
OFFICE BILLING POLICY 
 
In-Network Plans  
We are providers for Medicare, Healthlink, BCBS, Health Alliance and Aetna.  All copayments, 
unmet deductibles and non-covered services are due at the time of service.   
 
Out-of Network Plans  
We will bill your insurance company.  You are responsible for your portion (including 
copayment, coinsurance, deductible and non-covered services) at the time of service.  If insurance 
has not paid in 45 days, you will be responsible for the entirety of your bill. 
 
Workman’s Comp 
We will bill your employer or their work comp insurance carrier.  You are responsible for 
providing complete information (date of injury, claim number, name/address of employer and/or 
their insurance carrier).  If you do not provide this information, full payment will be required at 
the time of service.  You will be responsible for any claims that are denied under the Workmans’ 
Compensation policy. 
 
Third Party Liability 
We will bill the responsible party on your behalf, however you are responsible for full payment at 
the time of service. 
 
PRIVATE/SELF PAY 
We will provide an estimate of charges, when possible, prior to your visit.  The full cost of the 
visit/procedure is due at the time of service.  You may qualify for a monthly payment plan 
depending on your circumstances and the balance owed. 
 
Medicaid  
We are not Medicaid providers.  If you choose to receive treatment, you will be considered 
private/self-pay.  You are responsible for full payment at the time of service.  You may qualify 
for a monthly payment plan depending on your circumstances and the balance owed. 
 
ELECTIVE SURGERY PRE-PAYMENT 
We require payment up front for deductibles and coinsurance for all ELECTIVE surgeries.  We 
will calculate your estimated responsibility based on your insurance coverage.  Surgery will be 
scheduled after payment is received. 
 
*** By signing below, (1) you promise to pay the account; (2) state that you are the patient or the legal guardian or 
parent of the patient; (3) you authorize and direct all insurance companies to send payments directly to Southern Illinois 
Hand Center, S.C.; (4) agree if any insurance company pays you directly for services you will pay the money 
immediately to the provider; (5) starting 45 days after services, provider will charge and receive 1.5% interest per 
month on any unpaid balance (minimum $1.00 per mo.); (6) If you fail to promptly pay the balance in full, provider 
may employ an attorney or collection agency to collect the balance due and legal fees and expenses will be added to the 
account balance owed.  If you have any questions regarding our office policies or wish to make special billing 
arrangements, please feel free to contact our Office Manager. 

 
“I have read this entire form and the terms contained in it.  I have received a copy for my records and believe I 
understand it.  I am signing it of my own free will and authorize the Provider to release medical information from 
my file for any reasonable purpose involving the processing of claims/payments” 
 

_______________________________________        ___________________ 
Signature of Responsible Party for this Account                 Date 


