California Institute of Cosmetic & Reconstructive Surgery

Our Insurance Financial Policy

Vipul R. Dev, M.D./Peter H. Ashjian, M.D.
Thank you for choosing us as your health care provider. We are committed to your treatment being successful. Please understand that payment of your bill is considered a part of your treatment. The following is a statement of our Financial Policy, which we require you to read and sign prior to any visit or treatment.

As a patient, it is in your best interest to know and understand your insurance plan(s) benefits, coverage, and your responsibility for any deductibles, co-insurance, or co-payment amounts prior to any visit or treatment. . Your insurance policy is a contract between you and your insurance company; we are not a party to that contract. Not all services are covered in all insurance contracts, if you are rendered services and it was denied, or if it was a non-covered service under the insurance plan(s) for whatever reason, you the patient is financially responsible for the full amount billed. 
To find out what your insurance plan(s) covers and what your financial obligation(s) may be, call the customer service or member number listed on your insurance card(s). 

While you may have insurance coverage to pay your medical bills, you, as the patient, are ultimately responsible for all charges. Please make sure that both your physician and the hospital are listed as participating providers by your insurance company. There is a possibility the physician or only the hospital participates with your insurance plan(s). If proper procedures are not followed, you may be liable for the full amount of the billed charges. If your insurance company(s) requires pre-authorization, or pre-determination, our office will be happy to assist with this process, however, if services requested are later found not medically necessary, or non-covered benefit, by your provider(s), you the patient will assume full responsibility for all billed charges. 

All patients must complete our information and insurance from before seeing the doctor. 

We cannot bill your insurance company unless you give us your insurance information.
· Co-pays, Deductibles and percent of non-covered services are due at the time of service.

· We accept Cash, Checks, Visa, Master Card or Discover Card and American Express Card.
· Copy of driver’s license (For I.D Purposes), copy of insurance card(s), copy of authorization(s).
Usual and Customary Rates:

Our practice is committed to providing the best treatment for our patients and we charge what is usual and customary for our area. You are responsible for payment regardless of any insurance company’s arbitrary determination of usual and customary rates.

I have read the financial policy and agree to pay all charges billed to your insurance provider for services rendered, that may or may not be covered by the insurance plan(s). 
Patient Signature:_________________________________________________
   Date:________________________

                                         Signature of Patient of Responsible Party

Patient Signature:_________________________________________________
   Date:________________________

                                          Signature for Co-Responsible Party

Consent To Release Information:
I hereby authorize Vipul R. Dev, M.D./ Peter H. Ashjian, M.D. to furnish information to any referring physician, agency, or insurance company (ies) I have listed on the Patient Information form.

Patient Signature:___________________________________________  
Date:_________________________

Medicare Assignment:
If you have Medicare please sign the following:
I request that payment of authorized Medicare benefits be made either to me or on my behalf to Vipul R. Dev, M.D./Peter H. Ashjian, M.D. for any services furnished to me by that physician or supplier. I authorize any holder of medical information about me to release to the Health Care Financing Administration and its agents any information needed to determine these benefits payable to related services.
I understand my signature requests that payment be made and authorizes release of medical information necessary to pay the claim. If other health insurance coverage is indicated in item 9 of the HCFA-1500 claim form or elsewhere on other approved claim forms or electronically submitted claims, my signature authorizes releasing of the information to the insurer or agency shown. In Medicare assigned cases, the physician or supplier agrees to accept the charge determination of the Medicare carrier as the full charge, and the patient is responsible only for the deductible, co-insurance, and non-covered services. Co-insurance and the deductible are based upon the charge determination of the Medicare carrier. I also request payment of government benefits either to myself or to the party who accepts assignment below.
Patient Signature:____________________________________________
Date:__________________________
Authorization Process:
This letter confirms an agreement of any patient in need of authorization for surgery or any other office procedure.

We will not process your authorization without all necessary medical records. You will be receiving a call in a period of 3-6 weeks once an answer is received from the insurance company. 

If and once this authorization is approved you will receive a call from Dr. Dev’s/Dr. Ashjian’s office to be scheduled for surgery according to our scheduling accommodations within a 90 day period. 
If authorization is denied you will be notified by Dr. Dev’s/Dr. Ashjian’s office. At this time it is the patient’s responsibility to appeal the claim per the insurance guidelines, if the patient is wishing to do so. 

I have been given the opportunity to ask questions and have received all answers. 

Patient’s Signature: ______________________________________________            

Date:_____________________

I refuse at this time; I will contact the office once I am ready or if I decide to pursue my problem, now that my options have been given to me by Dr. Vipul Dev/Dr. Peter Ashjian.

Patient’s Signature:______________________________________________


Date:_____________________ 
Minor Patients Or Signature of Someone Other Than The Patient That Has Power of Attorney:

The parent/legal guardian/person with power of attorney accompanying the patient is responsible for full payment. 
Minors/persons with power of attorney must be accompanied on the first visit by parent or responsible party to establish financial responsibility. 
Minors must be accompanied by a parent or legal guardian for any and all future appointments. 
By signing this you are agreeing to comply with these laws and policies. 

Name of signing party, Print:___________________________________  Signature:_______________________________________
Mailing Address of signing party:________________________________________________________________________________
Patient’s Name:______________________________________  Relationship to patient:____________________________________
Reason patient could not sign:__________________________________________________________________________________
