
PATIENT FINANCIAL POLICY
This is an agreement between Vancouver Allergy & Asthma Center, PLLC and the patient/guarantor named on this form.

In this agreement the words you, your, and yours mean the Guarantor.  The work Guarantor refers to the responsible party.  The word account means the account that has been established in your name to which charges are made and payments are credited.  The words we, us, and our refer to Vancouver Allergy & Asthma Center, PLLC.
By executing this agreement, you are agreeing to pay for all services that are received.

Monthly Statement:  If you have a balance on your account, we will send you a monthly statement.  It will show separately the previous balance, any new charges to the account, and any payments or credits applied to your account during the month. Patients are responsible for all charges resulting from treatment provided by Vancouver Allergy & Asthma Center, PLLC.  All co-pays are due at the time of service.  Any other payment due from you is due within 30 days of the first billing, unless other financial arrangements have been made. Patients will receive first billing once correspondence with all insurance companies has been completed. Established patients with a delinquent balance may be asked for payment at time of service.  After a patient balance has aged 60 days, a monthly interest charge of 1% on the outstanding balance will be applied.  This interest may be waived if the terms of a pre-existing payment plan are met in their entirety. 
Payment options if you have no insurance:

A. Payment is expected on the day that services are rendered.  A ten percent fee reduction will be applied to your balance if paid in full at the time of service.  You may pay by cash, check, or credit card.
B. Payment of $100.00 is expected at the time of service.  Remaining balances will be billed according to the financial plan agreed upon by Vancouver Allergy & Asthma Center, PLLC and the guarantor.  If you would like to learn more about this option, please request to speak with our staff.
Payment options if you have insurance:

A. You will need to pay your deductible, co-pay and any out-of-pocket portions at the time of service by cash, check, or credit card.

B. If you choose to pay for all of your treatment in full at time of service, we will promptly issue a refund for any credit balance.

C. It is your responsibility to verify insurance coverage and eligibility with your insurance carrier prior to service.

Payments:  Unless we approve other arrangements in writing, the balance on your statement is due upon receipt.  We may require personal financial information in order to make a determination regarding an extended payment arrangement.  If payment is not received, we reserve the right to refuse future appointments on delinquent accounts.

Insurance:  Insurance is a contract between you and your insurance company.  In most cases, we are NOT a party of this contract.  We will bill your primary insurance company as a courtesy to you.  In order to properly bill your insurance company we require that you disclose all insurance information including primary and secondary insurance as well as any change of insurance information.  Failure to provide complete insurance information may result in patient responsibility for the entire bill.  Although we may estimate what your insurance company may pay, it is the insurance company that makes the final determination of your eligibility and benefits.  If your insurance company is not contracted with us, you agree to pay any portion of the charges not covered by insurance, including but not limited to those charges above the usual and customary allowance.  If we are out of network for your insurance company and your insurance pays you directly, you are responsible for payment and agree to forward the payment to us immediately.  If your insurance company requires a referral and/or preauthorization, you are responsible for obtaining it.  Failure to obtain the referral and/or preauthorization may result in a lower or no payment from the insurance company, and the balance will be your responsibility.   Scheduled visits that are not attended and are not cancelled by phone prior to the appointment start time will result in a fee of $25.00.
Medicare:  We participate with Medicare.  We agree to bill and accept contractual adjustments for this program and will not apply interest or finance charges to those accounts.  There may be services and supplies rendered that are not covered by Medicare and therefore require an Advanced Beneficiary Notice (ABN) be signed by the patient/Guarantor.  By signing the ABN, you understand that you are financially responsible for payment of those services and/or supplies.

Medicaid: We participate only with Columbia United Providers.  We agree to bill and accept contractual adjustments for this program.  We do not accept any other form of Medicaid including CHIP and Open Coupon.  If you currently participate in one of these plans, you will be financially responsible for the services provided in our office.

Returned Checks:  There is a fee of $35.00 on any checks returned by the bank, and we may choose to proceed with legal action which may result in additional fees of $100.00 minimum up to a $500.00 maximum to the patient or guarantor on the account.

Past Due Accounts:  If your account becomes past due, we will take necessary steps to collect this debt.  If we have to refer your account to a collection agency, a fee of 35% will be added to the balance of your account.  If we have to refer collection of the balance to a lawyer, you agree to pay all lawyers fees that we incur plus all court costs.
Finance Charges:  We reserve the right to apply a finance charge to any patient account.

Waiver of Confidentiality:  We have the option to report your account status to any attorney, collection agency, credit reporting agency such as a credit bureau, or for court litigation; and the fact that you received treatment at our office may become a matter of public record.

Divorce:  In the case of divorce or separation, the party responsible for the account prior to the divorce or separation remains responsible for the account.  After a divorce or separation, the parent authorizing treatment for a child will remain responsible for subsequent charges.  In a divorce case, if a decree requires the other parent to pay all or part of the treatment costs, the authorizing parent is responsible for collecting from the other parent.  Ultimately both parents and/or legal guardians are responsible for the account.

Transferring of Records:  We will provide one copy of your medical record to you at no charge.  Any additional copies must be requested in writing and you will be required to pre-pay a reasonable copying fee.  In order to forward you records to another doctor or organization, we request that you complete a Release of Records form.

Effective Date:  Once you have signed this agreement, you agree to all of the terms and conditions contained herein and the agreement will be in full force and effect.

Patient Name: ____________________________________ 	Date: __________________________





Responsible Party: ________________________________ 	Relationship: __________________





Responsible Party Signature: ____________________________________________________________ 














Vancouver Allergy & Asthma Center, PLLC


14508 NE 20th Ave, Suite 200, Vancouver, WA 98686


(360)695-8553








