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500 SE Plaza Ave
Bentonville, AR 72712
479-876-8111

Patient Financial Policy

Thank you for choosing Women’s Health Associates as your health care provider.  Our goal is to build a successful physician-patient relationship with you. Your understanding of our patient financial policy and your responsibility for payment for services is important to our professional relationship.  If you have any questions about our fees, our policies, or your responsibilities, please ask.  It is your responsibility to notify our office of any changes in your address, name, telephone, insurance information, etc.

Insurance Claims
The physician’s service is provided directly to you and not to an insurance company. Insurance is a contract between you and your insurance company. We will bill your insurance company as a courtesy to you, with the requirement that you assign benefits, allowing the insurance company to pay the physician directly.  To properly bill your insurance company, we require that you provide all insurance information including primary and secondary insurance, as well as, any change of insurance information.
· You are expected to present an insurance card at each visit. Copayments and past due balances are due when you check out at each visit. We accept cash, check, money orders, or credit cards.
· Our office will contact your insurance carrier to verify your coverage, benefits, and any remaining deductibles. 
· Coinsurance, deductibles, and payments for non-covered services, and any other portion of these services not paid by the insurance company, and not normally adjusted as part of our contractual agreement with the insurance company will be your responsibility. Payments for known deductibles etc. are due at the time services are rendered. It is the insurance company that makes the final determination of your eligibility and benefits. If your insurance company is not contracted with us, i.e., if the practice is not part of your insurance’s network, you agree to pay all the charges that are not covered by insurance.
· Not all services provided by this office are covered by every plan. You are responsible for understanding your benefit plan and for knowing its requirements for referrals to specialists, preauthorization of procedures, etc.  It is your responsibility to pay for non-covered services.  
· 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 on to us immediately.  It is the patient’s responsibility to know if our office is participating with his or her plan.
· Payments of past due balances must be made prior to a scheduled appointment.

Self-pay Accounts
Patients without insurance are expected to pay for services at the time of the visit. It may be necessary to set up a payment plan for a patient requiring extensive treatment.  If this situation is necessary for you, please ask to speak with a Financial Counselor.
Outstanding Balances/Collections
In the event the account is assigned to a collection agency, I agree to pay all costs of the collections (25%), including reasonable attorney fees (40%). Any charges or costs paid to a billing and collection agency to recover properly billed charges will be added to the total and that these additional charges will often make the total amount due higher than the original charge. This situation can best be avoided through cooperation and timely payment of charges due.

Missed Appointments
[bookmark: _GoBack]If you must cancel an appointment, please give at least 24 hours’ notice, to allow us to offer the appointment to another patient. Failure to keep appointments without proper notice may result in a $25.00 fee or be cause for discharge from the practice.

Returned Checks
A returned check charge of $25.00 will be payable by cash or money order along with the fee for insufficient funds rendered by the bank.  A returned check may be cause for providing services on a cash only basis.

Paperwork Fee
A $10.00 charge will apply for FMLA or any other paperwork filled out by us after the first set requested which is complementary.

Medical Record Copies
We comply with Arkansas state law. You may request one free copy of your medical records but if more than one is needed, a charge of $15.00 will apply for each copy thereafter.

Financial Agreement Signature
I hereby certify that I have read and received a copy of the Patient Financial Policy.

Signature of responsible party: ________________________________ Date: ______________

Assignment and Release 
I, the undersigned certify that I (or my dependent) have insurance coverage and assign directly to Women’s Health Associates of NWA all insurance benefits, if any, otherwise payable to me for services rendered. I hereby authorize the doctor to release all information necessary to secure the payment of benefits. I authorize the use of this signature on all insurance submissions. 


____________________________	_______________________	_____________________
Responsible Party Signature			Relationship			Date
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