Alaska Orthopaedic Specialists, Inc
Please review the following policies and acknowledge receipt by your signature
FINANCIAL INFORMATION
Charges: 
· We expect payment in full for your first visit. 
· If your injury is related to an auto accident or third party injury we require payment in full at each visit. 
Insurance billing 
· It is your responsibility to provide us with correct insurance information for billing purposes.
· Alaska Orthopaedic Specialists, Inc. is not a preferred provider with any insurance company. We will bill your insurance as a courtesy. All balances not paid by your insurance are due upon receipt of bill from AOS. If your account balance is less than $5.00 or has less than a $5.00 credit we will adjust the balance to $0.00.
· We will bill your insurance for surgical procedures, but may require a deposit prior to your surgery. A patient account representative will discuss this in detail if surgery is required.
· It is your responsibility to contact your insurance company if  a claim is denied, paid at a lower rate than you expected or if it has not been paid within 60 days. Charges not paid timely by your insurance will become your responsibility.

· It is your responsibility to contact your insurance company for benefit verification. It is also your responsibility to respond to all request for information you receive from your insurance company.
Overdue Accounts
· If your account has a patient balance, it is your responsibility to make arrangements to pay the balance.

· Accounts with a patient balance that are not paid within 90 days may be turned over to an outside collection agency. This action may affect your credit. 

Authorization and Release

I have read and understand the information above. I understand that I am financially responsible for all charges, whether or not they are covered by my insurance. I authorize this clinic to release to my insurance carrier any medical information needed to obtain payment for services rendered. I hereby assign to the physician payments for medical services rendered to myself or my dependents. 
**Signature**: ________________________________________

Date: _______________________


   
   Patient / Responsible party

Patient Consent for Use and Disclosure of Protected Health Information

· I hereby acknowledge that I have been offered, received or viewed a copy of Alaska Orthopaedic Specialists, Inc (AOS) Notice of Privacy Practices (NPP).

· With my consent, AOS may use and disclose protected health information about me to carry out treatment, payment and healthcare operations as discussed in the NPP.

· With my consent AOS may call my home or other designated location and leave a message on voice mail or in person in reference to any items that may assist the practice in providing my healthcare.
· With my consent, AOS may mail or email to my home or other designated location any items that assist the practice in providing my healthcare.
· I may revoke my consent in writing except to the extent that the practice has already made disclosures relying upon my prior consent. If I do not sign this consent, AOS may decline to provide treatment to me.

**Signature**: ___________________________________________
Date: _________________________




Patient / Responsible party
Signatures on this page expire one year from date signed. A new signature is required yearly.
For Clinic Use
_____Patient refused to sign

Patient unable to sign because ___________________________________

Employee Signature: ______________________________________
Date: _________________________
3/16/2007

