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PAYMENT POLICY FOR SERVICES RENDERED
Please Place Your Initials Next To The Type Of Insurance You Have In Section 1,2, Or 3 Below

If You Have No Insurance, Please Read Section 4

If The Patient Is A Minor, Please Read Section 5

Read And Sign Paragraph #6 and #7

1. IF YOU HAVE INSURANCE WITH ONE OF THE FOLLOWING INSURANCE COMPANIES, please initial the appropriate line.  We have contracts with these companies and will bill them directly and follow up on outstanding balances.  Please be aware that you are responsible for any deductibles, copayments, coinsurance, uncovered services or balances remaining.

_____Blue Cross/Blue Shield of VT   _____Medicare _____VT Medicaid  _____Cigna  _____

2.  IF YOU HAVE WORKERS COMPENSATION COVERAGE, we must have information approving the claim from your employer and accurate billing address information to process the claim.  Without this, we will consider payment for this visit to be your responsibility.  The practice of Health Integrative PLC follows the Vermont State Workers Compensation Fee Schedule and is not a member of any Worker’s Comp PPO’s.
         Name of Insurance Company____________________________________________   Initial________________

         Address:___________________________________________________________________________________
3.  IF YOU HAVE COVERAGE WITH AN INSURANCE COMPANY WHICH WE DO NOT HAVE A CONTRACT WITH, we will submit a claim directly to your insurance company for reimbursement.  Please review to following procedure and sign.
          “I understand that my services are being billed directly to my insurance carrier for me.  The insurance company should send payment directly to the office.  If the payment is sent to me, I will forward this payment to the office immediately.  If payment is not received by the office within 45 days, a statement will be sent to me.  I understand that it is my responsibility to follow up with my insurance company.  I understand that this entire balance is at all times my responsibility.

          Signed_________________________________________________   Date_________________________

4.  IF YOU DO NOT HAVE INSURANCE, you are responsible for payment of your bill, in total, at the time of your visit.  We accept personal checks, credit cards, and cash.  If your bill exceeds $200.00, a payment plan can be worked out at the time of the visit.  Please ask for our payment plan agreement form.

5.  IF YOU ARE A CUSTODIAL PARENT, by law you are ultimately responsible for payment of your child’s medical bills, even if you are not the carrier of your child’s insurance policy.  Our agreement to care for your child is made with you.
6.  “I understand and agree that regardless of my insurance, I am in the end responsible for the balance of my             

account for any professional services rendered.  I certify that the above information is true and correct to the best of my knowledge.  I will notify the office of any change in my insurance status.  I also agree that if I am unable to pay my bill promptly, I will call the billing department to make timely payment arrangements.  I understand that if my account becomes delinquent and Health Integrative and Dr. Moreau incurs collection charges, they will be my responsibility.”
PATIENT/GUARDIAN SIGNATURE_________________________________________  DATE ____________________

Patient or Authorized Signature ________________________________Relation to patient_____________ Date __________
