BRADENTON HEART CENTER, P.A.
OFFICE AND FINANCIAL POLICY & AGREEMENT
Our goal is to provide you with high-quality and efficient care. There are many details involved in the process of payment
for the services that you receive. In order for this process to flow smoothly, it is essential that you understand what
information we must share with each other and with health insurance companies, and what both our responsibilities are.
Scheduling and registration: We require you to provide your medical insurance card, photo identification, address, date
of birth, social security number and phone number. If you receive health benefits through a spouse we require you to provide
that person’s address, date of birth, and phone number as well.
Health Insurance Cards: Upon scheduling each appointment, our team will ask to verify your insurance information, and
may ask to see your insurance card upon check-in at each appointment. Please bring your card to every appointment, and
notify the office of any changes at your next appointment.
Keeping Appointments for Consultation, Follow up or Testing: All appointments are very important to initiate and/or
execute my treatment plan. During these appointments, my physician might order tests, review my plan of care, prescribe
medication, or even discover and treat a serious health condition. If I don’t show up for my appointment, or miss my
appointment and fail to reschedule, I run the risk that my physician will not be able to detect and treat a serious health
condition. (__________) Initial
In addition, I understand that missing or not showing up for my appointment creates a significant hardship for my physician
and is not fair for other patients who would like to access cardiology services by my physician’s practice. I will make every
effort to notify my physician, his or her nurse or the scheduling team a minimal of 48 hours in advance of my appointment
cancellation and reschedule missed appointments, as soon as possible. (__________) Initial
If you are unable to make your appointment due to a bona fide emergency no cancellation fee will apply provided you
supply written documentation or proof of the emergency. In all other instances:
• A “$25.00 no show cancellation fee” will be charged, without exception, for un-kept office visit appointments not
canceled 48 hours before the scheduled appointment time. (__________) Initial
• A “$50.00 no show cancellation fee” will be charged, without exception, for un-kept ultrasound appointments not
canceled 48 hours before the scheduled appointment time. (__________) Initial
• A “$100.00 no show cancellation fee” will be charged, without exception, for un-kept nuclear stress testing
appointments not canceled 48 hours before the scheduled appointment time. This test requires a daily purchase and
delivery of pharmaceuticals that have a shelf life of only one day. (__________) Initial
Health Insurance Plans: It is your responsibility to understand the provisions of your health insurance plan and coverage.
We recommend contacting your carrier prior to receiving services in order to verify your coverage and responsibilities.
Authorizations: You are responsible to make sure all necessary referrals, pre-certifications or other required documentation
are obtained prior to your appointment. Our team may help with this process in certain circumstances. If our team determines
that your plan requires an authorization, and you do not provide such referral, authorization or certification, you may be
required to sign a waiver in order to receive services or the appointment may be rescheduled.
Copayments: It is our responsibility, as detailed by the terms of our contracts with health insurance companies, to collect
any copayment amounts at the time of your appointment. It is your responsibility, as detailed by the terms of your health
insurance coverage, to pay any copayment amounts at the time of your appointment. Please have your payment ready upon
check-in. There will be a Service Charge on all returned checks.
Previous balances and/or deductibles: It is our responsibility, as detailed by the terms of our contracts with health
insurance companies we participate with, to bill you for any portion of your treatment that your health insurance carrier
assigns to your responsibility. It is your responsibility, as detailed by the terms of your health insurance coverage, to pay
any such portion. If you do not remit full payment on any such bills within a reasonable period and with reasonable notice,
your account may be sent to a collection agency.

Self-pay patients: If you do not have health insurance, have coverage through a carrier with which we do not participate,
or are receiving a known non-covered service, it is our policy that you must pay for your service in full before leaving the
office. Payment arrangements may be made on a case by case basis by contacting us and providing proof of financial
hardship.
Medical Records: A fee of $1.00 per page for the first 25 pages and .25 for each additional page will be charged for a copy
of your medical records for the purpose of transferring care or personal use. There is no charge for medical records that we
are requested to forward by mail or fax to other treating physicians.
Form Completion: A fee of $20 will be charged for the completion of most forms (disability, FMLA, etc.)
Telephone Messages: Non-urgent telephone messages will be returned within 24 hours. If you have an urgent problem,
please speak to our clinical department (do not leave a message).
Prescription Refills: Please call your pharmacy and ask them to send us an electronic request for a refill of your
prescription(s). Once we receive this request please allow up to 48 hours for the request to be completed.

Patient Acknowledgment
I have read and understand the above agreement and agree to abide by the policies outlines above.

Signature: ______________________________________________ Date: _______________________

---------------

For Office Use Only:
Patient Number: ___________

