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  Palmetto Women's Health, PC

               Loren B. Frankel, MD, FACOG
                                            1300 Hospital Drive, Suite 380

                                            Mt. Pleasant, SC 29464

                                            Phone-(843) 884-2206

                                                            Fax-(843) 881-0255 

IMPORTANT INFORMATION ABOUT YOUR FINANCIAL RESPONSIBILITY
Whether you have insurance coverage or you are self-pay, the final responsibility for payment of the physician’s charges is yours.  We will work with you to make this process as easy and expedient as possible.
First, if your insurance requires a co-pay, our contract with your insurance provider requires that we collect that amount at your office visit.  If your insurance plan has a deductible, we will need to charge you for the portion of the unpaid deductible which has not been met at your visit.

Then, we will bill your insurance provider for your medical services.  After the insurance payment is received, the remaining portion of the bill is your responsibility.  We reserve the right to apply a late fee of $25 per month on unpaid accounts.  We will also charge $25 for any returned check.
It is your responsibility to know and understand your insurance program.  If your insurance provider requires that you use a specific lab, please inform our office of this fact.  You will be billed if your lab work is sent to a different lab due to your failure to inform us.

We cannot change a diagnosis on an insurance form so that a claim will be paid.  It is your responsibility to know and inform our office if your policy does not pay for “well woman” visits.  

SELF-PAY PATIENTS:  The total amount for services will be collected from patients who do not have insurance coverage or receive a service that is not covered by their insurance.  Payment is due at the time of service.
CareCredit financing is available to those who qualify.
********************************************************************************************

I understand my financial responsibility to Palmetto Women’s Health and agree to pay the charges which are not covered by insurance.

Patient Signature ______________________________ Date _____________
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