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QU FINANCIAL POLICIES 

nth* 
Pleame, 
our fill 

u, for choosing us as your health care provider. We are committed to your treatment being successful 
de -stand that payment of your bills is considered part of your treatment. The following is a statement f;if 
ia 1 Policies which we require you to read prior to any treatment. 

Ia 	 k Insurance: 

Reg 	Insurance Plans where we are a participating provider, all co-payments and deductible are due at the 
time 	tees are rendered. In addition, if your plan is an HMO plan our office must be listed as your primary tare 
provid r on your insurance card. In the event your insurance coverage changes, please notify us prior to being 
Seen 9r u will be responsible for payment of services denied by your insurance plan. 

Out 	etwork Insurance 

Yoult 	alce policy is a contract between you and your insurance company. We are not party to that contract. 
A/3 4 	ice to our patients we may accept assignment of insurance benefits after your second visit. We will file 

claims for you; however we do require 20% coinsurance and deductibles to be paid at the time of 
$4 	balance is your responsibility whether your insurance company pays or not. We cannot bill your 

company unless you give us accurate information. We will assist your insurance company with 
addiltirt 1 information they may need in order to process a payment. If we are having difficulties with your 
ins 	company, we may call you and ask that you, as the customer of the company, contact the company to 

ayment. We will file claims to secondary insurance, if the information is provided to us. 

"Mediate 

t Medicare assignment. We will file claims for secondary insurance for you, if accurate information is 
You will be responsible for annual deductibles, co-payments and non-covered procedures if they are not 

by Medicare and secondary insurance. If you do not have secondary insurance you are expected to pay 
su-Tance and deductibles at the time services are rendered. We do not file any claims to tertiary 
; t lis will be your responsibility. Annual exams are preventive visits are not paid for by all 

insurance carriers. (Medicare only covers a portion of this exam.) I understand I am responsible for 
payment, if the exam or portion of the exam is not covered by my insurance. Annual exams do not 
ty pie .1 include problems I may be having- as problem visits may require longer time. The office may ;I  ; 
resat le another visit to address these concerns. 

ANY i.r1"1.PAID INSURANCE CLAIMS OVER 60 DAYS OLD WILL BE PATIENT RESPONSIBILITY. 

Our pr4tice is committed to providing the best treatment to our patients and we charge what is usual and 
customary for our area. You are responsible for payments regardless of any insurance company's arbitrary 
determination of usual and customary rates. 

We 
ProNli 
eov 
20% 
in swat 
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Service Fees 
due balances turned to collections agency are subject to a collection agency fee. 

• 

Sc altrin Patients 
1 	for services will be collected at time services are rendered. No credit will be extended; however 

my credit may be extended on a case by case basis after services are rendered. Sometimes an advance 
t wilbe collected for certain diagnostics or procedures. 

AVVENT IS DUE AT THE TIME SERVICES ARE RENDERED. 
F ACCEPT CASH, CHECKS (with verification), VISA, MASTER CARD, and AMERICAN EXPRESS. 

-ED CHECKS 
A dit i  nai charges are applied to my account for any returned checks used to pay on my account, for 

	

cep ifi 	otters sent to me for collection on my account and collection agency fees. I may also be charged for 
no pa ng My co-pay and/or co-insurance or patient responsibility including deductible at time of service, fo 
ed cat anal materials, and payment agreements which extend beyond 12 months, and for other administrativ 
ex enses not covered by my insurance plan. 

A SIGNMENT OF BENEFITS 
I hereby authorize and assign all payments and/or insurance benefits for medical services and/or surgical 

p o u,nes rendered to patient, directly to Maria Jauhar, MD. I hereby authorize Maria Jauhar, MD to 
r lea mec ical information necessary to obtain payment. I understand that I am financially responsible for 
a 1 charges not covered by my insurance plan. 

C PIO ICY rti 
regikes that you please give our office 24 hour notice in the event that you need to reschedule your 

point ert with the physician. This allows other patients to be scheduled into that appointment. If a patien 

	

isse 	appointment without contacting our office, this is considered a no-show, no call. A fee of $30.00 
ill bit hanged to you for a missed appointment. This fee will not be billed to your insurance carrier. If you 

a e mot. than 15 minutes late to a scheduled appointment, the appointment will be cancelled unless we hav 
b en notified by phone, and the schedule allows for you to be seen. If you accumulate 3 missed 
a pointtnerts, you may not be rescheduled for future appointments and will be asked to leave the practice. 

     

t 
n 

ank u, for understanding our Financial Policy. We reserve the right to change this notice and make the new 
Health Information we already have as well as any information we receive in the future. We will post a copy of o 
tit OUI office. Please let us know if you have any questions or concerns. 

     

     

     

     

     

     

     

tice apply 
current 

ame o Pa:ient 	 Date 

Si Patient (or responsible party if minor) 
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Conse t to Use or Disclose Information for Treatment,  Payment or Healthcare Operation 

f the patient (Or authorized representative consent Maria Jauhar, MD to the use or disclosure of my individually 
lentifiable "protected health information: for the purpose of treatment, payment or healthcare operations as the terms 

e defined under federal HIPAA privacy rules. 
"protected healthcare information" means health information collected from me or my representative and created or 

aceived by ray health care provider, another healthcare provider, insurance carrier, my employer or a healthcare 
clearinghous . The protected health information relates to my past, present or future physical or mental health or 
condition an identifies me, or there is a reasonable basis to believe the information may identify me. 
I have the rig t to revoke this Consent. Such revocation must be submitted to Maria Jauhar, MD in writing. The 
revocation s all be effective except to the extent that Maria Jauhar, MD has already taken action in reliance on the 
Consent. 

I have received or have been allowed to view a copy of Maria Jauhar, MD's "Notice of Privacy Practices" as required by 
HIPAA. 

I authorize discussion of my general medical condition and diagnosis (including treatment, payment and healthcare 
opt on with (if no one, leave blank) : 

Name (print) Phone # 	 Relationship 

BEST WAN TO CONTACT YOU: HOME 
CHECK ONE 

 

CELL 

 

EMAIL 

 

     

May we leave 
understand t 

a message on your answering machine or voicemail concerning lab or test results? I (the patient) 
at answering machines and voicemails are not secure lines. 

No Yes 

understand that Maria Jauhar, MD may send letters, postcards or leave voice messages for appointment reminders and 
ail billing statement to the Guarantor on my account. I certify that I am the patient (or authorized representative) and 
,L the information given by me to the Provider in applying for payment under Medicare and/or Medicaid programs, 

'surance plans or other protection is correct and complete. I understand, acknowledge and agree to the terms set forth 
above. 

Name of Patient 	 Date 

Signature of Patient (or responsible party if a minor) 
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