom pensation/L aborand Industriesclaim sm ustbebroughttotheattentionofthestaffatthetim eofscheduling.Ifyou
havenotyetfiledyourclaim ,you m ayfileinoffice.You m ustprovideasecondaryform ofpaym entintheeventyourclaim isdenied;
ifclaim isdenied,thebalanceofallprofessionalservicesrendered ispayableinfull,by you.W orker’scom pensationclaim scannot
bebilledtoaprivateinsurerunlesstheclaim hasbeendenied,doesnotexists,orhasbeenclosed.

 Ifyou are being treated forinjuriesresulting from aM otorVehicle Accidents(M VA),the claim m ustbe subm itted to yourM otor
Vehicle(P IP )CarrierandcannotbebilledtoaprivateinsuranceplanunlesstheP IP claim hasbeendenied,coveragedoesnotexist,
orprivate insurance w asselected asprim ary carrier.You are responsible forany deductiblesand/orco-paym entsunderyourP IP
coverage.You alsoagree,tohavealienplacedagainstany settlem entthatyou m ay receiveduetoanM VA clAIM forw hichyou are
treatedby P IP coverage,topay any open/unpaidbalancesduetoAnkleandFootP hysiciansandS urgeons,P L L C orherphysicians.

 Allhealth plansarenotthesam eand do notcoverthesam eorallservices.Ifyourinsurerdeterm inesaserviceoritem to be"non-
covered,"foranyreason,you areresponsibleforthechargesandm ayberequestedtopayinfullattim eofservice.W ew illattem ptto
verifybenefitsforsom especializedservicesorreferrals;how ever,you rem ainresponsibleforchargesforanyservicerendered.P atients
areencouragedtocontacttheirplansforclarificationofbenefits.

 Hospitaland outpatientsurgery servicesarebilled to theinsurer.Any balancedueisyourresponsibility.

 Certainelectivesurgicalproceduresm ay requirepre-paym ent.You w illbeinform edinadvanceifyourprocedureisoneofthose.In
thatevent,paym entw illbedueonew eekpriortothesurgery.

 Accountsm orethan 90 dayspastduew illbeconsidered fortransferto collections.Allcostsincurred including,butnotlim ited to,
collectionfees,attorney feesandcourtfeesshallbeyourresponsibility inadditiontothebalancedue.

 T hereisaservicefeeof$50.00 forallreturned checks.Yourinsurancecom pany doesnotcoverthisfee.

 W eunderstandem ergenciesoccur,how ever,repeatedno-show sorcancellationsw ithlessthan24 hournoticearesubjecttoa$50
no-show /late cancellation fee; thisisnot covered by yourinsurer. P atientsw ho arrive m ore than 10 m inuteslate fortheir
appointm entm ay beaskedtoreschedule.

_______________________ ________________________ ______________________________ _____________

S ignature P rintedN am e R elationship(ifnotP atient) Date
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ConsentsandA cknow ledgem ents

ConsenttoR eleaseofInform ation
Inordertofacilitateandcoordinatetreatm entandtoconductbusinessincludinginsurancebenefitpaym ent,w em ustrelease
certainhealthinform ationtootherprovidersandinsurers.

 Asourpatient,you hereby authorizeAnkleandFootP hysiciansandS urgeons,P L L C,andherphysiciansindividually,torelease
your,oryourdependent(s)m edicalandincidentalnon-publicpersonalinform ationthatm ay benecessary form edical
treatm ent,evaluation,consultation,ortheprocessingofinsurancebenefits.

ConsenttoCom m unication
AnkleandFootP hysiciansandS urgeons,P L L C w illroutinely usem ail,telephonecallsand/orm essagesinthedelivery ofcaretorelay
appointm entand/orhealthcarerem inders,updatesonreferralarrangem ents,andthereceiptoflaboratory results,unlessotherw ise
requested.

 You havetherighttolim itthem ethodsofcom m unicationthatoriginatefrom ouroffice.Ifyou haverestrictionsthatyou w ould
liketoplaceonyouraccount,w ew illbem orethanhappy toplacethose.Ifatany tim eyou w ishtorescindthisauthorization,
you m ay dosoby notifyingAnkleandFootP hysiciansandS urgeons,P L L C inw ritingofthechangesthatyou w ishtom ake.

 Ifyou electtouseem ailasam ethodofcom m unicationw iththeoffice,you certify thatyou understandtherisksandw ew ill
requireaseparateauthorization.Em ailshouldneverbeusedfortim esensitivem atters.

ConsenttoT reatm ent

 You hereby consenttotheevaluation,testing,andtreatm ent(s)asdirectedby AnkleandFootP hysiciansandS urgeons,P L L C
andherphysician(s)and/ordesignee(s).

ConsenttoP hotography

 Asourpatient,photographs,video,orotherim ages(digitaloranalog)m ay beem ployedtodocum entyourcare,andyour
signaturebelow indicatesyourconsenttothis.Yoursignatureindicatesthatyou understandthatAnkleandFootP hysiciansand
S urgeons,P L L C w illretainow nershiprightstothesephotographs,videotapes,digital,orotherim ages,butthatthatyou w illbe
allow edaccesstoview them orobtaincopies.You understandthattheseim agesw illbestoredinasecurem annerthatw ill
protectyourprivacy andthatthey w illbekeptforthetim eperiodrequiredby law orperpolicy ofAnkleandFootP hysiciansand
S urgeons,P L L C.

FeesforAdditionalR eports,Form s,R ecords,Etc.

 R equestsforcompletionofdisabilityform s,reports,orotherpaperw orkm ayrequireafee,payableinadvance,relatedtotheam ount
ofpreparationinvolved.P leaseallow 5-7businessdaysforcom pletionofanydisabilityform s.
Ifthenecessarydisabilityform sarerelatedtoeitheranon-electiveorelectivesurgery,yoursurgeonmayelecttocompletethese
form satnofee,buttheyw illnotbecompletedpriortothepreoperativeexaminationdate.Form sw illbecompletedandavailable
priortoyourscheduledsurgeryday.

 R adiographsperform edinourofficeareanintegralpartofyourmedicalrecord.Feesfordigitalcopiesofyourfilm s,advancedimaging,
orcopiesofoutsidestudies(i.e.onCD-R O M )w illbechargedbasedonguidelinesassetforthbytheW ashingtonS tateDepartm entof
Health.Forthecurrentpricelist,contactthefrontofficestaff.

 M edicalrecordsrequestsw illbeprocessedw ithin5-7businessdaysoftherequestandfeesforrecordsprocessingarebasedon
guidelinesassetforthbytheW ashingtonS tateDepartm entofHealth.Forthecurrentpricelist,contactthefrontofficestaff.

N oticeofP rivacyP ractices

 Icertify thatIhavebeengivenorhavebeenofferedand/orread(andunderstood)theHIP AA N oticeofP rivacy P ractices
thatisavailablefrom AnkleandFootP hysiciansandS urgeons.

_______________________ ________________________ ______________________________ _____________

S ignature P rintedN am e R elationship(ifnotP atient) Date


