Westminster Dermatology Billing Information
Dear Patients:
Every insurance plan is different.  We strongly recommend that you check with your insurance carrier regarding your plan’s benefits and coverage.  You may also want to check with your insurance company prior to consenting to laboratory / pathology testing or in-office procedures in order to determine what will be covered.
In-Office Procedures:
Routine in-office procedures include but are not limited to biopsies, injections, destruction of precancerous and non-cancerous growths and surgical removal and repair of cancerous and non-cancerous growths.  These are billed separately from your office visit and may or may not be covered by your insurance or be applied toward your deductible.  
Do we have permission to leave a message regarding your medical conditions and/or test results on an answering machine? Yes_______ No_________
Do we have your permission to discuss your medical condition with and/or give test results to a family member? Yes________ No________
Name(s) of designated family member(s)__________________________________________________
_______________________________________________  _____________________________________________
Laboratory/Pathology Services:
Your provider will order the laboratory tests that are necessary to provide the best plan of care to you.  Routine laboratory services include pathologic evaluation of skin biopsy or excision specimens and scrapings are billed separately by that facility. 
Initial: ___________
Cancellation Policy:
Our office strives to provide you with exceptional medical care provided in a warm, professional environment.  In order to ensure timely scheduling for all patients, we reserve the right to charge a $30.00 cancellation fee if a patient fails to cancel a scheduled appointment in a timely manner.  Family emergencies or weather-related delays will be handled on a case by case basis.
Initial: ___________
Acknowledgement:
Signature of this form indicates that you understand that you are responsible for payment of your account at the time of service for deductibles, non-covered services, medically unnecessary services, co-payments and insurance balances, should your primary insurance be with a company with which the providers are contracted.  If your insurance company is not one with which the provider is contracted, you are responsible for the entire amount at the time of service.  
If your account becomes delinquent, it may be forwarded to an outside collection agency without notice.  If this happens, you will be responsible for all costs of collection, including but not limited to interest, re-billing fees, court costs, attorney fees and collection agency costs.
Signature of Responsible Party _________________________________Date:_______________
[bookmark: _GoBack]Print Patient’s Name ________________________________________DOB:_________________
