ESTABLISHED PATIENTS PLEASE TAKE ME AND SIGN IN

Welcome to Boyle & Toth Family Medicine
Please complete this form at every office visit

PLEASE DOCUMENT YOUR ARRIVAL TIME:

Put a check by which clinician you are scheduled to see today:

Susan Boyle, MD

NAME:

James Toth, MD ___ Nelly Mizrahi, MD

LAST

ADDRESS:

FIRST

STREET

CITY

HOME PHONE:

WORK PHONE:

CELL PHONE:

DATE OF BIRTH: /

INSURANCE NAME:

ZIP

EXT:

S.S. Number:

EMERGENCY CONTACT:

NAME

PHONE

Payment is expected at every office visit, whether it be your co-payment, deductible

payment, or balance payment.

Each patient must have their Driver’s License and Insurance Card available upon check-in.



2010 Financial Policies for Boyle and Toth, Family Medicine, LLC

Billing Policy
Our office will be happy to file your charges for services rendered to your insurance company. If you are a

participating member of any insurance plan, we will expect you to pay your co-payment and/or any other fees that are
not covered at the time of your visit. If you are unable to pay at the time of service, you must bring in/call with
payment within 24 hours of your original appointment to avoid a $25.00 penalty unless otherwise discussed with the
office manager. In exchange for filing your insurance, you agree to provide current insurance information and picture
1.D. We understand that filling out forms is at times tedious; we do our best to simplify this process. It is the policy of
this office that at every office visit you complete our demographic form and provide your insurance card for
verification. If you are unable to present us with a valid insurance card and/or we are unable to verify what we have on
file, you will be a self-pay patient and will be responsible to pay for your visit in full on the same day services are
rendered. If we are able to verify that your insurance is active, but are unable to obtain any copay/coinsurance
information while you’re in the office, you will be required to pay 20% of the total charges included in your visit. If
your insurance is one that we do not participate with or you are a self-pay patient, you are required to pay in full for
your visit upon check out. Starting in 2010, patients who receive medical care by telephone or e-mail will be charged
for this service.

We participate on many plans and it is difficult to be 100% accurate with the changes that insurance companies make
in regard to laboratory work, referral requirements, precertifications, etc. We attempt to keep our office staff fully
educated on the most recent changes and updates. We feel strongly that it is also the patient’s responsibility to be aware
of the requirements and limitations of their own benefits and insurance plans. Any patient who is seen and fails to
notify our office of any changes in their insurance that in turn deems their services as non-covered will be billed
directly for these charges. Unpaid balances will be assessed a $25 late fee if not paid in full after the second statement.
Patient’s account left unpaid after the late fee is applied will be turned over to collections, patient dismissed from the
practice, and a charge of 30% of the total account balance will be applied to balance due.

Prescription Refills

The doctors do not accept prescription refills by telephone request. Please contact your pharmacy for refill requests. If
your refills have run out, please schedule a follow-up appointment. Keep in mind, the doctors strive to provide refills
until your next appointment. A $15.00 processing fee must be paid in full if your prescription requires prior
authorization through your insurance company.

Mailings
If you request an item to be mailed to you (prescriptions, copy of test results, etc.), please provide us with self-
addressed stamped envelopes. Otherwise, the item can be faxed to you or placed at the front desk for patient pick up

during office hours.

Check Policy
We are happy to accept your personal check for payment toward your account balance. However, if funds are not

available in your account and your check is returned to us as a NSF (or for any other reason), you will be assessed a
$40 service fee plus the amount of the original check. All funds and future payments of any kind must then be paid by
cash, credit card or money order.

No Show Policy
Any time that you miss an appointment in our office or cancel an appointment without giving us 24 hours notice, you

will be assessed a $25-$100 no-show/late cancellation fee. This fee will be your responsibility and must be paid in full
prior to your next visit. Dismissal from our practice may result following 3 No Shows.

* * * * * * * * * * * * * * * * * * * * * * * *

I have read and hereby understand the above policies.

Signed name by Patient Date

Print name by Patient

*1f you would like a copy of this signed policy please ask the receptionist



	Check Policy

