CARLTON CARDIOLOGY ASSOCIATES, INC.

Thank you for choosing our office as your Cardiology Specialty Provider.  The following provides some general information for you about the practice.

INSURANCE:  Your insurance policy is a contract between you and your insurance company.  We will submit claims for medical services to your insurance carrier if you have supplied us with all of the required information.  We must have the correct policy, group and ID numbers, along with the billing address for submitting claims.  A copy of your insurance card will be taken at each visit to ensure we have the proper and most current information.  Please be aware that some and perhaps all of the services provided may be “non-covered” services according to your policy.  You are still responsible for payment of these services.

A liability action against someone (auto accident, worker’s comp., etc.) is not a reason for delaying payment of your bill.  Payment of the bill is the responsibility of the individual who has received the treatment, not the individual who is being sued.  At the time of service for any liability case, you will need to supply us with the claim number, address for submitting claims, your agent’s name, if applicable, and the date of the accident.

We accept assignment for major insurance companies such as Highmark Blue Cross/Blue Shield, Medicare and most HMO programs; however, YOU MAY BE RESPONSIBLE FOR PAYMENT OF THE OFFICE VISIT, DEDUCTIBLE, CO-INSURANCE OR OTHER NON-COVERED SERVICES.  Our practices charges what is usual, reasonable and customary for our area.  
ALL CO-PAYMENTS ARE DUE AT THE TIME OF YOUR VISIT.

We accept cash, checks, Mastercard, Visa, American Express and Discover for payment.  In the event that a check is returned from the bank for any reason, you will incur an additional charge for this on your account.  Billing statements are sent to patients on a monthly basis.  If you are having difficulty paying your bill, please contact our billing department to discuss a payment plan.  We will work with you so that you can pay your balance.

I UNDERSTAND THAT I AM FINANCIALLY RESPONSIBLE FOR ALL CHARGES FOR SERVICES RENDERED TO ME INCLUDING THE BALANCE REMAINING AFTER THE PAYMENT OF POSSIBLE INSURANCE BENEFITS

SIGNED: ____________________________________________
DATE: ___________

I AUTHORIZE PAYMENT OF MEDICAL BENEFITS TO CARLTON CARDIOLOGY ASSOCIATES, INC. FOR PROFESSIONAL SERVICES RENDERED.

SIGNED: ____________________________________________  DATE: ___________

I AUTHORIZE THE RELEASE OF MEDICAL INFORMATION NECESSARY TO PROCESS THIS CLAIM.

SIGNED: ____________________________________________  DATE: ___________
