
JAMES D. BRIGGS, M.D.

OFFICE FINANCIAL POLICIES

1.  OFFICE VISITS - All office/outpatient visits are payable at the time of service.  We will bill your insurance, but you are responsible for paying your deductible and copayment at the time of service.  You are also responsible for paying for any service that is not covered by your insurance.  Our office accepts payment by cash, check, Visa, or Mastercard.  For patients that do not have any insurance and you pay for your visit in full at the time of service by cash or check, you will receive a 30% discount.  If you pay for your visit in full at the time of service by Visa or Mastercard, you will receive a 25% discount.  You will be sent a refund if your insurance pays for a visit that you have already paid for.










__________ (initial)

2.  HOSPITAL FEES - All newborn or other inpatient fees will be filed with your insurance company after delivery or discharge.  We will allow 45 days after the insurance claim has been filed for your insurance company to pay.  After that time if the insurance company has not paid, the balance will become your responsibility and will be due immediately, upon your being notified by our office or billing service.










__________ (initial)

3.  MEDICAID/DENALI KID CARE - Medicaid/Denali Kid Care patients need to provide a current coupon or sticker at the time of service, or be considered personally responsible for the bill.  Newborn infants will be given four weeks to be approved by Medicaid.










__________ (initial)

4.  FEES FOR SERVICES - It is the responsibility of the individual accompanying the patient to this practice to pay all applicable fees at the time of service.










__________ (initial)

5.  LATE APPOINTMENTS - Patients arriving more than 10 minutes late may need to be rescheduled.










__________ (initial)

6.  MISSED APPOINTMENTS - We charge twenty-five dollars ($25) for a missed appointment, for any visit which would normally be scheduled for thirty minutes or longer  ($50 charge for a 2 hour appointment).  We ask that you give 24 hours notice of a cancellation.  Appointments that are canceled with less than 24 hours notice are subject to this $25 charge.  This policy includes Medicaid patients who are personally responsible for this charge.










___________ (initial)

If you have any questions concerning fees, or if you need to arrange a payment plan, please speak with our office staff.

I, the guarantor, agree to the above policy and agree to these terms regarding payments and payment responsibilities.

__________________________________________

   _______________________

Guarantor signature




    

   Date

