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FINANCIAL AGREEMENT

     Thank you for choosing James McGrath, MD, PLLC as your primary care provider.  It is our purpose to put your health and well-being first by providing you with quality and affordable healthcare.  Please review and sign this agreement.  If you have any questions, we will be happy to help in any way possible.  Each patient will be provided a copy of this agreement upon request.

1. Insurance: We accept assignment and participate in most insurance plans.  It is YOUR responsibility to know what your insurance
    benefits are.  If we don’t participate in your plan, and if your plan does not include out-of-network benefits, payment in full is
    expected at each visit.  It is YOUR responsibility to provide us with the correct insurance information.  Failing to do so in a timely  
    manner could result in a denial of your claim and the balance being billed to you.  If you have any questions regarding your benefits,  
    you will need to contact your insurance company directly.   

2. Patient payment: All co-pays are to be paid at each visit.  This is the policy of your insurance company.

3. Forms and other miscellaneous charges: There is a $25 fee for completing any administrative paperwork.  Disability evaluations may 
     require additional fees.  This fee must be paid before the forms are picked up.  If you are required to give a urine sample for drug 
     screening and your insurance does not cover it, then you will be responsible for the charges.      

4. Registration: All patients must complete our patient information form.  This is to ensure we have accurate information for proper 
     billing.  We must obtain a copy of your driver’s license and current valid insurance card as proof of insurance.

5. Claims: We will submit your claims and assist you in any possible way to help get your claims paid.  Your insurance company may need 
     information from you that may not be accepted from our office.  It is imperative that you cooperate with them.  This may determine  
     whether your claim gets paid or not.  Please be aware that the balance of your claim is your responsibility whether your insurance 
     company pays or not.  Your insurance benefit is a contract between you and the insurance company; we are not party to that contract.  

6. Uninsured patients: We offer a 20% discount to our patients who do not have insurance.  There is an upfront co-pay of $60 due at the 
    time of the visit.  After the discount is applied, you will be billed for the remaining balance.  After 30 days of no payment, you will be 
    asked to set up a payment plan.

7. Missed appointments: It is our policy to charge $20 for missed appointments or late cancellations (an appointment not canceled 
    within a reasonable amount of time).  These charges will be billed to you and are your responsibility.  To avoid these fees, it is 
    important that you keep your scheduled appointment. 

8. Credit and collections: If your account is more than 90 days past due, you will receive a letter stating that you have 20 days to pay your
    account in full.  Partial payments will not be accepted unless otherwise negotiated.  Please be aware that if a balance has remained
    unpaid, it may be sent to a collection agency.  If an account is sent to collection, it is the policy of this office to discharge the patient
    and possibly immediate family members from this practice.  You will at that time be notified by regular and certified mail that you will 
    have 30 days to find alternative medical care.  During that 30-day period, our physicians will be able to treat you on an emergency 
    basis only and will have the right to refer you to an emergency department.



Thank you for understanding our financial policy.  Please let us know if you have any questions or concerns.

I have read and understand the financial policy.  I agree to adhere to its guidelines.


x                                                							Date
	         Signature of Patient or Responsible Party
PO Box 189 | Yadkinville | N.C. | 27055 | (336) 677-1100 | Fax: (336) 677-1152
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