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Patient Financial Policy

______________________________________________

If you have any questions about your bill or the status of your account

 please call the Northeast Internal Medicine billing office at (260) 463-2133
_______________________________________________________
Thank you, for choosing Northeast Internal Medicine as your healthcare provider. We are committed to delivering outstanding healthcare. We are sure you understand that payment for this healthcare is your responsibility and payment is due at the time of service. The following is a statement of our payment policy. This payment policy applies to all services provided by Northeast Internal Medicine, regardless of the location.
All patients are expected to complete a patient information and financial responsibility form annually. An updated patient information form must be completed if there have been any changes. A valid insurance card if applicable is required and must be presented at each visit. Failure to provide correct information at the time of your visit may result in a delay in care and your responsibility for the cost of the entire visit.  

For our Patients with Medical Insurance Benefits

The providers of Northeast Internal Medicine participate in most major health plans. We have contracts with many HMO’s, PPO’s, insurance companies and government agencies including Medicare and Medicaid. Our business office will submit a claim to your insurance company for any services provided. We file insurance as a courtesy. It is the patient’s responsibility to provide all necessary information and complete any required forms before leaving the office. If you have any secondary insurance our billing department will automatically file the secondary claim. 
Please be aware that some or perhaps all, of the services provided may not be covered under your insurance plan.

If a patient is a member of an insurance plan which we do not participate in. The office will file a claim on the patient’s behalf; however, the patient will be responsible to pay the office visit in full at the time of service. Please contact your insurance company with any questions about your insurance coverage. 

We cannot waive co-payment, deductibles, co-insurance or non covered service amounts defined as the patient responsibility under the terms of our contract with the various insurance plans. Payment of co-payments and co-insurances are due at the time of the office visit. Please be ready to make payment on the day you visit the office. Any remaining balance on your account after the insurance company has processed your claim is due upon receipt of a statement from our office. 

Past Due Accounts
If there is a remaining balance due after your insurance carrier pays, you have 30 days to make a payment on the invoice. We urge you to keep your account current. Accounts older than 30 days will be assessed a $10.00 rebilling fee, if no payments have been made. 

Patients with an outstanding balance of 60 days overdue must make arrangements for payment prior to scheduling appointments. 

Accounts older than 120 days, with no response to our request for payment, will be sent to an outside collection agency.  A collection fee equal to 8% of the outstanding bill will be assessed to the account. You will be sent a certified letter asking you to find a new physician in the next 30 days. During that 30 day period, our providers will see you on an emergency basis only.
Please let us know if you are having difficulty paying your account. We realize these are difficult financial times. We are more than happy to set up a payment plan, based on your financial situation, but you must contact our billing department (260) 463-2133.  
For our patients with no Medical Insurance Benefits:

If you do not have group or medical insurance, payment for all services is expected at the time of your visit. We give a 20% discount on all services if the patient pays cash/credit card/check at the time of service. Partial payments or payments made after the date of service are not subject to the timely payment discount. 

Methods of Payment:

Cash, personal check, Visa, MasterCard or Debit card are accepted methods of payment by Northeast Internal Medicine. A $25.00 fee will be assessed for any returned checks.

Missed Appointments:
Failure to give 24 hour notice of cancellation of an appointment or not showing up for an appointment can result in a charge of $10.00. This charge cannot be billed to the insurance company and will be your responsibility. 

FMLA, Disability Forms or Life Insurance:
There will be a $15.00 administrative fee for filling out forms. The fee must be paid prior to the completion of the form. The forms can be picked up in 1 week.

Minor Patients:

The adult accompanying a minor and the parents (or guardians of the minor) are responsible for payment. For unaccompanied minor, non-emergency treatment will be denied unless accompanied by an adult. 

Thank you for understanding our financial policy. Please let us know if you have any questions or concerns. 

I have read and understand the financial policy of Northeast Internal Medicine and I agree to be bound by its terms. I also understand and agree that such terms may be amended from time-to-time by the practice.
___________________________________                        _____________________

Signature of Patient or Responsible Party if a Minor                                           Date

_______________________________________________

Please Print the Name of the Patient

_______________________________________________

Witness
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Consent for Treatment
Authorization for Treatment: The undersigned hereby voluntarily consents to treatment at Northeast Internal Medicine.  Permission is given to the physician or Practitioner in charge of the patients care to administer any treatment deemed necessary or advisable for diagnosis of the patient. I am aware that the practice of medicine is not an exact science, and I acknowledge that no guarantees have been made as the result of treatment or examination at Northeast Internal Medicine. In addition to all other consents, I specifically consent to medical procedures and test necessarily to aid and assist in my diagnosis and treatment. I understand that students in various health-related training programs may participate in my care or observe special procedures. 
Release of Information: The undersigned authorizes Northeast Internal Medicine to disclose all or any parts of the patient’s medical record to any of the following: listed insurance companies, government agencies, the patient’s employer or any agency conducting reviews concerning worker’s compensation case, any review agency which conducts reviews  under an agreement with the patient’s employer or other payment source, and any health care organization, healthcare provider or agency needing medical information to assist in the patient’s continuing care. The disclosed medical record may include information regarding the treatment of psychiatric and drug and alcohol abuse conditions, information concerning AIDS, AIDS-related conditions or HIV status. Northeast Internal Medicine will make every effort to pre-certify and/or pre-authorize treatment with third party payors who conduct Utilization Review as a service to patients. I also understand that I may revoke this authorization by providing written notice to Northeast Internal Medicine. 

MEDICARE/TRICARE, MEDICAID PATIENT’S INFORMATION: I certify that the information I have given in applying for payment under Title V, XVII, and XIX of the Social Security Act is complete and correct. I authorize any holder of medical or other information about me to release to the Social Security Administration or its intermediaries any information needed for this or any related Medicare/Medicaid Claim. I understand that the health care services paid for under Medicare, and Medicaid are subject to review by the Professional Review Organization. I authorize Northeast Internal Medicine and the applicable County Department of Social Services to discuss information about me in the event I apply for financial assistance, including Medicaid. This information may include the following: date of application, application status, the reason my application remains pending, any verification required to complete my application, the date and reason of denial (if applicable). 
ASSIGNMENT OF INSURANCE/LIABILITY BENEFITS: I hereby authorize payment directly to Northeast Internal Medicine and all physicians involved in my treatment or diagnosis at Northeast Internal Medicine by the group insurance, major medical insurance, hospital, surgical, medical, and any other insurance payable to or on behalf of the undersigned, by virtue of offices visits, tests or Outpatient Services of the below named patient. I unconditionally assign any insurance benefits to Northeast Internal Medicine and all physicians involved in my treatment and further authorize both to apply any surplus insurance benefits or any other payments received from any source, to the payment of other unpaid bills of the below named patient or of the undersigned or any individual who is financially responsible for the patient or guarantor. I understand that I am financially responsible to the physicians at Northeast Internal Medicine for charges not paid by insurance. If an unpaid balance is sent to a collection agency, I will be responsible for any legal fees and/or interest associated with collection of debt. 

INDEPENDENT CONTRACTORS: I understand that many physicians (and their assistants) providing care at Northeast Internal Medicine and are independent contractors and NOT Northeast Internal Medicine employees. I consent to care by these non-employees. I understand that I will receive a separate bill for all physician (and assistants) services provided to me.
Notice of Privacy Practice (NPP):  I have received the NPP from Northeast Internal Medicine  _____YES   _____NO

Reason for No answers:____________________________________________________________________
___________________________________________________                   ___________________________

Signature of Patient or Responsible party if a Minor


         Date

______________________________________________               ________________________________________
Please Print the Name of the Patient



       Witness
