       


Thank you for choosing Flower Mound Family Physicians Family for your family’s medical care.  We are committed to providing you with quality, personal health care.  We appreciate your commitment to adhere to this Financial Policy Agreement.  To reduce confusion or misunderstanding we ask that you read this Policy, ask any questions, and sign the Authorization and Acknowledgement section of the Patient Information Form.  Other than for true medical emergencies, agreement with this policy is required for all medical care.
Except as indicated below, payment is required at the time services are provided, unless other arrangements have been made in advance.  We accept cash, personal in-state checks, and VISA, MasterCard, Discover and American Express credit cards.  There is a $30.00 service charge for returned checks.
INSURANCE:  Your participation with your insurance is contract between you and your insurance company.  It is your responsibility to know your individual insurance benefits – including eligibility, annual deductibles, co-pays, coinsurance, covered benefits etc. Please contact customer service at your insurance company for any questions you may have regarding your individual benefits.  
We participate in most insurance plans and will bill your insurance plan as a courtesy to you. If we do not participate with your plan, payment in full is required at the time of service, unless other arrangements have been made in advance.   
If you are insured, but we are not able to verify your eligibility in that plan, or if the plan states you are not eligible, payment in full will be required at the time of service (this applies to Cobra plans as well).  It is your responsibility to provide our office with all active insurance policies at each visit, and to inform us in advance any time there is a change to your insurance.  
If you have more than one insurance policy and you do not give us all of the information prior to your visit, you may end up being responsible for the entire bill. Particularly, if the insurance we did bill is not the primary payor.  It is your responsibility to provide all insurance information to our office as well as informing all of your insurance carriers of all insurance plans you have coverage under.  This is called Coordination of Benefits and your insurance requires you to update them with this information.    You are responsible for any services not covered by your plan that have been assigned to patient responsibility.  We post payments/denials/patient responsibility as your insurance instructs us to do so on the Explanation of Benefits (EOB).  If you are disputing how a claim has been paid/denied/assigned to your responsibility, you will need to contact your insurance company.  We cannot change how this is posted without a corrected EOB from your insurance company.
· Proof of Insurance.  All patients must complete and/or update our Patient Information Form at each office visit.  You must furnish valid and up-to-date proof of insurance coverage and a copy of your driver’s license.  If you provide false or expired insurance information you will be responsible for the balance of the claim.  Please notify us of any changes in insurance coverage prior to the time of service.  Insurance denials for Termination of Coverage, Pre-existing Conditions or Coordination of Benefits will be automatically billed to patient responsibility.
· Co-payments, Deductibles and Co-Insurance.  All co-payments, deductibles and co-insurance amounts must be collected at the time services are rendered.  We are contractually obligated to collect your patient portion and therefore they cannot be waived.  
· Claim submission.  We will submit your insurance claims and assist you in any way reasonable to help get your claim paid.  At times, your insurance may deny paying your claims if they need you to supply information directly to them.  It is your responsibility to comply with their request in a timely manner.   Please note when insurance denies claims for this purpose, they have made the entire claim patient responsibility while they wait for you to comply.  The sooner you respond to their request, the sooner the claim will be adjudicated by your insurance.  Please be aware that the balance of your claim is your responsibility to pay whether or not your insurance company has paid.  We are not a party to your insurance contract.
· Referrals.  If your insurance plan requires a referral from our office for other medical services ie.. referrals to a specialist, radiological imaging, medical facility care, etc., it is your responsibility to inform the office of this requirement prior to referral.  We require 48 hours notice to facilitate a referral request and cannot issue retroactive referrals.
· Self Pay:   Flower Mound Family Physicians recognizes that some of our patients may be without insurance coverage or may chose to receive care even when we are not “Participating Providers” with their insurance plan  (“Out-Of-Network”).  We have very reasonable Self Pay Rates for such instances.   All patients who are under Self Pay status will be required to make payment in full at the time services are rendered.  We do not accept attorney liens or any type of contingency payments.
