PAYMENT AGREEMENT

(ALL patients to sign)
I request that payment of authorized Medicare and/or other insurance benefits be made either to me or on my behalf to Albemarle Orthopaedics, P.L.C. for any services furnished me by that physician.  I authorize any holder of medical information about me to release to Medicare and Medicaid Services and/or any other insurance company and its agents any information needed to determine these benefits payable for related services.  I understand that billing my insurance company is a courtesy and not an obligation of this office.

I agree that any co-payment and/or deductible will be paid at the time of service.    I further agree that I am liable for all charges whether or not insurance payments are pending or possibly forthcoming or if my insurance company denies payment to Albemarle Orthopaedics P.L.C.
I agree to provide Albemarle Orthopaedics, P.L.C. with proper insurance and/or workmen’s       compensation information at the time of service, and understand if I fail to do so, I am    responsible for all charges incurred.
In the event that my account becomes past due, (unpaid after ninety (90) days of the initial billing, and I have failed to respond to a final notice) the account may be referred to a collection agency.  The fees I will be responsible for are a 35% Collection Fee and 33 1/3% Attorney Fee (or $200.00 whichever is greater) regardless of whether or not suit is filed, and all court costs. I also agree to pay 18% annual interest on any unpaid balance as of the last date of service.
I hereby waive the benefit of my homestead exemption and all other exemptions. I also authorize my employer to release all information regarding employment and salary verification. I further agree that there will be a $35.00 fee for all returned checks.
I also agree that if I fail to show for a scheduled appointment without giving Albemarle   Orthopaedics, P.L.C.  at least 24 hours notice I may be subject to a $60.00 fee.

__________________________________________________
     Date:  _____________

                Signature of Patient and/or Legal Guardian

MEDIGAP AUTHORIZATION

(for all Medicare Secondary policy patients and others with secondary insurance)

I authorize any holder of medical or other information about me, to release to any Medigap payor or other secondary insurance, as listed in my chart, any information needed for this or a related Medigap or other insurance claim.  I permit a copy of this authorization to be used in place of the original and request payment of medical insurance benefits either to myself or to Albemarle Orthopaedics, P.L.C. who accepts assignment.
__________________________________________________ 
 Date:  _____________
    Signature of Patient and/or Legal Guardian
