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Practice Polices

* New England Pediatrics accepts cash, check or credit card as aform of payment.

* You will receive amonthly statement if you have a balance due. Patient balances more than 30 days
overdue are subject to an 18% annual interest charge.

« If we must refer your account to a collection agency or law firm to collect an unpaid balance,
you will haveto pay the costs of collection aswell asthe unpaid balance in order to remain a
patient of our practice.

 If your account is placed in collection for failure to pay an outstanding balance, we reserve the
right to discontinue our services. If we take this action, we will send you amedical records release
for your signature so that you may transfer care and records to a new physician.

e You are responsible for any bank charges associated with checks not honored by our bank.

 If thereis an outstanding patient balance for more than 60 days, we cannot schedule well child
care.

» WAl visits not cancelled 24 hours before the scheduled time are subject to a $50 charge. Sick
visits not cancelled at least 2 hours prior to the scheduled time are subject to a $25 charge.

» New England Pediatrics reserves the right to charge areasonable and customary fee for the
completion of forms and applications and the preparation of medical records for transfer. Payment
is due upon receipt of the document(s).

If You Have Private Insurance

» Professional servicesrendered are charged to the patient. Payment is expected when services are
rendered.

»  Wewill not bill your insurance company. New England Pediatrics will provide you with an *“ Attending
Doctor Statement” or “Encounter Form” at each visit so that you may file aclaim with your insurance
company.

If You Have A Managed Care Plan In Which We Participate

 If you have a managed care plan in which we participate, you are responsible to provide us with current
and accurate insurance information at each visit.

* You areresponsible for feesincurred if we do not have your current insurance information at the time
of service.

» Co-pays must be paid at the time of service. Failure to do so will result in an additional $10 charge.
e Your child's name should appear on your insurance card (plan dependent).

» If adoctor’s nameis required on the card as your Primary Care Provider (PCP), it must be the name
of aNew England Pediatrics doctor, otherwise full payment may be due at the time of the visit.

* You may be responsible for feesif routine services provided are not covered by your insurance plan,
or if your insurance company denies payment for covered services.

I, (print name of responsible party),
authorize New England Pediatrics to treat my child/children. | have read and agreeto the
financial terms outlined herein.

Signature of Responsible Party:

Date:

Relationship to Patient:
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