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PATIENT FINANCIAL POLICY

In order for us to provide quality medical care we ask that you take the time to understand your responsibility as it relates to our policies
regarding financial responsibility. If you have any questions regarding this. we will be glad to assist you.

INSURANCE

We are a participating subspecialty provider in the following plans:
] Blue Cross Blue Shield of North Carolina

Aetna

CIGNA

Medicaid

United Healthcare

It is your responsibility to know your insurance benefits. This is a contract between you and your insurance company and we can not say for
sure which services will be covered. In the event that we do accept assignment of benefits from your insurance company please be aware
that some of the services we may provide such as certain types of testing may be non-covered services under your plan. You will be 100%
responsible for these charges. If you have any doubt, please ask prior to arranging the appointment. We expect you to:

1. Check that Dr. Moran is covered by your insurance carrier at the location on this letterhead.
2. Be aware of your specific covered benefits prior to receiving services.
3. Check that all pre-approval requirements are met to avoid denials.

We must have accurate billing information at each visit in order to process claims according to your insurance plan’s guidelines. If you fail
to provide accurate information to process your claim, you will be held responsible.

PAYMENT

FULL PAYMENT OF PATIENT OBLIGATIONS IS DUE AT TIME OF SERVICE. This includes: all co-pays and deductibles. In the
event that your insurance coverage changes to a plan where we are not a participating provider, you will be responsible for all charges
incurred. We accept: Cash, Checks and Credit Cards (MasterCard, Visa and Discover). In the event of overpayment on your account,
overpayments of greater than $20.00 will be sent to you. Overpayments of $ 20.00 or less will be held in your account and will be credited
to your next visit.

UNPAID BALANCES

Payments not received in 60 days may be transitioned to patient responsibility and you may be required to make other payment
arrangements. Any balance not paid after 90 days will be turned over to a collection agency. We shall be entitled to reasonable attorney fees
and court cost should litigation ensue in order to collect for unpaid bills.

MISSED APPOINTMENTS

Since we typically schedule considerable time for initial and follow-up visits, our policy is to charge $75.00 for missed appointments unless
canceled at least 24 hours in advance. There may be an additional fee for extended testing sessions. We can not file this with your insurance
plans as they will not pay for this. Please help us by keeping, or canceling in advance, any appointments you schedule.

PHONE APPOINTMENTS

Our practice provides certain types of telephone care free of charge to answer routine questions regarding medication dosage, side effects,
follow-up on lab results, referrals or general questions that can be answered through our regular support staff. However, on occasion there
is a need for further care through telephone calls or e-mail communication which is more complicated and involves physician time expertise
and documentation of the care delivered. These types of communications are now recognized by American Medical Association and
American Academy of Pediatrics as billable medical encounters and will be charged according to the following schedule: Up to 10 min,
(CPT 99441) $25.00; 11-20 min (CPT 99442) $50.00: 21-30 min (CPT 99443) $70.00. We will attempt to bill your insurance carrier for
these services but ask for payment up-front. Please let us know if you have any questions.

Thank you for taking the time to read and understand this Financial Policy. Please let us know if you have any questions.

I have read and agree to this Financial Policy:

Signature of Responsible Party Printed name of Responsible Party

Witness Date



