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Patient Name: ______________________________________ Date of Birth: ____________________________

FINANCIAL POLICY
Thank you for choosing Reynolds Plastic Surgery for your care.  We are providing you with the following information to help you to understand our financial policies.
We accept cash, checks, Visa, MasterCard and American Express as payment.  We also accept Care Credit Financing.  You will be charged a $35 fee if a personal check is returned unpaid from your bank.	
Patient Initials_______	
INSURANCE
You are responsible to confirm with your insurance company that Reynolds Plastic Surgery is an in-network provider prior to your appointment.  If you are covered by an insurance plan that we do not participate with, we will request payment at the time of service for all office visits.
Referrals are sometimes needed for certain insurance carriers.  It is the patient’s responsibility to obtain this from their Primary Care Physician before their visit.  If a referral is not obtained, the patient will be responsible for payment of services.
Your insurance policy is a contract between you and your insurance company. We will submit claims to your insurance carrier, for care you have received, if you have given us all of the required information needed to do so.  Please be aware that some and perhaps all of the services provided may be “non-covered” services according to your insurance policy.  However, you are still responsible for payment for these services.
We accept assigned payments for most major insurance companies.  However, you will be responsible for payment of deductibles, co-pays, coinsurance, or non-covered services at the time of services. Any non-covered services will be approved by patient prior to services rendered.
Unfortunately, timely payments from insurance companies can be a major problem for medical practices.  Therefore, our office follows the billing procedures listed below:
· We file an insurance claim within ten business days of your date of service.
· If we do not receive a response from your insurance carrier within 30 days, we will submit a second claim. If we do not receive a response from your insurance carrier within 45 days, you will receive a statement and will need to contact your insurance carrier regarding payment.  
· After 60 days the balance due for medical services rendered will be your financial responsibility.  You may pay us directly and receive reimbursement from your insurance company directly.
· A billing statement covering medical services rendered will be mailed to you on a monthly basis, and payment of your account is due within 30 days. If you are unable to pay, you must contact our office within those 30 days to establish a payment plan or other option.
· After 90 days from the first billing statement date, we place unpaid patient accounts in collections.  Patients are then responsible for any collection costs that are incurred, which will include an additional fee of $25.00.  Refusal to pay will adversely affect your credit and your tax liabilities.
· Should patient accounts be open longer than 180 days, Reynolds Plastic Surgery will be forced to move open accounts forward to court.
Minor patients (Under 18 Years of Age)
The parent/guardian/adult accompanying a minor child is responsible for payment.  Any child 18 or over is legally an adult and responsible for his/her bill.  We therefore cannot release financial or medical information to a parent/guardian of a patient over the age of 18 without the patient’s written permission.  Please check your insurance policy to determine which company is primary before the appointment.
Collection Balances
If you had a previous collection balance or are presently in collection, the physician may use his or her discretion as to providing you with further treatment.  You may be required to pay your previous balance in full prior to being seen.  You will be responsible for payment of the office visits, co-pay, deductible, etc., on the day of the visit.
Reschedule/Cancellation Policy
Please assist us with serving you better by keeping your scheduled clinic appointment.  If you are unable to do so, please notify us at least 24 hours in advance.  You will be charged a $50 fee if notification to reschedule or cancel your clinic appointment is less than 24 hours in advance.
Due to the large block of time needed for surgery, last minute rescheduling or cancellations can cause problems and added expenses for the office. If you are unable to keep your scheduled surgery, please notify us at least 10 days in advance.  You will be charged a $75 fee if notification to reschedule or cancel surgery is less than 10 days in advance.
These fees will not be covered by your insurance company. After two rescheduled or cancelled surgeries, Reynolds Plastic Surgery reserves the right to discharge you as a patient. 
I understand and agree to this policy.
_______________________________________				________________________________ Signature of Patient or Responsible Party				Date


Photo Consent Form
AUTHORIZATION FOR RELEASE OF INFORMATION AND/OR PUBLIC USE OF IMAGE (PHOTOGRAPH OR TAPE) TO REYNOLDS PLASTIC SURGERY.
I consent to the taking of photographs by Dr. Brandon Reynolds or his designee of me or parts of my body in connection with the plastic surgery procedure(s) to be performed. 

I hereby give my consent to participate in a promotional story, advertisement and/or image (photograph and/or videotape) made for REYNOLDS PLASTIC SURGERY (or the person named below, for whom I am giving consent). I have been told that this story, advertisement and/or image (photograph or videotape) may appear in the public media, including print, internet. I have been told that this story, advertisement and/or image (photograph and/or videotape) may be used more than once for promotional purposes by Reynolds Plastic Surgery. 

