






Payment Policy
Our Thanks
The physicians and staff of Core Orthopedics and Sports Medicine thank you for choosing our practice to care for your health care
needs. We are deeply committed to ensuring that your treatment is successful. Your clear understanding of our payment policy is
important to our professional relationship.

Please note: It is not our policy to provide the patient a copy of the day’s charges/bill on the day of service. However, we will provide
a receipt for any payment made that day. If a copy of the charges for that days visit is necessary, please ask for one to be mailed.  For
your convenience, we accept cash, check, Visa, Mastercard.

Insurance Information
As a courtesy for you, our billing office will file a claim with all requested documentation to your insurance provider on your behalf.
We will provide this service for both your primary insurance and,  when applicable, for your secondary insurance provider. In order to
process your claim for you, we must have the necessary information which includes the insurance carrier’s name, address and phone
number. We also need the subscriber’s name, birth date, employer, group number and identification number. Fortunately, most of this
information is provided on the insurance card itself.

Insurance Coverage Can Be Confusing
We understand that many patients find insurance coverage and financial responsibility issues complex and confusing. The following
graph was developed in response to this need and has helped to answer many patient’s questions. If you have any questions about our
policies, our staff will be happy to assist you.

Payment Responsibility for Office Visits and Services

IF YOU HAVE... YOU ARE
RESPONSIBLE FOR...

CORE ORTHOPEDICS &
SPORTS MEDICINE

Medicare

Private Insurance Plans

HMO and PPO Coverage

Self Pay, Uninsured, Liability,
Auto Claims or Other 3rd

Party Claims

Work-related injuries
(DEPARTMENT OF LABOR
CLAIMS ONLY)

• Paying your deductible, co-pay, and for any 
services that are not covered by your plan, at
the time of your appointment.

• Paying your deductible and/or co-pay at the 
time of service.

• Providing all required referrals.
• Paying your deductible and/or co-pay at time

of service.

• Payment-in-full at the time of each appointment.

• Providing claim information.
• Payment of any charges for disputed or

denied claims.

• File for Medicare reimbursement on your
behalf.

• File secondary insurance on your behalf
when applicable.

• File your primary insurance claim as a 
courtesy to you.

• File secondary insurance on your behalf
when applicable.

• File claims on your behalf.

• Provide you a copy of your itemized
billing statement for reimbursement or
tax purposes.

• File claims on your behalf.
• Provide necessary information to the

Department of Labor.
• Provide information to rehabilitation consultant.

Commercial Insurance Policy
For your convenience, we will file your commercial insurance claims. If your insurance carrier does not pay within 45 days, you will
be responsible for the payment of your incurred charges. Since the cost of billing and collections is expensive, your prompt payment
for service will help to contain overhead costs and limit our need to increase fees.
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Medicare Policy
As a courtesy to our patients, Core accepts Medicare assignment. We will file your claims to Medicare for you, and hold billing until
after Medicare has responded to the claim. Medicare will pay 80% of their allowable, and the patient, or their secondary insurance, is
responsible for the remaining 20%. Naturally, your Medicare deductible must be met first.
If you supply our office with the correct billing information, we will also file with your secondary insurance carrier on a one-time basis.
If your secondary insurance carrier does not pay within 60 days, you will then be responsible for the balance.

HMO and PPO Coverage
We do our best to contact all of our doctors with as many HMO and PPO insurance carriers as possible in an effort to accommodate
all of our patients. However, there may be some that we are not contracted with at this time. Also there may be an occasion when one
of our doctors refers you to another doctor or service (for example, MRI, Therapy, Bone Mineral Density Scanning or Pain
Management Services) within our network. In this event, it is the responsibility of the patient to confirm with their HMO or PPO
the doctors or services’s participation in their insurance plan. Our office will bill these insurance carriers directly. You are responsible
for any co-pay or co-payment at the time of service. You will be billed for any deductible or co-insurance balances.

If your insurance company requires a referral from a primary care physician, it will be necessary for you to bring a referral form with
you covering each day of service. Most HMO’s and some POS’s require that we have a referral slip or they will not pay for the services
provided. If you do not have a valid referral form or referral authorization number, your appointment will be rescheduled.

Worker’s Compensation
Worker’s compensation claims are not covered by your regular insurance. Our office requires written verification by your employer of
a Worker’s Compensation claim. This information must be received by our office before your visit. Please include the following: name,
address and phone number of employer; name, address and phone number of Workers’ Compensation Carrier; claim number and
name of contact person. If this requirement is not completed, your appointment will be  rescheduled.

Self Pay
Patients who do not have health care insurance are advised that they need to be prepared to pay up to $200.00 towards their initial visit.
A bill will be sent if there is a remaining balance. The balance should be paid within thirty days. For future visits, payment will be
expected at the time of service.

Minor Patients
Patients under 18 years of age cannot be treated unless accompanied by a parent or another adult who has written authorization. The
individual who accompanies the child and contracts for treatment will be responsible for payment in full as outlined in the Commercial
Insurance/Self Pay Policy section. The adult who accompanies the minor is responsible to have all the appropriate information for
treatment and payment.

