Financial Policy

As a patient at this facility, you are expected to pay your portion prior to being seen at each appointment, unless other arrangements are made in advance.
As a courtesy to you, we will bill your insurance company for you. We cannot guarantee that your insurance will cover all charges incurred by you. We will do our best to estimate your coverage, but this is not a guarantee of benefits and you are legally responsible for payment of all services.
All Patients
I hereby authorize Foot and Ankle Specialist, PC to release all information that may be requested to secure payment of benefits for treatment of myself or my dependents. I hereby assign all medical and /of surgical benefits entitled under my health insurance plan for services rendered. I understand that I am financially responsible for all charges, whether or not they are paid by insurance or flexible spending account. I understand that there may be a late cancellation fee of $50 for any appointment cancelled with less than 24 hours notice and that this fee will not be billed to my insurance. I acknowledge that any balance 30 days past due may be subject to a 1.5% monthly service charge (cumulative per annum) until the account is paid in full, or satisfactory payment arrangements have been mutually agreed to. I agree to pay for all costs and expenses, including reasonable court and attorney fees, should they become necessary to collect unpaid balances.
Responsible Party Signature ____________________________ Date _____________

Medicare Authorization

I request that payment of authorized Medicare benefits be made on my behalf to Dr Vohra for any services furnished to me by said physician. I also authorize any holder of my private health information to release to the health care financing / administration and its agents and information needed to determine benefits payable for related services. I understand that my signature represents that payment be made and authorizes release of medical information to pay the claim. I understand that any health insurance listed on the HCFA form or electronically submitted claims indicating their coverage, my signature also authorizes release of information to insurer or agency shown. In Medicate assigned cases, the Physician or supplier agrees to accept the charge determination that Medicare assigns and that the patient is responsible for only the deductible, co-insurance, and non-covered services. 
Beneficiary Signature __________________________________ Date _____________

Auto and Personal Injury / Accidents- Notice to Lien Attorney
I hereby authorize and direct you, my attorney to pay directly to my doctor any such sums as may be due and owing to him for medical services rendered to me as a direct or indirect result of this accident and by reason of any other bills that are due this office, and to withhold such sums from any settlement, judgment or verdict as may be necessary to protect said doctor. I further give a lien to my case to said doctor against any and all said settlement judgment or verdict which may come payable to you my attorney, or myself as a result of the injuries for which I have been treated, or injuries in connection therewith. I acknowledge  that any balance 30 days past due may be subject to a 1.5% monthly service charge (cumulative per annum) until the account is paid in full, or satisfactory payment arrangements have been mutually agreed to. I agree to pay for all costs and expenses, including reasonable court and attorney fees, should they become necessary to collect unpaid balances.
I agree to never rescind this document, and that a rescission will not be honored by my attorney. I hereby instruct that in the event that any other attorney is substituted or hired to represent me in this matter, the new attorney will honor this lien as inherent to the settlement and enforceable upon the case as if said attorney executed it. A copy of this document shall be provided upon request.

Patients Signature ____________________________________ Date ______________

