

Minor Patients
About Our Fees
Dear Patient:

Your fee is based on the time we spend with you during your visit, the complexity of your medical condition, and any treatment we provide. But proper attention to your care also requires our Physicians and staff to spend additional time beyond that which we spend with you in the office. Such time may be used to:

· Create or maintain your permanent medical record

· Review, interpret and document all test results and communicate those results orally or in
       writing to you
· Remind you of your appointment and prepare and mail consultation reports, cards and letters  

       suggesting follow up visits
· Consult via phone about your case with referring physicians and other healthcare providers

· Prepare patient educational materials

· Conduct medical research relevant to your case

· Communicate with pharmacies about your prescriptions

· Complete insurance applications and claim forms
· Communication with your insurance company to process your claims
· Conduct utilization review negotiations with hospitals and insurance companies

· Review and manage hospital records

· Draft letters of necessity to obtain medical services, instruments, or prescriptions needed
· Draft reports and forms, including home health care orders and nursing facility orders

We are committed to providing you the best possible care at the lowest rate. We hope this explanation of our fees has been helpful. With you, our patient, we look forward to a lasting and healthy relationship.

Credit Card Payment Form (Optional)
If you would like us to keep a credit card on file for you, please complete the following. We will call you prior to charging any amount on your credit card unless it prevents your account from being sent to Collections. We accept Visa, Mastercard and Discover credit cards.

I authorize Dr. Poonawala / Dr. Khambati to keep my signature on file and apply charges to the credit card listed below for balance of charges not paid for by insurance. I understand that this authorization is valid for 2 years unless I cancel through verbal or written notice:

Type of Credit Card:

_____Visa
_____MasterCard
____Discover

Name on card__________________________________3 Digit # on back of your card_________

Card Number______________________________________Expiration Date________________

Your Signature________________________________________________Date______________
Our Financial Policy





Welcome and thank you for choosing us as your health care provider! We are dedicated to providing the best possible care for you and want you to understand that payment of your bill is considered a part of your treatment. We ask that you review and complete the following prior to treatment:





Full payment is due at the time of service unless arrangements have been made in advance by your insurance carrier. We accept cash, checks and Visa / Master / Discover cards. Your insurance company requires us to collect co-payments and deductibles at the time of service.  You are responsible for payment in full regardless of any insurance company’s arbitrary determination of usual and customary rates. If your insurance company sends payment directly to you, you will be required to pay the balance on your account for your care.





Keep in mind that your insurance policy is a contract between you and your insurance company. We are not a party to that contract. We will file your primary insurance claims as a courtesy to you and require that you provide us with complete and accurate insurance information. We cannot bill your insurance unless you give us all insurance information and it is your responsibility to know your own insurance benefits.  If your insurance company does not pay for services within 45 days, we will have to look to you for payment and you are obligated to pursue the status of your balance with your insurance company. 





We will bill your primary insurance only and if you have Medicare, they generally forward the bill to your second insurance. We are not responsible for billing or following up with your second and third insurances. You are required to pay your balances with us and can bill your own second and third insurance. We are happy to provide you with the necessary paperwork upon your request.





Not all insurance plans cover all services. In the event your insurance plan determines a service to be “non-covered,” you will be responsible for the complete charge. Payment is due upon receipt of a statement from our office. 





Texas Law requires all minors under the age of 17 to be accompanied by a legal guardian or an adult with a note from his/her legal guardian in order to receive care. The adult accompanying a minor and the parents (or guardians) are responsible for full payment. 





It is to your benefit to stay current on your co-payments, deductibles and payments. A $25.00 fee will be added to your balance for any Non-Sufficient Funds checks written. 





We encourage you to call your insurance company to find out whether your insurance requires a referral to see a Specialist. Our office needs 3 to 7 business days to process any referral requests. We will not back date referrals.





I have read and understand the above policy and agree to abide by this policy. 








_______________________________________________			___________________________


	    Patient or Responsible Party Signature						Date








_______________________________________________


	    	Printed Name of Patient








_______________________________________________				*** Please Turn Over


		Co-Responsible Party Signature
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