THE OHIO NEUROSURGICAL INSTITUTE, INC

CYNTHIA Z. AFRICK MD
      PHILIP A. MINELLA MD 
HUGH MONCRIEF MD

This form cannot be modified by the patient.
Welcome to THE OHIO NEUROSURGICAL INSTITUTE, INC.  Our primary goal is to give you the best neurosurgical care possible.  We also realize that medical costs are of concern to you.  We’ve developed the following guidelines to help.  Please read them carefully and call our Billing Department at 
(937) 208-2088 (option 1) if you have any questions. 

By signing this form you are stating that you have read the entire Financial Policy and you agree to all the terms and conditions contained herein.  The agreement will be in full force and effect.  I also hereby authorize my insurance benefits to be paid directly to the above signed physician, realizing I am responsible for non-covered services and I hereby authorize the release of pertinent medical information to insurance carriers.


FINANCIAL POLICY

This is an agreement between THE OHIO NEUROSURGICAL INSTITUTE, INC, as creditor, and the PATIENT/debtor named on this form.

In this agreement the words “you,” “your,” and “yours” mean the Patient/Debtor.  The word “account” means the account that has been established in your name to which charges are made and payments credited.  The words “we,” “us,” and “our” refer to THE OHIO NEUROSURGICAL INSTITUTE, INC.

By executing this agreement, you are agreeing to pay for all services that are received.

Monthly Statement:  If you have a balance on your account, we will send you a monthly statement.  You may receive a statement prior to your insurance company payment (it may take up to 6 weeks for your insurance to pay).   Please review your statement carefully.

Unless we approve other arrangements in writing, the balance on your statement is due and payable when the statement is issued, and is past due if not paid by the end of the month.

Payments:  Co-pays and deductibles for office visits will be collected when you check-in, or you will be rescheduled. Payment of your  co-pay/deductible payment is required in your contract with your insurance company.  

Self-pay patients: are required to pay their office visits in full the day of the appointment.  

Insurance:  Insurance card(s) must be presented at the time of service.  If you do not have your card, you will be expected to pay for the visit at check-in, or you may reschedule your appointment to another time when you have the card(s).   Insurance coverage is a contract between you and your insurance company.   Although we accept all insurances, we are not necessarily contracted with all of them.   

We will bill your insurance company(s) as a courtesy to you.   Even though we may estimate what your insurance company may pay, it is the insurance company that makes the final determination of your eligibility.  You agree to pay any portion of the charges not covered by insurance.  If your insurance company requires a referral and/or preauthorization, you are responsible for obtaining it.  Failure to obtain the referral and/or preauthorization may result in a lower payment from the insurance company.

Returned checks:  There is a fee for any checks returned by the bank.

Missed appointment fee:  The second time a patient does not show up for an appointment, or cancels with less than 24 hours notice, a $25.00 fee will be charged.  This fee must be paid before a new appointment is scheduled.  Patients with three missed appointments will be asked to transfer their records to another doctor.

Past due accounts:  If your account becomes past due, we will take necessary steps to collect this debt.  If we have to refer your account to a collection agency, you agree to pay all the collection costs that are incurred.  If we have to refer collection of the balance to an attorney, you agree to pay all attorney fees we incur plus all court costs.  In case of suit, you agree the venue shall be in Dayton, Ohio.

Waiver of confidentiality:  You understand that if this account is submitted to an attorney or collection agency, if we have to litigate in court, or if your past due status is reported to a credit reporting agency, the fact that you received treatment at our office may become a matter of public record.

Personal injury:  If you are being treated as part of a personal injury lawsuit or claim, we require a letter of protection from your attorney prior to your initial visit.  You will also be required to sign a lien agreement.  In addition to the letter of protection and lien, we require that you allow us to bill your health insurance and auto insurance (if applicable).  In the absence of insurance, other financial arrangements may be discussed.  Payment of the bill remains the responsibility of the patient.    

Worker’s Compensation:  We require written approval/authorization by your employer and/or worker’s compensation carrier prior to your initial visit.  We will file your charges with the Bureau of Worker’s Compensation when the proper claim numbers, authorizations, etc are received.  If your claim is denied or delayed due to invalid claim numbers, disallowed conditions, disallowed claims, etc you will be responsible for payment in full.  There is no charge for BWC forms.  All BWC forms are sent directly to the bureau or self-insured company.
Disability forms:  The first form is free of charge.  Any additional forms will be charged, payable before the form is complete.  Please make sure your section is complete before sending it to us.  All forms are sent directly to the company or institution on the form.
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Patient name (please print) _____________________________________________ Date of Birth: ________________________





Signature: __________________________________________________________ Date: _______________________________








