Southwest PediatricsFinancial Policy

Our goal isto provide and maintain agood physician-patient rel ationship. L etting you know in advance of our office policy alowsfor
agood flow of communication and enables usto achieve our goal. Please read this carefully and if you have any questions, please do
not hesitate to ask amember of our staff.
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Onarrival, pleasesignin at thefront desk and present your current insurance card at EVERY VISIT. You will be asked to
sign and date the file copy of the card. Thisisyour verification of the correct insurance and consent to bill them on your
child' sbehalf. IFTHEINSURANCE COMPANY THAT YOU DESIGNATEISINCORRECT, YOU WILL BE
RESPONSIBLEFORPAYMENT OF THEVISIT AND TOSUBMIT THE CHARGESTO THE CORRECT PLAN.
According to your insurance plan, you are responsiblefor any and all co-payments, deductibles, and coinsurances.
Itisyour responsibility to understand your benefit plan. It isyour responsibility to know if awrittenreferral or
authorization isrequired to see specialist, if preauthorizationisrequired prior to aprocedure, and what servicesare
covered. Advance noticeis needed for all non-emergent referrals, typically 3to 5 businessdays. Remember your primary
care physician must approve referral s before being issued.

If weareyour primary care physician, make sure our name or phone number appearson your card. |f your insurance
company has not been informed that we are your primary care physiciansas of thisdate, you may befinancially
responsible for the visit.

If our physiciansdo not participatein your insurance plan, payment in full is expected from you at thetime of your office
visit. For scheduled appointments, prior balance must be paid prior to thevisit.

If you have no insurance, payment for an officevisitisto be paid at thetine of thevisit.

Co-payments are due at time of service. A $15 processing fee (or servicefee) will be charged in addition to your co-
payment if the co-payment isnot paid at time of service.

If you do not have ascheduled appointment therewill be an additional $20 walk-in feeto any service provided.

We require 24-hour noticefor canceling any appointments. Thereisa$20 chargefor sick office appointmentsand $ 40
chargefor Well child appointmentsif they are not canceled or if 24-hour noticeisnot given. We do not accept
cancellationsthrough our answering service.

Patient balancesarebilled immediately on receipt of your insurance plan’ sexplanation of benefits. Y our Remittance is due
within 10 business days of your receipt of your hill.

If previousarrangements have not been made with our finance office, any account balance outstanding greater than 28 days
will be charged a$10 re-hill. Any balance over 90 dayswill beforwarded to acollections agency. We reserve theright to
chargeinterest inthe amount of 18% for patient balances over 60 days.

If you participate with a high-deductible health plan, we require acopy of the health savingsaccount debit/credit card or a
personal credit card remainsonfile. There areaddendato thisfinancial policy, which are signed separately.

A $ 35 feewill be charged for any checksreturned, plus any bank feesincurred.

We have amedical recordsfee of $25.00.

If your child has a school, camp, sports forms etc. to be completed, there isa$10 per page. Payment isdue when theforms
aredropped off. We havea3to 5 day turnaround time for forms. If aform is needed sooner than 3 days, thereisan
additional $5 rush fee.

For all vaccinesvoluntarily separated from the physical/well child appointment (by parent) therewill bea$ 25 chargefor
any additional appointments.

All requested immunization recordswill be charge a$5 processing (service) fee.

Beforemaking an annual physical appointment, check with your insurance company whether thevisit will be covered asa
healthy visit. Not all planscover annual healthy physicalsor hearing and vision screenings. It isyour responsibility to
know your insuranceplan benefits. If it is not covered, you will be responsible for payment at the time of service.

Not all Servicesprovided by our office are covered by every plan. Any servicedetermined to not be cover ed by your
plan will beyour responsibility.

| haveread and understand this officefinancial policy and agreeto comply and accept theresponsibility for any payment that becomes
due as outlined previously.
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