CHESAPEAKE BAY ORTHOPEDICS, PC
Thank you for selecting Chesapeake Bay Orthopedics, PC, for your orthopedic care.  In order to prevent any misunderstanding concerning your responsibilities regarding payment for medical/surgical care, the following information is provided:

HMO/PPO/WC/AUTO/Other Insurance Coverage


If you have insurance through a company we are contracted with, we will require a copy of you insurance card and driver’s license.  All co pays/coinsurances are due at the time of service.  If your insurance carrier requires a referral from your primary care physician, this must be presented at the time of service.  Failure to provide all necessary information may require you to pay in full on the date of the visit.  It is your responsibility to keep track of the referral expiration dates and the number of visits given by you primary care physician. If your insurance is workman’s comp, than it is your responsibility to make sure we have authorization to see you.  You will be responsible for any services denied by your insurance carrier as not medically necessary and/or not covered.

MEDICARE


Our doctors are participating Medicare providers and accepts Medicare assignment, which is the allowable charge approved by Medicare.  Medicare will pay 80% of the allowable charges after you pay your annual deductible.  You are responsible for any amounts applied to your deductible and the 20% co-insurance.  If you have a secondary insurance, as a courtesy we will submit to that particular carrier for any remaining balance.

SELF PAY PATIENTS


Patients with no insurance, the guarantor/patient is responsible for the bill at the time of service.
RETURNED CHECKS AND COLLECTIONS


.  I am aware that there is a $35.00 charge for all returned checks.  Invoices and bills for treatment will bear interest at the rate of 18% per annum (1.5% per month) 30 days after the date of treatment until fully paid. If any suit must be filed to collect an unpaid balance on an account, patient, and /or guarantor, agrees that such suit may be brought in courts of Maryland and Delaware, and waives any objection to jurisdiction or venue. If payment is not made as agreed upon, the account will be turned over for collection. In the event that any action is brought to collection, I, the patient/guarantor, agree to pay all collection costs and/or attorney and court fees. Our collection service is Bay Area Receivables. Their current commission rate is 35%. This 35% will be added on to your delinquent account balance.  Our collection services and fees are subject to change without prior notification.
** WE HAVE A 5 MINUTE LATE POLICY. IF YOU ARE LATE FOR YOUR APPOINTMENT, YOU WILL BE RESCHEDULED. **
***If you are unable to keep appointments, kindly give 24 hr notice. Failure to show for an appointment without notice will result in a $30.00 fee, not covered by your insurance company. Repetitive cancellations or no shows will result in being discharged from the practice. ***
My signature below indicates my understanding and full responsibility for the balance on my account for any professional services. I hereby authorize Chesapeake Bay Orthopedics, PC to furnish information to insurance carriers concerning my illness and treatment, and authorize the payment of medical benefits directly to the physician.   If the insurance company pays the benefits to myself, then I will immediately sign over the reimbursement directly to the physician.  I understand that I am responsible for any amount not covered by the insurance company ( includes auto insurance and workman’s comp ins) and agree to pay all coinsurance, copays and deductibles as set forth in my policy
____________________________


__________________________

Patient/ Representative Signature




Date
____________________________

Print Name

 
CHESAPEAKE BAY ORTHOPEDICS, PC

****RESPONSIBLE PARTY INFORMATION IF PATIENT IS UNDER 18****

FATHER’S NAME_______________________________________________

ADDRESS_____________________________________ CITY/ STATE_______________________________

SS#______________________________
DOB _________________________

HOME PHONE_________________________________ CELL PHONE______________________________

EMPLOYER ___________________________________ WORK PHONE_____________________________

MOTHER’S NAME _______________________________________________

ADDRESS_____________________________________ CITY/STATE_______________________________

SS# __________________________________
DOB __________________________

HOME PHONE _________________________________ CELL PHONE ______________________________

EMPLOYER___________________________________ WORK PHONE______________________________

I AUTHORIZE DR WARD AND HIS ASSOCIATES TO TREAT 

_____________________________________



(NAME OF CHILD)

I RECOGNIZE AND ACCEPT PERSONAL RESPONSIBILITY FOR ANY BALANCE DUE FOR SERVICES RENDERED.








_______________________________________








(SIGNATURE OF PARENT OR GUARDIAN)

