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Payment Policy
lnsurance. lf you are insured by a canier with which we are oul of network, or if we are unable to verify
your coverage prior to your appointment, you will be expected to pay for that visit in full at the time of
your appointment. Please come to your appointments with your health insurance card and piclure lD.
Please mntact your insurance company with any questions you may have regarding your coverage.

2.

Co-payments. All co-paymenls must be paid at the time of service. This anangement is parl of your
conlract wilh your insuran@ @mpany. Failure on our part to colled co-payments and deduciibles fiom
patients can be considered fraud. Please help us in upholding the law by paying your co-payment at
each visit.

3.

Claims submission. As a courtesy to you, we will submit your claims and assist you in any way we
reasonably can to help get your claims paid. Your insurance company may need you to supply certain
information directly. lt is your responsibility to comply with their request. Please be aware that lhe
balance of your claim is your responsibility whether or not your insurance company pays your claim.
Your insurance benefit is a contract between you and your insurance company; we are not party to that
contrac{.

4.

Coverage changes. lf your insurance changes, please notify us before your next visit so we can make
the appropriate changes to help you receive your maximum benefits. lf your insurance company does
nol pay your cla:m in 45 days, the balance will automatically be billed to you.

5.

lnsurance Nonpayment. At Reproduclive and Endocrine Health, we require keeping your credit or debit
card on file as a convenient method of payment for the portion of services that your insurance doesn't
cover, but for which you are liable. Your credit card information is kept confidenlial ard secure and
payments to your card are processed only afier the claim has been fled and processed by your insurer,
and the insurance portion of the claim has paid and posted to the account. You will receive one
statement mailed to you regarding your balance. If the balance is not paid in full within 30 days of the
statement date, then your credit card will be charged.

6.

Collection. lt is your responsibility to update the credit card/debit card or HSA on file with us. Paymenls
not collected due to out of date or cancelled credivdebit cards will be reported to your insurance carrier
as a breach of conlrac{.

7.

Missed appointments. A $50 charge will be billed directly to you for a missed appointment thal was not
canceled with at least 24 hours notice.

Thank you for understanding our payment policy. Please let us know if you have any queslions or concems.

I have read and understand

the payment policy and agree to abide by its guidelines

Signature of patient or responsible party/Date

Port Clinton Square
Phone:

600 Central Avenue, Suite #315 ' Highland Park, lL 60035
' jglueck@glueckmd.com'

