Section E.  Patient Billing and Reimbursement Forms

Waiver of Payment Due to Economic Hardship




Billing Letter




Payment Agreement




Installment Payment Agreement




Promissory Note




Payment Reminder Letter




Past Due Letter (version 1)




Past Due Letter (version 2)




Past Due Letter (version 3)




Past Due Letter (version 4)
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	Waiver of Payment

Due to

Economic Hardship




(PLEASE PRINT OR TYPE)
PATIENT NAME











Care Giver Name (if Patient is unable to sign)






ADDRESS












MEDICAL INSURANCE COVERAGE:

#1

CARRIER






ID NUMBER



ADDRESS (if applicable)
#2

CARRIER






ID NUMBER



ADDRESS (if applicable)
I am unable to pay the unreimbursed medical charges due to economic hardship.  Copies of most recent tax return and W -2 forms as income verification are attached. (If patient does not file, copy of recent social security payment is attached.)
Patient Signature
Caregiver Signature (if patient is unable to sign)
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Dear



  ,

Enclosed please find the required form(s) that need to be signed and returned to our office. If the patient is unable to sign for himself/herself, the proper co-signer or Power of Attorney is then requested to sign the enclosed form(s).  We must receive the signed form(s) before we will bill any insurance carrier for services.


WITH the completed forms on file we will gladly submit the charges to the proper insurance carrier for processing.  WITHOUT the completed forms on file, the patient/family will be liable for all charges.

Should you have any questions, please feel free to contact our office weekdays. Thank you in advance for your prompt attention in this matter.






Sincerely,






Billing Department
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77 Prosthetic Care Facility
of Virginia





 PAYMENT AGREEMENT








Account #:




I,






 agree to pay the balance 


(name of patient or responsible party)
for






 of $



, in:

 (patient's name)




(balance due)




Weekly payments of 

$


 /week



Monthly payments of

$


 /month 

for the following services/device(s)
I have received from 







.




PROSTHETIC CARE FACILITY
I agree that I will make these payments until this account has been paid in full.
Signature of Patient







Date:





Printed Name of Patient





     
                                             Date:_________

Signature of Party Responsible for Payment (if other than patient)








                                   Date: ______  


Printed Name of Party Responsible for Payment (if other than patient)
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INSTALLMENT PAYMENT AGREEMENT

Date













Patient's Name










Responsible Party










Address












1.
 Fee for Services 


$




2. 
Total Down Payment


$




3. 
Estimated Insurance Payment
$





4.
Balance Due 



$





I agree to pay the balance due to Prosthetic Care Facility  in

monthly installments of $

.  The first installment is payable on


, and each subsequent payment is due on the same day of each month until paid in full.
I understand that this agreement is based on an estimated payment from my insurance company and that my total balance due may increase or decrease based on the actual insurance payment.  I agree to pay any additional amounts not covered by my insurance plan.












 Signature of Patient or Responsible Party                                        Date

[image: image5]
PROMISSORY NOTE
DATE:





 ACCOUNT:






PATIENT:



 
SS#:







ADDRESS:












THIS IS A CONTRACT BETWEEN THE ABOVE PATIENT, (PARENT OR GUARDIAN) AND PROSTHETIC CARE FACILITY FOR THE BALANCE OF YOUR ACCOUNT.
THE ESTIMATED PAYMENT FROM YOUR INSURANCE CO. IS $


.
YOUR ESTIMATED BALANCE IS: $







.
(YOUR BALANCE MAY BE MORE OR LESS DEPENDING ON THE PAYMENT FROM YOUR INSURANCE COMPANY. YOU ARE RESPONSIBLE FOR ANY AMOUNT THAT YOUR INSURANCE COMPANY DOES NOT PAY.)

CONSECUTIVE MONTHLY PAYMENTS OF $





.
YOUR FIRST PAYMENT IS DUE ON (DATE):





.
YOUR FINAL PAYMENT IS DUE ON (DATE):





.

