FINANCIAL PoLicY

WELCOME TO THE UROLOGY CENTER. TO ASSIST YOU IN UNDERSTANDING YOUR FINANCIAL
RESPONSIBILITY TO OUR PRACTICE, WE ASK THAT YOU READ THE FOLLOWING STATEMENTS. PLEASE
SIGN THE BOTTOM ACKNOWLEDGING YOUR UNDERSTANDING OF THIS INFORMATION.

INSURANCE BILLING — As A COURTESY TO YOU, OUR OFFICE WILL BILL YOUR INSURANCE
COMPANY. PLEASE BE SURE TO BRING YOUR CURRENT INSURANCE IDENTIFICATION TO EACH VISIT.

IF YOUR INSURANCE REQUIRES A REFERRAL AND/OR AUTHORIZATION, PLEASE DETERMINE THAT
THEY ARE ACTIVE PRIOR TO YOUR VISIT. FAILURE TO ACQUIRE NECESSARY REFERRAL AND/OR
AUTHORIZATION MAY DELAY, OR NECESSITATE A POSTPONEMENT OF YOUR APPOINTMENT.

IF WE DO NOT PARTICIPATE WITH YOUR INSURANCE PLAN, WE ASK THAT THE FEES FOR YOUR
SERVICES BE PAID, IN FULL, AT THE CONCLUSION OF EACH VISIT. IF YOU PROVIDE US WITH YOUR
INSURANCE INFORMATION, WE WILL GLADLY SUBMIT YOUR CLAIMS DIRECTLY TO THEM TO ASSIST IN
YOUR REIMBURSEMENT.

WE CANNOT TELL YOU WHAT SERVICES MAY OR MAY NOT BE COVERED BY YOUR INSURANCE
CARRIER. PLEASE CONTACT YOUR INSURANCE COMPANY DIRECTLY REGARDING YOUR MEDICAL
BENEFITS.

MEDICARE — ALL OF YOUR SERVICES WILL BE SUBMITTED DIRECTLY TO MEDICARE. PLEASE
PROVIDE US WITH ANY OTHER INSURANCE INFORMATION YOU MAY HAVE IN ADDITION TO MEDICARE.
PLEASE DO NOT SEND PAYMENT UNLESS YOU RECEIVE A BILL FROM US. IF YOU HAVE A SECOND
INSURANCE, PLEASE ALLOW TWO BILLING CYCLES BEFORE YOU SEND US PAYMENT. THIS WILL GIVE
YOUR SECOND INSURANCE PLAN TIME TO PAY THEIR PORTION OF THE CLAIM.

NON COVERED SERVICES — SOME OF OUR PROCEDURES, SUCH AS THOSE FOR INFERTILITY, ARE
CONSIDERED ELECTIVE BY MOST INSURANCE COMPANIES AND MAY NOT BE A COVERED BENEFIT.
PAYMENT IS EXPECTED IN FULL AT THE TIME OF BOOKING. WE WILL BE HAPPY TO SUBMIT ANY
CLAIMS TO YOUR INSURANCE CARRIER TO ASSIST IN ANY REIMBURSEMENTS DUE YOU. IF THEY DO
PAY FOR THESE SERVICES YOU WILL BE REFUNDED ANY MONIES DUE AFTER DEDUCTIBLES, CO—
PAYMENTS AND PARTICIPATING PLAN ADJUSTMENTS, NO EARLIER THAN THREE MONTHS AFTER THE
INSURANCE PAYMENT HAS BEEN RECEIVED.

CO-PAYMENTS AND BALANCES — IN ORDER TO CONTROL BILLING COSTS, WE MUST ASK THAT
ANY CO—PAYMENTS OR OUTSTANDING BALANCE, WHICH YOU HAVE BEEN BILLED FOR, BE PAID PRIOR
TO YOUR VISIT.

WE WILL DO OUR BEST TO WORK OUT FINANCIAL ARRANGEMENTS SATISFACTORY TO BOTH YOU AND
OUR OFFICE. ONCE AN ARRANGEMENT IS MADE, YOU/THE GUARANTOR IS EXPECTED TO FOLLOW
THAT PAYMENT PLAN. VISA, MASTERCARD, PERSONAL CHECKS AND CASH ARE ACCEPTED.

CANCELLATION POLICY — CANCELLATIONS MADE LESS THAN 24 HOURS OF SCHEDULED
APPOINTMENT TIME OR MISSED APPOINTMENTS WILL RESULT IN A CHARGE AS FOLLOWS — OFFICE
VisIT ($30), MINOR PROCEDURE ($60), PROCEDURE ($120). THIS CHARGE IS NOT BILLABLE TO
INSURANCE.

