POLICY CONCERNING PAYMENT OF MEDICAL BILLS
Our policy is payment is to be made at the time services are rendered. If we participate with your insurance, we will expect co-pay, patient responsibility, and any percentage due at the time of service. We will then submit your insurance claim. You are responsible for submitting claims to insurance companies with whom we do not participate. Payment is accepted in the form of cash, check, Money Order, Visa, or MasterCard.

There will be a finance charge applied to all accounts over thirty (30) days past due. If an account is sent to a collection agency to recover payment, the responsible financial party agrees to pay the amount in full, along with any fees charged by the collection agency.

I agree to promptly pay all charges, when billed for medical services rendered and accept legal responsibility for any and all charges for the patient named above.
PATIENT AUTHORIZATION
I, ___________________________, hereby authorize Inna London M.D., LLC, to apply for benefits on my behalf for covered services rendered. I request payment from ______________________________  Insurance Company, be made directly to the above named provider. 
I certify that the information I have reported with regard to my insurance is correct and further authorize the release of any medical information for payment, treatment, and health care operations for this or any other related claim to the above-named billing agent, and / or insurance company named above. I understand that failure to provide any of the requested information on this form would mean I will be held financially responsible for any services provided. I permit a copy of this authorization to be used in place of the original. The authorization may be revoked by either me or the above-named carrier at any time in writing.

______________________________ _______________________________________________________

Date 




Signature of Subscriber or Beneficiary
