Raisen Integrative Medicine

310.458.9200 310-450-8342  fax

www.DoctorRaisen.com  office@doctorraisen.com

_____________________________________________________

OUR FINANCIAL POLICY

The office policy is that payment is made at the time services are rendered.  This reduces our overhead expenses and helps keep our fees as low as possible for you, and allows us to focus on your health and healing.

Dr. Raisen is a prefer provider for Blue Shield PPO, and is a Medicare provider at this time, and does not take Medi-cal patients. 

If Dr. Raisen is an “out-of-network provider” for your insurance, then you are responsible to pay in full at the time of the visit.

Office Billing:  Before your first visit, please fax over a copy of your insurance card, the front and back. Dr. Raisen will collect co-pays for only Blue Shield PPO patients. If your eligibility for Blue Shield has not been verified, you are responsible for the full fee at the time of the visit, no exceptions.  

For Blue Shield PPO patients and Medicare patients, your remaining patient balance is expected to be paid promptly within 30 days of receipt of the bill. After 30 days, your credit-card on file will be billed.

For a fee of $10.00, Excel Medical Billing Service, will submit your bill to your insurance company for you to get reimbursed.

You are considered a “new patient” if you haven’t been seen in the office for 2 years, and will be charged as such.

Patients are responsible in full for all lab and lab-related fees.

  

Prior Authorizations: If you are not sure whether a service, medication or lab is covered by your insurance, it is your responsibility to call your carrier for authorization in advance.  If the insurance company does NOT want to cover the visit because of a “pre-existing” condition, then you are responsible in full for the office fees, and your credit card on file will be charged.

For people without any insurance, the total fee must be paid at the time service is rendered.  

MEDICARE ASSIGNMENT

Medicare will only pay for services that it determines to be “reasonable and necessary” under section 1862 (a)(1) of the Medicare law.  You agree that you have been notified that Medicare may deny payment for services we render; and, if Medicare denies payment, you will be personally and fully responsible for payment.

INSURANCE ASSIGNMENT

Any checks sent to the patient in error by their insurance carrier must be endorsed and forwarded immediately to our office.  Insurance payment should be made within 60 days by your insurance company.  If you insurance carrier does not remit payment within the stated time period, you will be responsible for the balance in full.  

MISSED APPOINTMENT POLICY

If you miss a scheduled appointment, or arrive to office and decide you do not want to complete the visit, or fail to give at least 24 hours notice when canceling your appointment, you will be charged in full for that visit.Your credit card on file will be charged.

FINANCIAL RESPONSIBILITY

There is a $20 charge on all returned checks and a 1.5% late charge per month on all balances outstanding at the time of the billing date.  You are responsible for all financial obligations incurred and you agree to pay for services at the time they are rendered unless other arrangements have been made.

I agree to all of the above terms.

______________________________________________

 Printed Patient Name

_______________________________________________

____________________

 Patient Signature






  Date


