




ORTHOPAEDIC ASSOCIATES, LLP

FINANCIAL POLICY

WELCOME, and thank you for choosing Orthopaedic Associates, L.L.P.  for your medical care.  We are

committed to providing you with quality medical care.  Our professional fees have been determined through careful

consideration and we believe are reasonable and in line with other area physician charges.

INSURANCE:  The patient or their guarantor is responsible for payment for services provided by Orthopaedic

Associates, L.L.P. at the time of service.   O.A. will file claims directly with your insurance carrier for services

verified under your plan.  Verification does not guarantee your insurance will pay for services.  Payments of co-

pays, co-insurance, deductibles or fees for non-covered services are required at the time of service.

HMO/ PPO OR CONTRACTED INSURANCE PLANS:  Each time you make an appointment with an O.A.

physician, it is your responsibility to make sure that the physician is currently contracted with your plan and that you

have obtained the necessary referrals.  We will bill your plan and allow 45 days for payment.  If the services are not

paid the balance will become your responsibility.  We will not become involved with disputes between you and your

insurance company regarding deductibles, non-covered services, co-insurance, pre-existing  conditions, or

"reasonable and customary" charges.

MEDICARE:  Our physicians are participating Medicare Providers.  Medicare pays 80% of their allowable charges

after your annual deductible is met.  If you have supplemental insurance, we will require a copy of your insurance

card.

I have read all of the information above and agree that, regardless of my insurance status, I understand I am

responsible for the balance on my account for any professional services rendered.

Patient Signature____________________________________________________Date____________________

INSURANCE ASSIGNMENT & AUTHORIZATION TO RELEASE INFORMATION

I hereby authorize ORTHOPAEDIC ASSOCIATES, L.L.P. to release any information acquired in the course of my

treatment that may be necessary to process my claim.  (I permit a copy of this authorization to be used in place of

the original.)  In consideration of services rendered, I authorize payment to be made directly to ORTHOPAEDIC

ASSOCIATES, L.L.P.

Patient Signature____________________________________________________Date_____________________

NOTICE OF PRIVACY PRACTICES

I have reviewed ORTHOPAEDIC ASSOCIATES, L.L.P.'s Notice of Privacy Practices, which explains how my

medical information will be used and disclosed.

Patient Signature___________________________________________________Date______________________

I hereby give authorization to Orthopaedic Associates, LLP to release any or all information regarding my medical

records to a designation of my choice:  Name_______________________    Relation to patient: ______________

Patient Signature __________________________________________________ Date: ______________________

MEDICARE PATIENTS

I hereby acknowledge that I am not a member of any Medicare HMO plan.

Patient Signature___________________________________________________Date______________________



Orthopaedic Associates Financial Services Policy
Orthopaedic Associates, LLP is here to meet your healthcare needs and assist you in making payment
arrangements for our services.

Please read this information carefully and feel free to ask any questions. Remember, we are here to help you.

For all non-emergency and elective treatments and procedures, payment arrangements are made prior to or
at the time of service.

Medicare
If, you are a Medicare patient, we ask that you pay the Medicare deductible at the time of service only if you
have not yet met the deductible and your 20% Co-Insurance.  If you have a supplemental policy, then you will
only be required to pay the Medicare deductible. As a courtesy to you, Orthopaedic Associates, LLP will file
Medicare and any supplemental Insurance claims to your Insurance carrier(s).

Insurance Claims
Insurance coverage has limitations and does not pay in full.  You will be asked to pay a deposit towards
balances, such as deductibles, co-pays, or other Insurance benefit limitations. As a courtesy to you,
Orthopaedic Associates, LLP will file your Insurance claims to your Insurance company.

As an added courtesy our staff will contact your Insurance company to determine and initiate any pre-certification
requirements and payable benefits.  For any portion deemed patient responsibility per your Insurance carrier, our
billing office will contact you prior to surgery to make payment arrangements.

Payment is expected from your Insurance company within 30 days.  If payment is not received within this time
frame or your Insurance company denies the claim, Orthopaedic Associates, LLP reserves the right to bill you
directly. Orthopaedic Associates, LLP also bills you if there is any balance remaining after the Insurance payment
and your surgery deposit is applied to the account.

If you don’t have medical Insurance
We request payment at the time of service or satisfactory payment arrangements made prior to service.

If you are unable to pay for non emergent services and do not have Insurance, the service or treatment may be
delayed until acceptable payment arrangements can be made.

If you have any questions about your account balance, please call our billing office at 877-579-9542 between the
hours of 7:30 a.m. and 5:30 p.m., Monday through Friday.

Anesthesia and Hospital Bills
You may also receive separate bills from one or other physicians’ offices. These bills may cover such expenses as
physician services and/or professional interpretation of tests and X-rays. Questions concerning such bills should
be directed to the office of the physician who sent the bill.

Use of a Physician Assistant or Co-Surgeon
As deemed necessary by your physician, a physician assistant or co-surgeon may be necessary to provide the
highest level of care during a surgical procedure.  For such circumstances, you may be required to provide a
surgery deposit for this individual in addition to your physician.

By signing this document you are stating that you have read thie above material and understand the
financial policy of the Orthopaedic Associates, LLP.

________________________________________________            _______________________
Patient/Guarantor Signature Date



FRACTURE CARE

The Orthopaedic Surgeon has diagnosed you or your child with a fracture.  The treatment
of a fracture includes the clinical exam, reading of x-rays, casting/splinting, and
following this injury until it has healed.

The charges associated with the care of a fracture (closed treatment of a fracture) are
listed as a single charge.  The code number and charges associated with this were
developed by Medicare guidelines and your insurance company, not by our office.  Your
explanation of the benefits may describe it as a “surgery”, but in reality it is not a surgery,
but a closed (non surgical) treatment of the fracture.

The charge for this injury is a single charge that includes 90 days for follow up care.  It
does not include x-ray charges and charges for casting materials. You will not be
charged for an office visit every time you see the doctor.  If your fracture requires you to
see the doctor every week or once a month, the charge remains the same.

___________________________________                              ____________________
Patient/Guarantor Signature Date


