Payment aND FEE PoliCY of LAKEVIEW PEDIATRICS, LLC
1. PARTICIPATING INSURANCE CARRIERS/MANAGED CARE:  Per your contract with your insurance company, co-payments are to be paid at the time of service.  As a courtesy, a bill will be submitted to the insurance company for services provided during each visit.  Services that are not covered are the guarantor’s responsibility and are to be paid in full at the time of service.  There is a fee every time we bill you for any co-payment not paid at the time of services.  
2.  
NON-PARTICIPATING PLANS:  For patients covered under non-participating plans, all charges must be paid in full on the day of service.  We do not submit bills to carriers that we are not contracted with, but will provide patients with the necessary information for them to file claims directly to their insurance company.
3. SELF-PAY OR UNDERINSURED:  We participate in the VFC (Vaccines for Children) Program.  Those who qualify can receive the discount on only those vaccines provided by the VFC Program. For a list of vaccines not included, please ask the receptionist.  You may sign up for the program if you qualify, see receptionist for further details.

4.  
MISSED APPOINTMENTS/NON-SUFFICIENT FUNDS CHECKS:  There is a fee for failing to cancel or reschedule an appointment with less than 24 hours notice.  There will also be a fee if an appointment given that day is not cancelled/rescheduled within 2 hours or if an appointment for the next day is not cancelled before 7 a.m.. A fee will be charged for all returned checks in accordance with applicable bank charges.
5. RELEASE OF MEDICAL RECORDS AND PREPARATION OF MEDICAL FORMS:  A written request is required for the release of all medical records.  While we make every effort to respond to record requests within a reasonable time, please allow up to 30 days to receive records.  There will be a copying and postage fee for all medical record requests.  All school forms or medical forms should be presented at the time of examination.  A fee may be charged to complete any forms not presented at the time of examination, and the physician may take up to 30 days to complete these forms.

6. UNPAID CLAIMS THAT HAVE BEEN BILLED TO THE INSURANCE COMPANY:  We do not “re-bill” insurance companies after 60 days from the original date of service for services deemed to be the guarantor’s responsibility.  You will be notified of all balances pending and owed by you at your office visit.  No future well-child care visits or vaccines will be scheduled if open balances considered to be the guarantor’s responsibility are not paid at the time of service.  Any balances that have not been paid in 60 days may be sent to a collection agency.  
7. AFTER HOURS OR EMERGENCY FEES:  There may be a charge in conjunction with any office visit or service performed after posted office hours or without a scheduled appointment.  A bill will be submitted to your insurance company for these services.  Any services not covered by insurance will ultimately be the guarantor’s responsibility.
8. TELEPHONE CALLS:  There may be a charge for services rendered via telephone that are considered outside the scope of regular services provided by our office.  This may include phone calls or contact with a physician or other healthcare provider related to: consultations, medical management, coordination of services, providing advice, initiating medical care or any other service that may be handled over the telephone.  A bill will be submitted to the insurance company for these services.  Any services not covered by insurance will ultimately be the guarantor’s responsibility.
9. CREDIT CARD AUTHORIZATION:  You can provide us with a credit card to be kept on file for charges that are the guarantor’s responsibility.  By providing us with a credit card, you acknowledge and agree that Lakeview Pediatrics, LLC has your authority and permission to apply any charges deemed to be the guarantor’s responsibility to the credit card on file without obtaining any further or continued authorization.  Please ask the receptionist for a copy of this form.
I fully consent to medical treatment and services of the patient as may be deemed necessary and appropriate by the physician(s) of Lakeview Pediatrics, LLC and his/her/their designee(s).  I understand that I am responsible for complying with all policies and fees set forth herein.  Furthermore, I am aware that any balances greater than sixty (60) days must be paid in full in order for the patient to continue with his/her well-child care visits/vaccines/forms; however, the patient will not be prevented from receiving care in an emergency or urgent condition.  Lastly, I understand that Lakeview Pediatrics, LLC reserves the right to change any fees and or policies without prior notification.


_____________________________________________



   

Child/Patient’s Name



  
______________________________________________

___________________
       
        Signature of Parent/Guardian




   Date
**Please see the Receptionist for a list of current fees referenced in this Policy**

