






BERKSHIRE ORTHOPEDICS , LLC  FINANCIAL POLICIES 

Regardless of your insurance coverage, you are always responsible for making sure your bill is paid promptly and in full.  This office cannot accept 
responsibility for collec=ng your insurance claim or nego=a=ng a se>lement on a claim.   Pa=ents should remember that professional services are 
rendered and charged to the pa=ent, not to the insurance company.  Charges are never con=ngent upon the outcome of pending lawsuits, 
insurance disputes, or reimbursement from insurance companies.  If your account has an outstanding balance, you will receive a statement each 
month. Monthly payments are required on accounts. 

COPAYMENTS, COINSURANCES, AND      AGREEMENT TO PAY   
DEDUCTIBLES        I, the undersigned, accept the fee charged as a legal and 
The pa=ent is expected to present an insurance card at each visit.    lawful debt and agree to pay said fee, including any/all 
All co-payments, coinsurances, deduc=bles and past-due balances are  collec=on agency fees, a>orney fees, and/or court costs, 
due and payable at check-in.  If you cannot pay, you will be asked to    if such are necessary.  I waive now and forever my right 
reschedule your appointment.      of exemp=on under the laws of the cons=tu=on of the 
         State of Pennsylvania, and any other State. 
SELF PAY ACCOUNTS 
Self-pay accounts are pa=ents who are covered by insurance plans   CONSENT TO CONTACT 
that the office does not par=cipate in, pa=ents without an insurance   You agree, in order for us to service your account or to 
card on file, pa=ents without referrals or unverified accident cases.   collect monies you may owe, BOA and/or our agents may 
It is expected that payment is required at the =me of all services   contact you by telephone at any telephone number  
including surgeries.  Office charges will be collected at check-in.   associated with your account, including wireless telephone 
         numbers, which could result in charges to you. We may  
NON-PARTICIPATING INSURANCE PLANS     also contact you by sending text messages or emails, using 
The insurance will be billed as a non-assigned claim as a courtesy   any email address you provide to us.  Methods of contact 
to the pa=ent, with the pa=ent paying the office the amount in full.   may include using prerecorded/ar=ficial voice messages 
The insurance company will reimburse the pa=ent on non-assigned claims.  and/or use of automa=c dialing devices as applicable. 

PATIENT REFUNDS        RECORDS RELEASE 
The following criteria must be met prior to issuing a pa=ent refund: the   I authorize Berkshire Orthopedics, LLC., to release 
pa=ent does not have any scheduled appointments, there are no out-standing  all informa=on necessary to secure payment. This would 
insurance claims on the pa=ent’s account, and there are no out-standing   include all auto, work comp., school insurance and all 
pa=ent balances on the account.       other insurances. The assignment will remain in effect 

un=l revoked by me in wri=ng and a photocopy is to be  
REFERRALS        considered as valid as the original.     
If your insurance has designated a primary care physician (PCP), you are  
required to have prior authoriza=on from your PCP prior to your office  This financial policy helps the office provide quality 
visit.  If this authoriza=on is not provided, you will be asked to reschedule  care to our valued pa=ents. If you have any ques=ons 
your appointment or pay for the visit at the =me of service    please feel free to contact us. 
          
CHILD CUSTODY CASES        
The parent with primary custody is usually the parent with whom the child   I__________________ give permission for BOA to give  
lives and who usually brings the child to the office for care.  The custodial    medical treatment. 
parent is responsible to pay at the =me of the service. If the non-custodial  I have the right to refuse any procedure or treatment. 
parent carries the insurance on the child the office will bill that insurance I have the right to discuss all medical treatments with my 
company.  The office does not get involved with divorce specifics. It is the   clinician. 
parent’s obliga=on to work out an agreement themselves or through the   
court system. 

WORKER’S COMPENSATION AND AUTOMOBILE ACCIDENT CASES   ______________________________      __________ 
We will file your claim to your insurance carrier. All claims must be   Pa=ent Signature                                          Date 
verified prior to service being rendered.  If a claim is not verified, you 
will be considered a self-pay and payment will be collected at check-in. 
You will be responsible for your bill if your claim is denied for any reason.                            ______________________________      __________ 
 Parent or Guardian Signature   Date 
APPOINTMENT CANCELLATION POLICY 
We understand if you can’t keep an appointment but please call us to 
no=fy us.  There may be a $35 charge to those who do not call to  
cancel an appointment.  

PAST-DUE ACCOUNTS 
Any =me a payment is not received during the last 30 days, your account 
is considered to be past due.  If you are having trouble paying your bill, 
we can arrange a payment plan for you. Accounts more than 60 days past due will  
be turned over to collec=on. Unpaid collec=on accounts could  
be reported to the credit bureau. 



Berkshire Orthopedics LLC 

HIPAA Compliance Patient Consent Form / Notice of Privacy Practices 
Our notice of Privacy Practices provides information about how we may use or disclose protected health 
information. 

The notice contains a patient’s right section describing your rights under the law.  You ascertain that by 
your signature that you have reviewed our notice before signing this consent. Our HIPAA notice is 
posted in the waiting room and will provide you a copy upon your request. 

The terms of this notice may change, if so, you will be notified at your next visit to update your 
signature/date. 
You have the right to restrict how your protected health information (PHI) is used and disclosed for 
treatment, payment or healthcare operations.  We are not required to agree with this restriction, but if 
we do, we shall honor this agreement.  The HIPAA (Health Insurance Portability and Accountability Act 
of 1996) law allows for the use of the information for treatment, payment, or healthcare operations. 
By signing this form, you consent to our use and disclosure of your PHI and acknowledge that you have 
been offered a copy of Notice of Privacy Practices.  You have the right to revoke this consent in writing, 
signed by you.  However, such a revocation will not be retroactive.  
By signing this form, I understand that: PHI may be disclosed or used for treatment, payment or 
healthcare operations.  The practice reserves the right to change the privacy policy as allowed by law.  
The patient has the right to revoke this consent in writing at any time and all full disclosures will then 
cease.  The practice may condition receipt of treatment upon execution of this consent. 
Please read the selections and check all that apply: 

 
_______Staff may leave messages on answering machines (i.e. appt reminders, test results, 
medications, and other treatments) 

_______cell phone    _________home phone    ________work phone 

 
May we discuss your medical condition with any family member / friend?       YES     NO 

If yes, Please list name/relationship and phone number below (list additional names on back) 

I authorize the physician and staff to discuss my health information with the following person(s):  

 
1. _____________________________________________________ 

 

2. _____________________________________________________ 
 

This consent was signed by:    (PLEASE PRINT NAME)  ___________________________________ 

         

_________________________________________________                      ____________________ 
   SIGNATURE         DATE 
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