
Jacob B. Goldstein, DPM, LLC

Financial Policy

We will process your claim for services rendered by the doctor and will assist you with pre-certification for
procedures ordevices ordered by our office, but please remember it is ultimately your responsibility to verify
whether any care you receive is covered by your insurance plan. This office is not responsible for the
treatment expense which is not paid by your insurance. It is your responsibility to payany deductible amount,
coinsurance, or any otherbalance not paid by your insurance. By law, we are obligated to charge for these.
Any co-payment is chargedat the specialty rate and is required prior to the office visit.

It is your responsibility to have up to date insurance information and co-payment amount and to immediately
advise us of any payment received from insurance orany 3rd party for our services.

Unless prior financial arrangements have been made, an accountwith a balance greater than 90 days past
due will be reported to a collection agency and will incur a $15.00 administrative fee. We offer credit card
processing and payment plans to assist in meeting your financial obligations to our office. If this account is
assigned to an attorney for collection and/or suit, the prevailing party shall be entitled to reasonable attorney's
fees and costs of collection. Returned checks for insufficient funds will incur a $25.00 charge.

** I understand these policies and accept responsibilityfor payment of my account.

Authorization to Release Medical Benefits

I authorize the release of all medical information necessary to process insurance claims and I hereby assign
and authorize direct payment of all medical and/or surgical benefits, including major medical, private
insurance and other health plans to Jacob B. Goldstein, DPM.

Tothe extent necessary to determine liability of payment on to obtain reimbursement, I authorize disclosure
of portions of for all of my (the patient' s) medical record.

This assignment will remain in effect until revoked by me in writing. Asigned photocopy ofthis assignment
will be considered as valid as an original.

Medicare Lifetime Signature on File

If applicable, I request the payment of authorize Medicare benefits be made on my behalf to Jacob B.
Goldstein, DPM for any services furnished by its physician(s). I authorize any holderof medical information
about me to release to the Centers for Medicare and Medicaid Services and its agents any information
needed to determine these benefits or the benefits payable for related services.

Lifetime Consent

If applicable, I request that payment ofauthorize Medigap or other secondary or tertiary benefits be made on
my behalf to Jacob B. Goldstein, DPM for anyservices furnished by its physician(s). Iauthorize any holder of
medical information about me to release to the Centers for Medicare and Medicaid Services and its agents in
the information needed to determine these benefits or the benefits payable for related services.

Signature of Beneficiary/Responsible Party , ; Date:


