= The Toledo Clinic, Inc.
, 4235 Secor Road,
Teledo, Ohio 43623

Financial Policy

- We are committed to prowdmg our ‘patients with the best possmle medlcai caré and also | mlnlm:zmg
admlnlstratlve costs. This fi nanclal policy ‘has been established with these objectives in mlnd and to
avo:d any mlsunderstandlng or dlsagreement conce‘rmng payment for professmnal serwces '

.é_‘:;_Our practice particzpates w:th numerous lnsurance compames For patlents whe are beneﬁr.:larles of one
of these insurance companies, our billing office will submit a claim for - services rendered. “All necessary
insurance mformatlon including special forms, must be completed by the patient prior to Ieavmg the office. -

e [f a patient has insurance in which we do not participate, eur oﬁ" ice is happy to file the clalm upon request
however payment in full is expected at the tlme of service.”

e ltisthe patlent's responsxblhty to pay any deductible, copayment, or any portion of the charges as speclf ied
by the plan.at the time of visit. Payments for medical services not covered by an individual’ s msuranee p!an
are the patient’s responsibility, and payment in full i |s due at the time of visit.

. Pay_ment for professional services can be made with cash, check, or credit card.-
» Patients who do not have inlsuren_ee are expected to pay for professional services at the time ef service.
it is the patient's responsibility to ensure that any required referfals for tréatment are provided to the practice
- prior to the visit. Visits may be rescheduled, or the pahent may be financially responsible due to lack of the
referral

o ltisthe patient’s responsibility to prowde us with current insurance information and to bring hlsfher insurance
card to each visit. If claims are rejected by insurance company due to untimely filing limits, and the delay is a

~ Fesult.of.the patient-not providing insurance information timely, the patient will be_respansible for all charges... ...

‘e Our staffis happy to help with insurance questions relating to how a claim was filed, or regarding any additional
information the payer might need to process the claim. Specific coverage issues, however, can only be
addressed by the insurance company member services department The telephone number is printed on the
insurance card.

e The adult accompanying a minor and the parents (or.guardians of the minor) are responsible for payment
at the time of service. For unaccompanied minors, non-emergent treatment will be denied unless charges
have been pre-authorized or payment by credit card, cash, or check at the time of service has been verified.
Statements indicating any patient responsible balance will be mailed monthly. Payment in full is due within
30 days . -

e Patientbalances over 30 days will be subject to a late payment charge equal to 1.25% (15% annual percentage
rate) of the balance as of the end of each month.

¢ Patients will be asked to pay all patient responsible balances in full when they are seen in the office at their
next visit.

» Patients with outstanding balances may not be seen by the physician absent medical necessity 'and'are
- subject to discharge from the practice. :

¢ Intheunanticipated event you are unable to pay your bill when due, please contact us as informal arrangements
may be worked out. ;

¢ Anv prepavments resultina in a credit balance to an account will first be aoplied to-anv outstandina debt prior.



Our practloe fi rm!y believes that a good phy5|o|an patient relatronshlp is based upon understandlng and""_
good communications. Questions about financial arrangements should be dlrected to the Busrness'_
Services department at 419—479 5398. We are happy to help you : -

1 hereby authorlze The Toledo Clrnlo to submit tomy msuranoe plan all covered services rendered
by the physroran(s) and to furnjsh complete mformatlon (lnoludlng Medloal Records if neoessary) to. my
plan regarding -services rendered A1 understand that in-signing this form, The Cllnlo wrli not release to
anyone, including those processmg my Clinic claim, any information that the law specrﬁcally protects and
- for which. a special consent is. requrred -For those records to be released, | will need to sign a separate

cconsent. | authorize and dtreot my. |nsurance carrier to |ssue payment oheok(s) drreotly to the physrcran(s) .
_ renderrng oovered senncesdnless otherwlse no’nﬁed . _ _ :
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Signature of Patient/Authorized Representative  Relafionship (i other than patient)

PatientN_arne . - - . _ ' ,_Date
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