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PATIENT FINANCIAL AND BUSINESS POLICY

Thank you for choosing the services of Dr. Lena Edwards with LDE, MD. PLLC d/b/a Balance Health & Wellness Center (BHWC) for your health care needs.  We are committed to having a successful physician-patient relationship with you.  Please understand that payment for services rendered is an essential part of this relationship.  Below is a statement of BHWC’s Patient Financial and Business Policy.  Prior to receiving treatment at BHWC, we ask that you read this Policy carefully, and sign and date it at the bottom acknowledging your understanding and agreement to the stated terms.

Patient Information:  We maintain a patient registration and record for you during the time period in which you are an active patient under Dr. Edward’s care.  An active patient is one who has been seen by Dr. Edwards at BHWC at least once in the last 12 months. We update patient information annually.

Covered Primary Care Services:  Dr. Edwards is a network provider of internal medicine primary care services for the health insurance plans listed below.  If you are covered by one of these plans, BHWC will file claims with your insurer for covered primary care services.  For this purpose, you must provide us with verification of coverage at the time of each office visit in the form of your current insurance identification card/statement together with a valid photo ID.  APPLICABLE CO-PAYMENT, CO-INSURANCE and/or DEDUCTIBLE AMOUNTS MUST BE PAID IN FULL AT THE TIME SERVICES ARE RENDERED.  Insurance plans currently accepted include Anthem, Aetna, Blue Cross Blue Shield, Bluegrass Family Health, Champus, Cigna, Humana, Tri-care, and United Health Care.  Dr. Edwards is not a participating provider with Medicare or Medicaid.

Non-Covered Primary Care Services for which you do not have health insurance coverage through one of the above-named insurance plans will be charged at Dr. Edwards’ usual and customary rates without adjustment.  Information regarding these charges is available on request.  Payment in full is due on the date of service.

CONSENT TO TREATMENT:  By my signature below I hereby acknowledge and agree to the following:  (i) I have read (or had read to me) the foregoing Financial and Business Policy on pages 1 and 2, and understand the terms stated herein: (ii) the medical treatment and services I have requested and any potential risks associated with such treatment and services have been satisfactorily explained to me by Dr. Edwards and I have been given sufficient information concerning the treatment and services; (iii) I hereby consent to the described treatment and services of Dr. Edwards at Balance Health & Wellness Center including diagnostic and/or therapeutic procedures order by Dr. Edwards, pursuant to the terms of the Financial and Business Policy, and accept full personal financial responsibility for paying Balance Health & Wellness Center for all such treatment and services not covered by insurance, and for any co-payment, deductible or co-insurance amounts, if due for the provision of services that are covered by one of the health insurance plans named in the Policy.  

												. 
Signature								Date

						
Printed Name

ASSIGNMENT OF BENEFITS:  In the event I have verified coverage under a health insurance plan listed above for which Dr. Edwards is a participating provider, and services furnished by Dr. Edwards are covered under my plan, I hereby authorize and assign the payment of health insurance benefits for covered services rendered to me, to Dr. Edwards and Balance Health & Wellness Center and further authorize them to release to my health insurer such medical information pertaining to those services as deemed necessary to pay submitted claims.

Signature							Date
___________________________________________ 		___________________	

Printed Name
___________________________________________	


YOU ARE DIRECTLY RESPONSIBLE FOR PAYING ALL CHARGES FOR ANY SERVICES RENDERED THAT ARE NON-COVERED SERVICES.  NON-COVERED SERVICES INCLUDE:  (1) NON-COVERED PRIMARY CARE CHARGES AS DESCRIBED ABOVE; PAYMENT IN FULL IS DUE ON THE DATE OF SERVICE UNLESS YOU HAVE MADE OTHER PAYMENT ARRANGEMENTS WITH US IN ADVANCE OF TREATMENT; (2) ANY 
MEDICAL SERVICES FOR WHICH A CLAIM IS SUBMITTED TO AN ABOVE LISTED INSURER AND DENIED AS EXCLUDED UNDER YOUR PLAN.  UPON DENIAL OF THE CLAIM OR ANY PORTION OF THE CLAIM, YOU WILL BE BILLED FOR AND ARE RESPONSIBLE TO PAY IN FULL ALL OUTSTANDING CHARGES AND PAYMENT IS DUE UPON YOUR RECEIPT OF THE BILL; (3) ANTI-AGING MEDICAL SERVICES FOR WHICH NO INSURANCE CLAIM WILL BE SUBMITTED.  PAYMENT IN FULL IS DUE ON THE DATE OF SERVICE UNLESS YOU HAVE MADE OTHER PAYMENT ARRANGEMENTS WITH US IN ADVANCE OF TREATMENT.

