o JAN DAVID TEPPER, D.P.M., INC:

942 W.FOOTHILL BLVD,, SUITEB . . - S
- UPLAND,CA 91786 = - y
909)920-0884 . -
FINANCIAL POLICY

Thankyo for choosing D 'Ifep&ir, 23 your health care provider. We are committed to the successful treatment

of your condition, Teaso unccrstanid thiat payment of your billis considered patt of your treatment, Your clear
S 01 O 1 1 Oll 0 essi ;

-m_—lgn artmen (909) 920-0884 ifyou%avc agy questions, PRSI onship. Please call ourbilling

'+ WBARBHAPPY.TO BILL YOUR INSURANCE DIRECTLY, HOWEVER, WE MUST HAVE A COPY OF YOUR

PAYMENT IS NOT RECEIVED FROM THE INSURANCE CARRIER OR OTHER RESPONSIBLE PARTY IN
" 90 DAYS, WE HAVE THE RIGHT TO BILL YOU DIRECT. :
IF YOU DO NOT HAVE INSURANCE, OR IF YOU DO NOT HAVE YOUR INSURANCE CARD, FULL PAYMENT IS
DUE AT THE TIME OF SERVICE, WE ACCEPT CASH, CHECK, VISA/MASTERCARD, AND DISCOVER. .
e ALL PATIENTS MUST COMPLETE OUR “PAYMENT REGISTRATION FORM” AND OTHER RELATED FORMS.
¢ PLEASENOTIFY US IMMEDIATELY OFANY CHANGES IN YOUR INSURANCE OR HEALTH COVERAGE. -
e 43-HOUR NOTICE IS REQUIRED FOR COPIES O_F;MBDI_CAD BECQRDS ©OR X-RAYS AND THEREMAY BE A

0

’ s . : ik §effpa! R
- We expect payment at the time of service unless prior arrangements have been made,
' .. -Medicare ;
We accegt Medicare assignment. As a Medicare patient you are responsible only for the difference between the
and the amount Medicare pays and, of course, your deductible. If you have supplemental
?gs%%%e' m bg ltlgppy toul?ill it dire'ctl)l') or you. You will ’rzcc%e a bill qﬁ%r 'ygur insm?ancgphas paid.

e g Yo e ' PPO ~ . ,
ALLCO-PAYMENTS ARE DUE AT THE TIME OF SERVICE. IF YOU DO-NOT KNOW YOUR CO-PAY YOU MAY
USE OUR PHONE TO FIND OUT, We are members of most, but not all, plans. You are responsible for verifying
that we are providers for your plan. PPO patients will only be responsible for their co-payments and co- =~
insurance and deductibles as-long as it has been verified with patient’s insurance that our physician is in their

plan.

If you are here as a result of work related injury, we will require information regarding both health insurance -
and your employer's Workers' Conipensation insuratice. We will require a letter or statement from the Workers'
Compensation carrier authorizing your treatment. The letter should include the claim number, address, and . -
adjuster's name and phone number. (Your émployer's human resources office should be able to assist you with
obtaining this information.) If payment is notzeceived from these third parties within 90 days, we have the right

" to bill you directly..

: ' S Accident Claims - ~ ' .
If you are hére a3 a resultof an accident claim, we xeguu-e information regarding both health and-accident
insurance. Jn addition, we will need the name, address and phone number of your attom?'. In thecasé of a
lawsuit we may need to file liens for payment. If payment is not received from these third parties within 90
days, we have the right to bill you directly,. . . = = . . _

o B UCR (Usual and'% stomary Rétbg) S o
We are committed to provide the best treatment possible for our patients and we. charge what is nsual dnd
customary for our.area. If we do not have a contract with your insurance company, you are responsible for
payment in full regardless of any insurance company's arbitrary determinations ot UCR rates.” -

: tand that if the office agrees to bill my insurance ss a courtesy, I must submit information as
}xgggﬁlrioaensure paymeént for services rcnder%d-to me. I nnderstand,%’at Iam ultlx?mately responsible for

o b

Name of Patent (Please Frinl) Signature of Paticnt or Responsible Party . Date - -

payment forall services.



