OFFICE POLICIES
Thank you for choosing our medical practice. We are committed to providing the best possible medical care. The following information is provided to avoid any confusion regarding payment for professional medical services. 
Please sign below that you have read and agree to this policy. 

Verification of Benefits

Insurance coverage is the patients’ responsibility and any discrepancies or questions should be directed to your insurance company and plan. Please contact your health insurance to obtain your infertility benefits. The infertility benefits we obtain are not a guarantee of payment from your insurance. 

Referrals

It is your responsibility to bring any required referrals or authorizations for treatment at, or prior to, the time of your visit. It is NOT THE OFFICE responsibility to obtain referrals. If you do not have a referral, your visit will be rescheduled, or you will be financially responsible for the visit. 

Medical Records
Please give advance notice when requesting a copy of your medical records. We require 7-14 days to process your request. We will no longer be mailing out medical records to patients. These records must be picked up in person, at the office, when ready. The cost for medical records is $18 processing and  .75 cents per page. 

There will be a charge for any form that needs to be filled out by the physician, this includes but is not limited to disability forms, medical leave forms, and any insurance forms. The charge depends upon the complexity of the forms starting at $20. 
Prescriptions
We DO NOT CALL OR FAX to mail order pharmacies for maintenance prescriptions. If you use a mail order pharmacy, you must pick up the prescription or get it at the time of your appointment. If you use a local pharmacy and need a refill, please have your local pharmacy fax the request to our office. Please allow 24-48 hours for the request to be returned to the pharmacy. There will be a charge of $25 for refills called in to the pharmacy. 
Your cycle medication will be sent to ONE pharmacy, if you wish to use multiple pharmacies, you will need to pick up the prescriptions and submit them to those pharmacies on your own. 

I have read, understand, and agree to the above Office Policy. I understand that charges not covered by my insurance company, as well as co-payments, deductibles and coinsurance, are my responsibility. 

________________________________________ 


__________________

Patient Signature






Date

________________________________________

Print Name
