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Financial Policy and Consents Form
Thank you for trusting Advanced Surgical Associates of Northern Minnesota with your surgical needs. We are committed to providing you with the best possible medical care. We ask that you review our Financial Policy, as a clear understanding of our practice financial policy is key to our professional relationship. This information is provided to avoid any confusion related to payment and appointment reservation for professional services. Your signature below shows your understanding and willingness to comply with our policy.

Insurance: At each visit, we will verify your current insurance. If we are unable to verify your insurance, you will be expected to pay at the time of service. We will assist you in submitting claims.  Any patient balance determined by your insurance as well as any uncovered portion of your bill is your responsibility. It is the patient’s responsibility to verify in-network status of Advanced Surgical Associates of Northern Minnesota for their insurance plan and understand that out-of-network benefits will apply for insurances in which the clinic is not contracted. I acknowledge that a copy of the In-Network Verification form has been given to me.

Co-payment: Co-payments are determined by your insurance. All co-payments are collected at the time of the visit.

Missed Appointments and Late Cancellations: Missed appointments represent a cost to us, you and to other patients who could have been seen in the time set aside for you. If you are unable to keep your appointment, please notify the office at least 24 hours in advance. If you no-show or cancel your appointment within 24 hours of your appointment more than 3 times, we will discharge you from the practice.

Referrals: If your insurance requires a referral from your primary care provider (PCP), it is your responsibility to obtain this prior to your appointment.

Treatment of Minors: Patients under the age of 18 must be accompanied by a parent or legal guardian to their first appointment to meet the provider and complete all necessary forms. A signed authorization from the parent or legal guardian allowing our provider to provide medical treatment is available for subsequent visits. All co-pays are due at the time of each visit.

Payment of your Bill: You will receive a monthly statement and payment is due 30 days form the statement date. We accept cash, check or credit/debit cards. You may also pay on-line via the portal. If you are unable to pay the balance in full, please contact our billing office. You are responsible for all fees related to your care. Any remaining balance after 120 days will be sent to a collection agency. Prescription refills and future scheduling will be prohibited until prior balances have been paid. A $25 fee will be assessed for any returned checks.

Pathology and Laboratory Services: Some services, such as blood work, cultures and tissue biopsy/excisions are sent to an outside laboratory for processing and evaluation. Billing for these services will be handled by these outside providers. We will send your insurance information with the specimen(s) but we cannot guarantee that these outside providers participate in your insurance plan.

Surgical Assistant in the Operating Room: Your procedure/operation may require the use of the Surgical Assistant. If the Surgical Assistant is needed, we will bill your insurance company for the services rendered by the Surgical Assistant in addition to the services rendered by the Surgeon.

Assignment of Benefits: I hereby assign payment of authorized medical benefits to Advanced Surgical Associates of Northern Minnesota for services furnished to me by providers of that entity. I authorize the release of medical information necessary to determine that benefits are payable for the services rendered. I understand that I am financially responsible for all charges not paid by insurance and that copays are due on the day of service as required by my insurance carrier. Advanced Surgical Associates of Northern Minnesota does not deny service based on age, gender, race, ethnicity, disability, religion, or political belief. If you feel you have been discriminated against you may file a complaint with the Clinic Administrator without any risk of penalty. 

Third-Party Reminder: By supplying my home phone number, mobile phone number, email address, and any other personal contact information, I authorize my health care provider to employ a third-party automated outreach and messaging system to use my personal information, the name of my provider, the time and place of my scheduled appointment(s), and other limited information, for the purposes of notifying me of a pending appointment or other notification. I also authorize my healthcare provider to disclose to third parties, who may intercept these messages, limited protected health information (PHI) regarding my healthcare events. I consent to receiving multiple messages per day from my healthcare provider, when necessary. I consent to allowing detailed messages being left on my voicemail, answering machine, or with another individual, if I am unavailable at the number provided by me. 

Privacy Practice Notice: I acknowledge that a copy of the Privacy Practice Notice is available to me upon request.
Name of patient (please print): ___________________________________________		
Signature: ____________________________________________   Date: __________________
    Signature of patient or responsible party if under 18 years of age.
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