Financial Policy

Name: Date of Birth: Patient ID# Date:

The Providers at Dermatology and Skin Health of Dothan appreciate your confidence in choosing us to provide for your health care needs. Our
services imply a financial responsibility on your part — an obligation to ensure payment in full of our fees. We would like to share our financial
policies with you since a clear understanding of our financial polices is an important component of our professional relationship.

Methods of Payment

We will bill your insurance as a courtesy to you with a copy of your current insurance card, which must be presented at each visit. If you do not
have your insurance card, payment is due at the time of service. For your convenience, we accept cash, check, and credit cards. Please note that
there is a $25 charge for checks returned by the bank.

Participation with Insurance & Medicare

The Providers at Dermatology and Skin Health of Dothan participate with Medicare, as well as many PPO plans, which means that we accept
assignmentof benefits. If payment is not received from your insurance carrier within our contract limits, any balance will be your responsibility. If
we do not have a contract with your insurance company, you are responsible for payment in full and considered to be Self-Pay. Payment is due at
the time ofservice; we will supply you with a superbill to submit to your insurance company for direct reimbursement.
Medicare: As a Medicare patient, you are responsible for your deductible and for the difference between the approved charge and the
amount Medicare pays. If you have supplemental insurance with a company with whom we are contracted, we will bill your secondary
insurance for you. Any remaining balance will be billed to you.
PPO Plans: As a component of our contracts, we collect co-payments and co-insurance for every visit. If you have not met your
deductible, we will ask that you pay what remains of your deductible. If you have a remaining balance after your insurance plan processes
your claim, you will receive a statement from us. Payment is expected within 10 days of the statement date.

No Show Fees

Please note that we may find it necessary to charge a NO Show fee between $25.00 - $100.00 if you do not give at least a 24 hour notice when
cancelling your appointment/test/procedure or surgery, or if you do not show up for your appointment/test/procedure or surgery. Cancellation in
advance allows your appointment time to be offered to other patients who may have urgent healthcare needs.

Our Fees

We are committed to provide the best treatment possible for our patients and we charge what is usual and customary for our area. If we do not have
a contract with your insurance company, you are responsible for payment in full regardless of any insurance company’s arbitrary determination of

rates. Co-payments, co-insurance, and deductibles, or unpaid balances are due at the time of service. If the co-pay/co-insurance is not paid in full at
the time of check in, a fee of $3.00 may be added to your account for each bill sent.

Fees for Completion of Forms

There is a minimum charge of $20 to complete forms such as disability or FMLA forms.

Refunds

If you are due a refund it will be refunded to you within 60 days of discovery by us, if you have a zero balance.

Collection Fees

I agree that the fees charged for services provided by the Providers at Dermatology and Skin Health of Dothan constitute a valid and lawful debt
obligation. If I fail to pay the debt and my account is referred to a collection agency or an attorney, I agree that, in addition to the debt for the
services provided, I will be responsible for the payment of a collection agency fee of 33.33% of the debt as well as any attorney’s fees, court costs
and expenses. [ waive now and forever my right of exemption under the laws of the constitution of the State of Alabama, and any other State.
Additionally, if I reside in Florida, I agree to waive my rights to any exemption that would prohibit a wage garnishment should same become
necessary to secure payment of any outstanding balance. By signing below, I consent to the foregoing terms and affirmatively acknowledge that I
have read the foregoing before signing below.

Contact by Cell Phone regarding balances

By signing below, I agree in order for Providers at Dermatology and Skin Health of Dothan to service my account or to collect monies I may owe,
to the clinic listed below and/or their agents may contact me by telephone at any telephone number associated with my account, including wireless
telephone numbers. Providers at Dermatology and Skin Health of Dothan may also contact me by sending text messages (which could result in
charges to me frommy carrier) or emails, using any email address I provide to them. Methods of contact may include using prerecorded/artificial
voice messages and/or use of automatic dialing devices, as applicable.

I have read the Financial Policies as stated and I understand that it is my responsibility to provide current insurance information at each visit, as
required by my insurance provider. I authorize the release of any medical or other information necessary to process my medical claims. I also
request payment of government benefits either to myself or to the party who accepts assignment on my medical claims. I authorize payment of
medical benefits to the specialty/physician below.

Dermatology and Skin Health of Dothan

Signature of Patient or Guardian Date
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