Please complete the Financial form and fax or mail it to our clinic with copy of your insurance card.

Patient’s Name ____________________________________________
Your clear understanding of our Financial Policy is important to us:

 Co-pay, co-insurance and deductible payments are due at the time of service. We accept cash, checks, Visa/MasterCard and Discover.

 Parents/Guardians accompanying minor patients are responsible for full payment at the time of service.

 Credit financing is available for patients that may need the service and have no insurance.

TREATMENT AUTHORIZATION

__I authorize Dr. M. Pappolla, MD to examine, diagnose and treat _____________________________(Name of Patient), giving reasonable and proper medical care by today’s standards.

I authorize and give M. Pappolla, MD consent to submit specimens (blood, urine, tissue, etc.) to the laboratory(ies) of choice for analyses and study to include diagnosis for submission for payment to the insurance carrier for the named patient.
________________________________________________ Date______________________

Patient, responsible party or guardian signature

AUTHORIZATION FOR RELEASE OF INFORMATION

I hereby authorize the St Michael’s Clinics or Miguel Pappolla, MD to release any information necessary to my insurance company(ies), including governmental health care insurer (such as Medicare and Medicaid) or other health care practitioners involved in the care of the named patient. I understand that the progress of my treatment may be discussed with my referring physician. I understand that I am giving this authorization only in the case of a subpoena or for the release of information necessary for the provision of continuity of care, to determine insurance benefits and the payment of any claims, and/or for all health plan procedures related to the evaluation of the quality and cost-efficiency of care.
_________________________________________________ Date____________________

Patient, responsible party or guardian signature

RESPONSIBLE PARTY AGREEMENT/ASSIGNMENT OF BENEFITS

I do hereby acknowledge that I am the guarantor of this account and agree to pay for services rendered, including any supplies or pharmaceuticals that are provided to me in my treatment. I authorize payment of medical benefits to St Michael’s Clinics or Miguel Pappolla MD for services rendered. If any charges for services I (the patient) agreed to receive and are submitted to my insurance carrier for the care of the named patient and these services are not covered medical services or are services where benefits are limited and charges above and beyond these limits are incurred, I agree to pay for any balance deemed applicable according to my health insurance rules and regulations. I understand that Dr. Pappolla will only accept payment from identified payors per insurance card & insurance verification process. I hereby agree that I am responsible for the payment of any co-payment, deductible and co-insurance and that I agree to make payment for these amounts at the time of service. If I am not covered by any insurance carrier, I agree to pay for services rendered at the time of service unless other payment arrangements have been made.

_________________________________________________ Date____________________

Patient, responsible party or guardian signature

MEDICARE/ MEDICAID AUTHORIZATION

I request that payment of authorized Medicare/Medicaid benefits be made on my behalf to Miguel Pappolla, MD for any services furnished by my physician to the named patient. I understand my signature requests that payment be made directly to the provider of care and that the provider agrees to accept the charge determination of the Medicare/Medicaid carrier as the full charge, and that the insured patient is responsible only for the

deductible, co-insurance and non-covered services. Coinsurance and deductible are based upon the charge determination of the Medicare/Medicaid carrier. I attest that I am eligible for Medicare and/ or Medicaid coverage.

_________________________________________________ Date_____________________

Patient, responsible party or guardian signature

CANCELLED APPOINTMENT/”NO SHOW” POLICY

This is a highly specialized clinic and making an appointment implies that sufficient time has been allocated ONLY  for your care. This implies overhead expenses and specialized personnel salaries and the doctor who will be available for you ONLY as agreed. If it is necessary for you to cancel any appointment, please advise us at least 24 HOURS in advance for office appointments and 48 hours in advance of a scheduled procedure. THERE WILL NOT BE ANY CHARGE TO YOU IF YOU CANCEL IN ADVANCE. However, if you fail to comply with this cancellation policy there will be a charge as noted below.

Patient or responsible party statement: I understand that if I fail to show up for my appointment, without notice, I will have to pay a fee of $150.00. I also understand that if I miss multiple appointments without complying with the requested notice period, the practice reserves the right to terminate me as a patient. 
________________________________________________ Date______________________
Patient, responsible party or guardian signature

Provide credit card information to reserve appointment. Credit card will only be billed if there is a no show for appointment or if it is cancelled in violation of the above policy. PLEASE READ CAREFULLY BEFORE SIGNING. THIS IS A CONTRACT.

Credit card (Circle appropriate): Visa. Master Charge

Number: 
Expiration date:

Security number (last three numbers on back of credit card):

Billing address:

Street Address 1:__________________________________. Apt or Suite #:
City:____________________________________________
State________________. Zip Code:___________________
Thank you. We are looking forward to meeting you and help you win your battle against pain!

The St. Michael’s Clinic Staff