FULL INSTALLMENT PAYMENTS MUST BE RECEIVED BY THE AGREED UPON

DATE EACH MONTH, OR YOUR ACCOUNT WILL BE CONSIDERED DELINQUENT AND SUBJECT TO IMMEDIATE COLLECTION ACTION BY AN OUTSIDE AGENCY.  IF IT BECOMES NECESSARY TO COLLECT ANY REMAINING BALANCE BY LEGAL MEANS, YOU WILL BE RESPONSIBLE FOR ALL ADDITIONAL COSTS INCURRED INCLUDING, BUT NOT LIMITED TO, COURT COSTS AND ATTORNEY’S FEES.
YOU MAY PAY THE FULL BALANCE AT ANY TIME WITHOUT PENALTY.

BY SIGNING YOUR NAME TO THIS PROMISSORY NOTE YOU ACKNOWLEDGE ITS CONTENTS WITH FULL UNDERSTANDING OF YOUR FINANCIAL OBLIGATION.

PATIENT’S SIGNATURE:










PARENT OR GUARDIAN (IF APPLICABLE):






WITNESS:





 DATE:
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44115 Woodridge Parkway

Leesburg VA 20176
Name of Parents / Patient

Address

City, State, Zip
RE: Balance $
Dear      :

Your insurance carrier has processed your claims in the amount of $

 each for services we provided on (date of service). Your insurance carrier has paid a portion of the claim. You are responsible for the balance. This is shown on the enclosed Explanation of Medical Benefits stating the reimbursement paid by your insurance carrier to our office.
If for some reason payment can not be made at this time, kindly call our office to make further arrangements 703.723.2803
Your remittance would be appreciated.
Sincerely,

Office Manager
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44115 Woodridge Parkway
Leesburg VA 20169
703.723.2803
DATE:




DEAR PATIENT:
ENCLOSED YOU WILL FIND A STATEMENT FROM OUR OFFICE CONCERNING YOUR PAST DUE ACCOUNT BALANCE.
THIS BALANCE IS AT LEAST 90 DAYS PAST DUE AND IS UNDER REVIEW FOR OUR COLLECTION AGENCY.
IF PAYMENT IS NOT RECEIVED WITHIN 30 DAYS OF THIS NOTICE THIS ACCOUNT WILL GO TO COLLECTION.
IF YOU HAVE ANY QUESTIONS, OR WOULD LIKE TO MAKE PAYMENT ARRANGEMENTS, PLEASE NOTIFY OUR OFFICE IMMEDIATELY.
** PLEASE RETURN THIS LETTER WITH YOUR PAYMENT **

PATIENT ACCOUNT NUMBER:







Dear




This letter is to confirm our telephone conversation on _________(date) regarding your unpaid account with us in the amount of $___________________.

We agreed to accept payment of the amount due as follows:____________________________.
By complying with the above payment plan promptly as agreed, we will not turn this account over for legal handling and collection.

Sincerely,

Date:







To:







RE:
Outstanding Account


Balance Due: $




Date of Service:




Please note that your account is in our computer files to be generated to our new collection agency that will report our collection accounts to (credit reporting agency).
Prior to this account being sent to collections I have chosen to make one last attempt to collect on your past due balance.  A payment in full or payment arrangements with a partial payment must be made by ________ [date].  If I have not received a response/payment on this account by the indicated date, this account will be sent our collection company with the accrued interest to be collected on as well as the balance due.  As of right now your account has accrued interest at a rate of ______ per month on your outstanding balance.  Please note the amount that will be sent to our collection company for collection on this account.







Balance Due 
$










Interest 
$










Total Due 
$





Once this account is placed in collections I will not be able to set up any type of financial arrangements with you.  I hope that you will make arrangements to clear your account prior to the above date so I will not have to take such collection measures.
Sincerely,
Office Manager
Dear :
Hello. This is the third request regarding your balance due that we are mailing to you. You owe the amount of $_______ for a___________ that we provided to you on _____[date].



 .
We have tried to telephone you at_______, but the number is no longer in service.

If we do not receive payment or a phone call from you by _____ [date], we will have to turn your account over to a collection agency.  Please keep in mind when an account is turned over to a collection agency, the information is reported to a credit bureau and is put on your credit history.
Thank you for your cooperation in this matter.  Our phone number is _______.

Sincerely,

Office Manager
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