Neither I, nor any member of my family, will be identified by name in any publication.  I understand that in some circumstances the photographs may portray features that will make my identity recognizable.
I understand that I may refuse to authorize the release of any health information and that my refusal to consent to the release of health information will prevent the disclosure of such information, but will not affect the health care services I presently receive, or will receive, from Dr. Reynolds.  
I have been informed that once information is disclosed it may no longer be protected by federal privacy regulations. I have been informed that this authorization is voluntary and that I may revoke this authorization at any time by notifying Reynolds Plastic Surgery by mail at 5550 Painted Mirage Rd Ste. 217, Las Vegas Nevada  89149. The revocation will not affect any actions taken before the receipt of this written notification


Subject Name (Please Print)                                      Date of Birth                                                       Date



Signature of Subject (or legal guardian)                   /                   (if legal guardian)-Printed Name









PATIENT INFORMATION
	Patient’s Last Name
	First
	M.I.
	Date of Birth  Age


	Street Address
	
	Apt. #
	Social Security #


	City
	State
	Zip Code
	Marital Status
M S D W  Other

	Home Phone
	Work Phone
	Alternate Phone
	Gender
M        F

	Patient’s Occupation
	Employer’s Name
	Family Physician/Phone

	

	Person to Notify in Emergency (Name and Phone #)
	Referred By





I consent to treatment necessary for the care of the above patient.  I authorize the release of all medical records to the referring and/or family physician and insurance company, if applicable.  I allow fax transmittal of my medical records, if necessary, I acknowledge full financial responsibility for services rendered by Reynolds Plastic Surgery, whether or not paid by insurance.  I agree to pay all reasonable attorney fees and collection cost in the event of default of payment of my charges.  I authorize and request that insurance payments be made directly to Reynolds Plastic Surgery.  I understand that payment of charges occurred is due at the time of service unless other definite financial arrangements have been made prior to treatment.  I consent to the use of photography for pre and post-operative analysis, peer review, and educational purposes.  I have read and fully understand the above and sign with intent to be legally bound.

Signature________________________________________        Date __________________________________









ACKNOWLEDGEMENT OF RECEIPT OF HIPAA PRIVACY NOTICE AND
CONSENT TO USE AND DISCLOSE HEALTH INFORMATION
Read before signing the Acknowledgment and Consent
This acknowledgment and consent authorizes Reynolds Plastic Surgery to use and disclose health information about you for treatment, payment, and health care operations purposes.
Notice of Privacy Practices 
Reynolds Plastic Surgery has a Notice of Privacy Practices, which describes how we may use and disclose your protected health information and how you can access your protected health information and exercise other rights concerning your protected health information.  You may review our current notice prior to signing this acknowledgment and consent.
Amendments
We reserve the right to change our Notice of Privacy Practices and to make the terms of any change effective for all protected health information that we maintain, including information created or obtained prior to the date of the effective date of the change.  You may obtain a revised notice by submitting a written request to our office.
Acknowledgment and Consent
Print or type all information except the signature
I have received the Notice of Privacy Practices for Reynolds Plastic Surgery.  Reynolds Plastic Surgery is authorized to use and disclose health information about _____________________________________________ (patient name) for treatment, payment, and healthcare operations purposes consistent with its Notice of Privacy Practices.
______________________________________________  	           __________________________________
Signature of patient or patient’s personal representative		Date			

Personal representative information (if applicable);

_______________________________________
Name of personal representative

______________________________________
Relationship to patient (or other authority)

In general, the HIPPA privacy rule gives individuals the right to request a restriction on uses and disclosures of their protected health information (PHI).  The individual is also provided the right to request confidential communications or that a communication of PHI is made by alternative means, such as sending correspondence to the individual’s office instead of the individual’s home.
I agree to be contacted in the following manner (check all that apply):
____Home Telephone (____)-_____-____
	____It is okay to leave a message with detailed information
	____Leave a message with call-back number only
____Cell Telephone (____)-_____-_____
	____ It is okay to leave a message with detailed information
	____ Leave a message with call-back number only
____Work Telephone (____)-____-_____
	____ It is okay to leave a message with detailed information
	____ Leave a message with call-back number only

My health information may be shared with: ________________________________________________________
						Name                                   Phone number	                            Relationship

My health information may be shared with: ________________________________________________________
						Name                                   Phone number	                            Relationship



	_____________________________________
	______________________________

	Patient Name (Print)

	Date

	______________________________
	______________________________

	Patient Signature
	Birth Date
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REYNOLDS PLASTIC SURCERY
5550 Painted Mirage Road Ste. 217
Las Vegas, NV 89149
phone: (702)410-9800
fax: (702)924-1520
breynolds@reynoldsreconstruction.com




