FINANCIAL RESPONSIBILITY FORM [image: ]
I acknowledge that: 
● I will provide a copy of my photo ID and insurance card today at all BHMG visits  
● Some/all portions of the bill are my responsibility & collected at the time of service, including but not limited to: o Co-pays, annual deductibles and cost sharing coinsurance 
o Amounts applied to my high deductible health plan (minimum $100 payment to be applied toward  deductible amount)(including health savings account (HSA) compatible plans) 
o Amounts not covered by my benefits plan 
o Any outstanding prior BHMG balances are due and payable in full 
I request that payment of authorized benefits be made to me or on my behalf to Bristol Health Medical Group, Inc. for  any services furnished me by that physician/supplier. I authorize any holder of medical information about me to release  to HCFA and its agents, or any other supplier of medical benefits, any information needed to determine those benefits,  or the benefits for the related services. If for some reason my insurance company denies my claim, BHMG has the right  to appeal on my behalf. I understand that it is my responsibility to pay my bill regardless of my insurance coverage. I  understand that not all services are covered by Medicare or other insurance and acknowledge I am responsible to pay  for those services. I agree to pay all costs of collection, including a reasonable attorney’s fee incurred in the collection of  any amounts not paid, as required above.  
PRIVACY POLICY: A Notice of Privacy Practices (subject to change) is available in each practice.  A Privacy Officer is available at (860) 585-3223.  
MULTIDISCIPLINARY APPROACH: BHMG provides a range of services all utilizing the same electronic  medical record.Medical information is shared among these practices.  This form applies to all offices within the BHMG network.  
NOTIFICATIONS: I agree to receive voice and text notifications from BHMG practices.  
HEALTH INFORMATION EXCHANGE: I consent to BHMG sharing my protected health information (PHI) with   providers involved in my care via the health information exchange (HIE). 
APPOINTMENT/CANCELLATION: I agree to confirm appointments promptly, arrive on time for scheduled  appointments and notify the office a minimum of one day prior should I need to reschedule. A combination of three (3) or more no shows and/or same day cancellations in a calendar year may result in discharge from a practice. A $30 fee may be charged for failure to cancel an appointment  with 24 hr notice or missing an appointment. 
PRESCRIPTION REFILLS: I will call my pharmacy to request routine prescription refills and  understand the pharmacy will contact BHMG directly to obtain continuation authorization, unless a visit to your provider is warranted.  Providers may consult my prescription history prior to issuing scripts. 
REFERRALS: It is my responsibility to contact my insurance company to see if a referral  from my Primary Care Provider (PCP) is required to see a specialist. 
Printed Name: _______________________________________________________DOB:    ________________
Patient Signature: ___________________________________________________ Date: __________________
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