· Prompt Payment:    All patients, Insured or Self Pay status, will be required to make payment in full at the time services are rendered.  In the event that we need to send you a statement after services have been rendered, you agree to make payment upon receipt of the statement without delay.  
· Non-Payment/Collections:  Flower Mound Family Physicians will ultimately send out three (3) balance due statements to you, followed by a certified letter notifying you of your final chance to pay the balance due, and, if still not paid, your account will be turned over to a collection company.  
     Any patient on active collection status will not be seen until collection account has been confirmed to be paid with the collection     
company. 
· Minors (Under 18 years):  The parent/guardian will be responsible for full payment and will receive billing statements.  
· Telehealth (Doxy), Physician Phone Calls and Parking Lot Visits:  These types of visits have become necessary recently in order to effectively treat patients for illness while minimizing the risk to our staff and other patients by direct exposure.  These visits are billed to your insurance and all co-pays, coinsurance and deductibles that apply will be your responsibility to pay.  
OTHER SERVICES, CHARGES AND PATIENT RESPONSIBILITIES:  Insurance coverage generally does not include coverage for many administrative services such as requests for copies of medical records or the completion of forms requiring medical certification.  The following services may have an administrative services charge that will be billed directly to you and is your responsibility for payment.  Our practice is committed to providing the highest quality of service to our patients while keeping our charges for administrative services at or below the usual and customary charges of other medical practices in our area.  All such administrative fees must be paid prior to scheduling future appointments.
· Form completion.  Any form requiring medical certification and physician signature (including FMLA, disability or other paperwork) may be subject to an administrative fee.   We reserve the right to deny filling out such forms if we feel there is a more appropriate provider in your care to do so (ie specialist physician that is already treating you for serious medical condition).  
· After hours calls.  Flower Mound Family Physicians has a designated answering service for all patients who are already established with our practice and are having an urgent issue for a condition that we are treating.   

If the issue you are are having is emergent, ie threatens life, limb or sight, please call an ambulance or go directly to the nearest 
emergency room.  
Urgent phone calls regarding your care may be billed to your insurance and you may have a cost share for these services.
Any calls received that are non-urgent in nature, may incur a fee directly to you.  For example, calls after hours for routine prescription refills or appointment cancellation/reschedules are not urgent and are best handled by calling during normal business hours, leaving a message with our answering service or communicating through the patient portal.
All after hours calls for non urgent issues, are subject to a $60 fee that will be billed directly to you and is your responsibility for payment.
· Requests for medical records.  In accordance with Texas law, Flower Mound Family Physicians requires written requests for the release of medical records.  The administrative fee associated with copying medical records is based on current Texas law, which allows up to 15 business days to get the requested copies to you.  Please take this into consideration when requesting copies of your medical records.  Expedited copies will be charged an additional fee.  
Paper copies – all requests for a paper copy of your records will be charged $25 for the first 20 pages and $.50 per page for every copy thereafter. 
Electronic copies – all requests for an electronic copy shall be $25 for 500 pages or less; $50 for more than 500 pages. 
All patients are required to acknowledge their understanding of and agreement to comply with this Financial Policy Agreement by signing the Authorization and Acknowledgment section of the Patient Information Form prior to establishing care with Flower Mound Family Physicians.  Except for emergency care, patients may be denied services for their failure to agree to this Financial Policy Agreement.
Thank you for understanding our financial policy.  Please let us know if you have any questions.
By signing below, I acknowledge that I have received a copy and have read the Financial Policy Agreement for Flower Mound Family Physicians.
I permit Flower Mound Family Physicians to release any information deemed necessary to any insurance company or third party, within the guidelines of HIPPA (Health Insurance portability & Accountability  Act of 1996)
______________________________________       ___/___/___
Patient Name        
                                                                   Date of Birth
_________________________________________    _____/_____/_____                     
Signature of patient or patients legal representative                                    Date  Signed  
________________________________________
Print Name and relationship to patient
Revised: 12/15/22

