Haymarket Pediatrics

Office/ Financial Policy

     Welcome to Haymarket Pediatrics, PLC. We are pleased you have entrusted us with your child’s medical care. We are committed to providing you with the highest quality of care and service. We ask that you carefully read and sign the following policy.
Appointments

1) We value the time we have set aside to see and treat your child. If you know that you will not arrive at your scheduled appointment time, please call ahead to let us know. You may be asked to reschedule if you arrive more than 15 minutes late for a well child appointment. Please provide at least 24 hours notice if you must cancel a well child visit. There will be a $25.00 charge if you fail to keep a scheduled appointment and do not notify us in advance. 

Insurance 

1) As a courtesy to you, we will file your health benefits claims with your insurance company. However, you are the sole responsible party for all charges incurred and guarantee payment thereof.

2) It is your responsibility to keep us updated with your correct insurance information. If the insurance company you designate is incorrect, you will be responsible for the charges.

3) It is your responsibility to understand your benefits and coverage. Not all plans cover annual well child physicals, sport physicals, hearing or vision screenings. If these are not covered, you will be responsible for payment.

4) If your insurance company has not been informed that we are your primary care physician, you may be financially responsible for the current visit.
Referrals
1) It is your responsibility to know if a written referral or authorization is required to see specialists.

2) Advance notice is needed for all non-emergent referrals, typically 3-5 business days.                                                                              

Financial Responsibility

1) According to your insurance plan, you are responsible for any and all copayment, deductibles and coinsurances. All copayments are to be paid at the time service is rendered.

2) If we do not participate in your insurance plan, payment in full is expected from you at the time of your visit. We will supply you with an invoice that you can submit to your insurance carrier for reimbursement.

3) Should a monthly payment plan ever become necessary, arrangements can be made with our business office. Failure to pay for services or adhere to an arranged payment plan will result in collection action.

I have read and understand Haymarket Pediatrics office /financial policy and agree to comply and accept responsibility for any payment that becomes due as outlined previously.

Patients Name(s____________________________________________________________________
                            ____________________________________________________________________

                            ____________________________________________________________________
Responsible Party’s name____________________________________________________________

Relationship_______________________________________________________________________
Responsible Party’s Signature___________________________________Date__________________
