GUT WHISPERER, PC 
Gastroenterology / Hepatology Specialist
_________________________________________________________________
Financial Agreement
Thank you for choosing us as your health care provider. We ask that you please understand that payment of your bills is necessary in order to keep health care accessible. The following is a statement of our financial policy, which we require you read and sign prior to any treatment.

If we are a participating provider with your insurance plan, we will take assignment of insurance benefits from that plan. All co-payments and deductibles are due prior to treatment. A billing fee of $25.00 will be assessed to all co-payments that are not paid at the time services are rendered. Co-payments that cannot be anticipated at the time of service will be billed once without penalty to the patient upon receipt of the insurance payment. There will be a $75.00 No Show Fee if appointments are not cancelled within 24 hours of the appointment.  In the event that payment in full, for charges incurred, is not made the undersigned agrees to pay all costs of collection including a 50% collection fee, attorney fees, court costs and interest at the rate of 1.5% per month (18% per year.)

In the event that we are not participating with your insurance plan, payment is expected at the time of service. We will be happy to provide you all the necessary information for you to submit your claim to your insurance carrier to pursue reimbursement. Your insurance policy contract is between you and your carrier. Be sure that you understand your insurance policy coverage.

It is your responsibility to inform our office in a timely manner of any change in insurance coverage. We do not take the responsibility for claims denied for termination or change in coverage. Often, these denials come to us after the allowed submission period for the new insurance has passed. Under these circumstances, the patient will be held responsible for payment in full for services rendered regardless of our status with that carrier as a provider. We do not bill third insurances or automobile insurances, but will be happy to provide you with forms that you can submit for the charges. Payment will be expected at the time that service is rendered for auto accident claims not covered under primary and secondary medical plans.

If complete payment cannot be made at the time services are rendered, definite arrangements for payment must be made at that time. We cannot extend a line of credit through our office; however, we will try to be as helpful as possible in determining the most convenient payment options for you. It is our goal to provide health care through or practice that is accessible and affordable.
I have read, understand and agree to the provisions of the financial policy. I further understand that Gut Whisperer, PC reserves the right to alter this policy at any time.

Signature of patient or Guarantor of patient
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