Apache Foot & Ankle Specialists

Lee Wittenberg, DPM

9710 W. Tropicana Ave, Suite 115

Las Vegas, NV  89147

Phone:  (702) 362-2622

Fax:  (702) 362-0422

PATIENT FINANCIAL RESPONSIBILITY


1: Payment of deductibles, co-pays, co-ins, or cash services is expected at time of service.  We accept cash, credit/debit and checks.  Those left unpaid will be sent to collections, and you will be responsible for the fee’s accumulated from our collection company, Allstate Financial Services.


2: Twenty-four (24) hour notice is required for cancellation of all appointments.  Failure to cancel an appointment within this time frame or failure to show for a scheduled appointment will result is a $45.00 charge being added to your account.


3: There will be a fee of $25.00 for all Paperwork that needs to be filled out by the doctor.  This includes letters to employers, doctor notes, and/or insurance forms.

4: Having insurance is NO guarantee that services rendered will be paid for by your insurance.  You will be billed for denied/non-covered/or unpaid services.  It is ultimately the patient’s responsibility to understand his/her insurance coverage and/or plans.


5: It is YOUR responsibility to know what doctors or facilities are covered by your insurance policy.  You will be expected to pay any services not covered by your insurance.  
6: Copies of all valid insurance cards are required in order for us to bill your insurance.  If you do not have this at the time of your visit you may be requested to reschedule the visit until such time as you can provide proof of insurance coverage, or you may be asked to pay for your visit in full at the time of service.

7: If your insurance requires a referral from your PCP to see a specialist, it is YOUR responsibility to obtain this and provide our office with a copy.  If you do not have a copy of your referral you may be asked to reschedule your visit until the referral is obtained or you may be asked to pay for services in full prior to seeing the doctor.
8: If your insurance company denied your claim because they need additional information from you or another one of your providers, it is YOUR responsibility to make sure your insurance company receives this information.  If you do not provide this information to your insurance company and your claim remains denied, you will be expected to pay for these services.

OTHER PATIENT RESPONSIBILITY

Photo I.D. required this our way of making sure we are treating the correct patient.  If the patient is a minor we will require photo I.D. of a parent/guardian.  If you cannot provide this information, we may reschedule your appointment.

Patient Name:________________________________________ Date:______________________

Patient Signature:________________________________________________________________
