Financial Policy for
Northeast Cincinnati Pediatric Associates, Inc.

It is the policy of this office 1o help keep your health
care costs as low as possible, [noorder to do this, we
need o keep our hilling costs o o minimum.  Please
help us in the following ways:

This is un agrecment between Northeast Cinti. Pedintric
Associates Ine., as ereditor, the PattentfGuardian or Parent
as debtor, named on this farm,

[n this agreement the words “you,” ™ your.” and “yours™
mesm the paticntdebtor. The word “account™ means the
aceount that has been established o vour name 1o which
charges are made and payments credited. The words
“we” Mus,” and Sour” refer o NCPA

By excculing this agregment, you are agreeing o pay for
all services that are received.

Monthly Statement: [F wou have a balance on your
aceount, we will send vou s monthly statement, I will
show separately the previous balance, any new charges o
the account, and any pavment or credits applicd o your
account during the month,

Fayments:  Unless other arrangements are approved by
s i writing, the balance on your statement 15 doe and
paryalle when the statentent is issued, and is past dee if not
vl b the end of the maonth.

Fayment Options il you have No Insurance: Your
chonce 15 we pay by cash, check, or credit card on the day
that treatment is given, 15 payment cannot be made in full
al the time of service, o budgel agrecment can be made o
have service paid within %0 davs with the 1 pavment
pavable the day the service 15 rendered.

The Financial Policy continoes on the backside of page.

Always bring vour current health insurance

card 1o the office

Please notfy us al time of check-in of any

changes in insurance, address. phone #,

(] [l

Please pay your co-pay or deductible at the

time of service: or if you do not have

imsurance, please come prepared 1o pay Tor

vour visitin full.

Please make sure with vour plan as o the participation status
of the physician vou are seeing. We will not deny care t any
patient due 1o uncertainty of pamicipation status of sur
physician with your insurance plan, but please understand you
are responsihle for verifving this information with your
Carrier.

You should receive a bill for any patient responsibility within
20 davs: andfor an cxplanation of benefits rom your carrier,
[T you do not, please contact the blling office at 513-220-0723,

avment Options il you have Insurance: Wi are
required by our insurance contracts © collect all co-pays at
the time of service, Any co-pays that are nod pad an the day
ol the visit are due before the last day of the month, Any
co-pays sl not paid by the last day of the month wall be
subject 1o a 55 co-pay processing fee and will be added o the
account for every month the co-pay 15 not paid.

Also, you may choase o pay vour deductible ac the time
services arg rendered by cash, check, or credit card,

Therelore, knowing this, [ request that services be performed and 1 agree to be responsible for any charges incurred. 1 understand
that il 1 il e make payment when due and my account becomes delinquent or is turmed over to a collection agency or allomey
for collections, the undersigned shall pay all collection agency fees, court costs and attorney fees, and risks being dismissed Trom

the physician care of Northeast Cincinnati Pediatric Associates, Inc,

| have read this Financial Policy as outlined above and on the backside of the page, and understand that [ am ultimately
responsible for the charges incurred by my child/children as their legal parent or guardian.
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Insurance:  [tis the responsibility of the card holder 1o
know what their eligibility and coverage is with their
insurance carrier. [ this 5 not known, it 15 suggested

the card halder venily covernge limitations prior (o
appointnent date.

Although we may estimate what your insurance co.

may pay, it is the insurance co. that makes the Noal
determination of your cligihibily, Youw agree o pay any
portinn not covered by your insuramce.

Divoree: I cwse of divorce or separation, the parent
wutharizing treatment for a child £ children will be the parent
respengible for those subsequent charges, 11 the divoree decree
requires the ather parent to pay all or part of the treatment
cosls, it is the authorizing parent's responsibilicy o collect
[ram the other parent.

Insurance Release:  This is we centifly that [ have been
informed prior to receiving treatment weday that my health plan
may not be liable for service rendered if any of the following
conditions apply:

* [ may bave a pre-existing condition or other diagnosis
that may nat be covered by my plan.
+  Provider not participating momy health plan,
* Linmet deductible under my health plan contract,
. Services may not be covered under my health plan.
Wl child check-up, immunizations, as well as other routine
services may nol be covered by some insurance plans,

Please check with vour insurance carrier if your not sure
if routine services are covered.

Past Due Aceounts: 11 your account hecomes past due, we will
take the necessary steps e collect this deb T we have o refer vour
account to a collection agency, you agree o pay all of the collection
cost which are incurred. 11 we have to refer collection of the balance
Lo lawyer, yvou agree o pay all lawyers” fees, which we incur, plas all
court costs, Inocase of soit, you agree the venue shall be in Cincinnali,
Chhio. I there becomes a need 1o send the balance of an account 1o
collection due to non-payment of the account, the physicians of
Northeast Cincinnati Pediatric Associates, Inc. will no longer be shle
to provide care, In this case the guarantor will be notilied of this by
certified mail and given adequate ime @ find a new medical provider.

All accounts sent to the collection agency will be reparted o the Credit
Bureaun.

Returned Checks:
Returmed by the bank.

There is a fee (Currently 3250 for any checks

Missed Appointment Fee:
on time for an appointment, or cancels with less than 24 hours notice,
a 820 fee will be charged. This fee must be paid before a new
appointment is scheduled. Patients with 4 missed appointments may
be asked o transfer their records (o another doector,

The 3% time a patient does nol show up

Waiver of Conflidentiality:  You understand o the account is
submitted 1o an atterney or collection ageney. if we have to litigate in
court. or iF your past due status is reported to o credit reporting agency.
the fact that you received treatment at our office may become 4 matter
of public record.

Transferring of Records:  You will need 1o complete the
authorization (o release records form, which can be obtained Tram aur
office. This form need to be completed i its entirety in order Tor us we
process the request. All balances should be paid hefore records ane
transferred.

Effective Date:  Once you have signed this agreement, you agree 1o
all of the terms and conditons comteimed herein and the agreement will
be im Tull Torce and effect.