I HAVE READ, UNDERSTAND AND AGREE TO THE PROVISIONS OF THIS FINANCIAL PoLICY.

SIGNATURE [OF PATIENT OR PERSON FINANCIALLY RESPONSIBLE FOR THIS BILL] DATE



ASSIGNMENT OF BENEFITS

FINANCIAL RESPONSIBILITY

| UNDERSTAND THAT INSURANCE BILLING IS A SERVICE PROVIDED AS A COURTESY AND THAT | AM AT
ALL TIMES FINANCIALLY RESPONSIBLE TO THE UROLOGY CENTER, P.C. (THE “CENTER’’) AND /OR
ITS AFFILIATED ENTITIES FOR ANY CHARGES NOT COVERED BY HEALTH CARE BENEFITS. PLEASE
REVIEW THE CENTER’S AGREEMENT FOR SERVICES RENDERED. ITIS MY RESPONSIBILITY TO NOTIFY
THE CENTER OF ANY CHANGES IN MY HEALTH CARE COVERAGE. | AM RESPONSIBLE FOR THE ENTIRE
BILL OR BALANCE OF THE BILL AS DETERMINED BY THE CENTER AND/OR MY HEALTH CARE INSURER
IF THE SUBMITTED CLAIMS OR ANY PART OF THEM ARE DENIED FOR PAYMENT.

ASSIGNMENT OF BENEFITS

| AUTHORIZE DIRECT REMITTANCE OF PAYMENT OF ALL INSURANCE BENEFITS, INCLUDING
MEDICARE, IF | AM A MEDICARE BENEFICIARY, TO THE CENTER FOR ALL COVERED MEDICAL
SERVICES AND SUPPLIES PROVIDED TO ME DURING ALL COURSES OF TREATMENT AND CARE
PROVIDED BY THE CENTER AND/ OR ITS AFFILIATED ENTITIES OR OTHERWISE AT ITS DIRECTION. |
ALSO ASSIGN A NON-EXCLUSIVE RIGHT TO FILE A LAWSUIT, WHETHER UNDER CONNECTICUT LAW OR
THE EMPLOYEE RETIREMENT INCOME SECURITY ACT OF 1974 AGAINST MY INSURER FOR PAYMENT.
| UNDERSTAND AND AGREE THIS ASSIGNMENT OF BENEFITS WILL HAVE CONTINUING EFFECT FOR SO
LONG AS | AM BEING TREATED OR CARED FOR BY THE CENTER OR AN AMOUNT REMAINS DUE FROM
MY INSURER ARISING FROM SERVICES PROVIDED BY THE CENTER. | FURTHER UNDERSTAND THAT
THIS ASSIGNMENT OF BENEFITS WILL CONSTITUTE A CONTINUING AUTHORIZATION, MAINTAINED ON
FILE WITH THE CENTER, WHICH WILL AUTHORIZE AND ALLOW FOR DIRECT PAYMENT TO THE CENTER
OF ALL APPLICABLE AND ELIGIBLE INSURANCE BENEFITS FOR ALL SUBSEQUENT AND CONTINUING
TREATMENT, SERVICES, SUPPLIES AND/OR PROVIDED TO ME BY THE CENTER.

AUTHORIZATION TO RELEASE INFORMATION

| AUTHORIZE THE RELEASE OF ANY MEDICAL OR ANY OTHER INFORMATION TO THE HEALTH CARE
FINANCING ADMINISTRATION, MY INSURANCE CARRIER(S), OR OTHER ENTITY NECESSARY TO
DETERMINE INSURANCE BENEFITS OR THE BENEFITS PAYABLE FOR RELATED MEDICAL SERVICES
AND/OR SUPPLIES PROVIDED TO ME BY THE CENTER. A COPY OF THIS AUTHORIZATION WILL BE
SENT TO THE HEALTH CARE FINANCING ADMINISTRATION, MY INSURANCE CARRIER(S), OR THE
MEDICAL ENTITY, IF REQUESTED. THE ORIGINAL AUTHORIZATION WILL BE KEPT ON FILE BY THE
UROLOGY CENTER, P.C.

PRINTED NAME DATE OF BIRTH SOCIAL SECURITY NUMBER
SIGNATURE DATE OF SIGNATURE
INSURANCE CARRIER MEMBER ID NUMBER GROUP NUMBER

SIGNATURE OF INSURED



