Site information/Label
Site: ________________________________
Address: ____________________________
____________________________________
Financial Policy

Patient Name: ______________________________

Date of Birth: _______________

Thank you for choosing Regional Gastroenterology Associates of Lancaster, d/b/a U.S. Digestive
Health (USDH). USDH is committed to providing you with the best care possible, while
minimizing your out-of-pocket expenses and making the payment of any private balances as easy
as possible. In order to do this, our financial department will need your assistance and your
understanding of our financial policy. Please read and sign this Financial Policy prior to your
treatment.
We participate with most major insurance plans, including Medicare. If you are not insured by a
plan with which we participate, payment in full is expected at each visit. If you are insured by a
plan in which we participate, but you do not provide up-to-date insurance information, you will
be considered self-pay until insurance coverage can be confirmed. It is your responsibility to
know your insurance benefits. Please contact your insurance company with any coverage
questions.
All patients must complete our patient registration process before seeing the physician or
provider. We will need a copy of your identification card and a current valid health insurance
card to provide proof of insurance. If you fail to provide us with the correct insurance
information in a timely manner, you may be responsible for the balance of the claim.
Insurance:
For your convenience we will submit claims to your insurance carrier for payment provided we
are contracted with your chosen insurance. We will submit to primary, secondary and
supplemental plans as needed.
It is your responsibility to provide USDH with current, accurate billing information at the time of
your visit and to notify us of any changes in the information. If the information provided is
inaccurate or inactive, you will be considered self-pay for services.
Co-payments are due at the time services are provided. This is a contractual agreement you have
with your health plan and our contractual obligation with participating insurance carriers. If
payments are not made at time of service, there may be a Co-Pay Billing Fee. USDH accepts
cash, checks, debit cards and major credit cards. Returned checks are subject to a reasonable
processing fee.
Referrals:
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It is your responsibility to determine if you require a referral before your appointment. If you
arrive without a referral and one is needed, you may be asked to either pay for your appointment
in full before being seen or to reschedule your appointment pending the referral.
Pre-Authorizations:
USDH will obtain precertification for any services that require pre-authorization. Preauthorization does not guarantee that the service will be covered or paid by your insurance
carrier. Precertification is the process of notifying the insurance carrier of certain treatment
services you will receive so the insurance carrier can determine medical necessity.
Our relationship is with the patient, not the insurance carrier. While pre-authorizations, referrals
and the filing of insurance claims is a courtesy extended to our patients, all charges are your
responsibility. If you disagree with a bill from our office, please contact your insurance
company as the first step to determine the reason for any balance or non-coverage of a service. It
is the patient’s responsibility to contact their insurance carrier prior to treatment and service to
determine specific guidelines for coverage, deductibles and co-pays based on your individual
coverage.
Self-Pay:
You are expected to pay a minimum deposit of $65.00 for all office visits which will be applied
to your total charge for services that day. Self-Pay discounts are offered and applied to your
balance. Remaining balances paid within 30 days of the date of service are eligible for an
additional prompt payment discount. If at any time you are unable to pay a balance due, please
contact our office for assistance or to establish a payment plan.
Balances:
You have a financial responsibility to pay for any services received at USDH. This includes copays, co-insurance, deductibles, non-covered services and self-pay fees. Please understand that
that if payment or a payment plan is not established after issuance of three statements, the
balance on the account may be placed with a collection agency. Reasonable costs associated
with collection efforts will be your responsibility.
I understand that I am financially responsible for any co-pays, co-insurance, deductibles, noncovered services and self-pay fees. I have read and understand this Financial Policy and by
signing I accept all terms and conditions described above.
No Show and Cancellation Policy:
Last minute cancellations and no-shows prevent other patients from receiving necessary
treatment and creates an added expense for the Practice and physician. To promote efficient
access to our services, we request that you notify us at least 24 hours in advance if you cannot
keep your appointment. In the event that an appointment is missed or cancelled with less than
24- hour notice, a $25.00 charge will be billed to your account.
______________________________________________
Signature of Patient or Authorized Representative

_______________
Date

Relationship to Patient: ______________________________________________________
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