Usual and Customary
Occasionally, a non-contracted insurance company will make the decision that our standard fees exceed their interpretation of ‘usual
and customary”. We have taken great efforts to base our fees in accordance with our doctor’s expertise in their specialty, as well as the
quality of care provided at our facility or in the hospital. If your insurance company should arbitrarily decide that our fees exceed “usual
and customary”, we will review our charges to be sure that they are appropriate and fairly reflect the service provided. Any unpaid
portion, such as co-payments, deductible, non-covered items, and fees that exceed “usual and customary”, we will review our charges
to be sure that they are appropriate and fairly reflect the service provided. Any unpaid portion, such as co-payments, deductible, non-
covered items, and fees that exceed “usual customary” interpretations are the responsibility of the patient.

Rebilling Fees
Core reserves the right to charge a rebilling fee of $10.00 for accounts with an outstanding balance of 60 days or more.

Medical Records Fee
The cost for medical record copies, including X-ray film duplication, disability forms, etc. are examples of services not covered by
insurance carriers. The patient is responsible for these fees in the event a request is made for these services.

How May I Pay For Medical Services?
We do accept cash, checks, Visa, MasterCard, Discover and American Express. In the event that your bank returns payment made by
a personal check, a service fee of $25.00 will be billed to your account.





UNIVERSAL CONSENT FORM

PATIENT NAME: ______________________________________________________________________________________________

CONSENT FOR TREATMENT
It is my wish to be treated by Core Orthopedics & Sports

Medicine. I give permission for Core physicians, physician
assistants, chiropractic physicians and clinical employees caring
for me to treat me in ways they judge will be beneficial. I further
consent to any medication, examinations, X-rays, tests or minor
procedures that my Core physician determines to be necessary. I
understand my Core physician will explain to me the nature of my
condition, his/her recommended treatment and any associated
risks involved. I also understand that he/she will explain to me
other ways this condition could be treated. I acknowledge that no
guarantees have been made to me as to the diagnosis or result of
examination or treatment in this facility.

ACKNOWLEDGE OF RECEIPT OF
PRIVACY NOTICE

I have been given an explanation and a copy of Core “HIPAA
Notice of Privacy Practices” and understand that I may call Core
Privacy Official if I have any questions regarding the content of this
notice. I further understand that my medical record is considered
privileged information and, as such, is protected by State and
Federal laws. Core may use my information for purposes of
treatment, payment and its operations as described in the notice of
privacy practices.

I understand that except as regulated by law, my medical record
information will not be released should I refuse to sign this form.

Therefore, I may be financially responsible for all costs incurred by
me for treatment if a revocation or refusal to disclose information
results in payment denial of my insurance claim.

ASSIGNMENT OF BENEFITS AND
GUARANTEE OF PAYMENT

I hereby authorize payment to Core Orthopedics & Sports
Medicine and its physicians (who agree to accept this assignment)
and assign all of my rights and claims for reimbursement of
expenses allowable under Medicare, Medicaid, Workers
Compensation, or any other health plans under which I may be
entitled to reimbursement. I understand that I am financially
responsible to Core for charges not covered by my insurance and
this assignment.

In consideration of medical services provided by Core to the
above-identified patient, I agree to pay to Core all applicable fees
and charges. In the event that this obligation remains unpaid and
requires referral for collection, I agree to pay all costs of collection
and/or reasonable attorney fees. I hereby authorize my attorney to
pay Core any outstanding balances due immediately upon receipt
of any Workers’ Compensation and/or Third Party Insurance Case
settlement.

DISCLOSURE OF OWNERSHIP
Core is required to inform you that several of our physicians

are investors in Core Orthopedics & Sports Medicine.

Medicare Certification and Authorization: I certify that the information given by me in applying for payment under Title XVIII of the Social
Security Act is correct. I authorize any holder of medical or other information about me to release to the Social Security Administration or its
intermediaries or carriers any information needed for this or a related Medicare claim. I request that payment of authorized benefits be made
on my behalf. I have provided, as appropriate, the information related to Medicare as a secondary payor as it applies to my Medicare health
care insurance.

X______________________________________
Initials of Guarantor / Patient

Sharing Of Medical Information: I hereby authorize Core to share my registration, medical history, billing, insurance information, etc.
within its own network. The sharing of information should avoid having you complete an identical form a second time and allow our staff to pre-
approve tests or procedures more quickly, thereby expediting your medical care when utilizing other services within Core.

X______________________________________
Initials of Guarantor / Patient

I have read and understand the above information and agree to its content:

____________________________________________________________________________________________________ ______________________
Signature (Patient/Parent/Legal Guardian) Date

____________________________________________________________________________________________________ ______________________
Signature of Guarantor (if other than above) Date

____________________________________________________________________________________________________ ______________________
Signature of Witness: Date
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