 Anti-Aging Medical Services:  Anti-aging medical and complimentary services performed by Dr. Edwards are generally NON-COVERED SERVICES under the above-listed health plans and BHWC will not file claims for these services with any insurer.  Our Fee Schedule for Anti-aging medical and complimentary services is available on request. If BHWC determines that a specific Anti-Aging service or service component may be covered and/or is pre-authorized by the insurer, we will submit a claim for reimbursement to the insurer and inform you accordingly. In that event, BHWC reserves the right to require a deposit from you on the date of service to be applied to payment for Non-covered services.  

Should you attempt to obtain reimbursement from your insurance company, you will be responsible for filing your own claims. BHWC will not provide you with encounter forms, receipts, or diagnosis codes. You can choose to seek out the services of a medical billing company to assist them in obtaining reimbursement from their insurance company.  You may request copies of your office notes to provide to the medical billing company of your choosing.  You also understand that any claim may be denied based on the terms of your policy or certificate of coverage.

Accepted Methods of Payment:  BHWC accepts the following forms of payment:  cash, check, Visa, MasterCard, and Discover. We charge a service fee of $35 for each check returned by your bank for non-sufficient funds.  All questions regarding payment or your account should be directed to our Office Manager.

Minors / Worker’s Compensation / Motor Vehicle Injuries:  Dr. Edwards does not provide treatment for individuals under the age of fifteen (15) years, or accept patients for treatment of conditions or injuries covered or claimed under worker’s compensation insurance or resulting from a motor vehicle accident for which motor vehicle insurance benefits are available.
Missed Appointments:  BHWC reserves the right to charge a ‘no show’ fee of $50.00 for any appointment you miss that is not canceled by you at least 24 hours in advance.  This cancellation fee will be due within 30 days after the missed appointment, or at your next scheduled appointment, whichever occurs first.  If you miss three appointments without appropriate notification, Dr. Edwards reserves the right to terminate her treatment relationship with you.




Failure to Pay Your Account Balance:  If for any reason, you have an outstanding balance with BHWC for Non-covered services that remains unpaid for more than 30 days, we have reserve the right to report the account as past due, and/or place the account for collection with an attorney or collection agent which may result in legal action against you.  If your account is turned over for collection, Dr. Edwards may, in her sole discretion, discharge you as a patient.  Once the account is placed for collection, you must communicate directly with the collection agent or attorney regarding payment.  You will then be responsible for paying the outstanding balance, accrued/accruing interest at the rate of 1.5% per month (18% per annum) until paid in full, all court and other costs incurred in the collection process and a reasonable collection fee of not less than 30% of the outstanding balance.


Medical Records:  Your medical record will be maintained by BHWC in accordance with applicable privacy laws.  You are entitled to one copy of your record without charge.  Additional copies will be provided at $1.00 per page.  Requests for copies must be made at least 14 days in advance, except in a medical emergency.  BHWC will only deliver copies of your medical record to you or your authorized health care representative in-person at our office.  A photo ID and proof of representation (if applicable) and any copying fee due must be provided at that time.  BHWC WILL NOT RELEASE YOUR MEDICAL RECORDS OR PROTECTED HEALTH INFORMATION TO ANY PERSON(S) OTHER THAN AN AUTHORIZED HEALTH INSURER OR HEALTHCARE PROVIDER TREATING YOU UNLESS WE HAVE YOUR EXPRESS WRITTEN AND SIGNED AUTHORIZATION FOR SUCH RELEASE OR RELEASE IS OTHERWISE PERMITTED UNDER HIPAA.  FOR YOUR PRIVACY AND PROTECTION, NO EXCEPTIONS WILL BE MADE.
__________       
Initial	Page 	1

FORM HO-10	Page 2
FORM HO-10
image1.jpeg
é

balance
Health & Wellness Center




