Metromac Anesthesiology, LLC
Financial Policy
Metromac Anesthesiology is the provider of anesthesia services for your procedure. We are committed to
your treatment being successful. Please understand that payment of your bill is expected as part of your
WUHDWPHQW:HZHOFRPHWKHRSSRUWXQLW\WRGLVFXVVDQ\DVSHFWRIRXU¿QDQFLDOSROLFLHVZLWK\RXRU\RXU
legal/authorized representative. Please contact our billing agent using the information provided below. The
IROORZLQJLVDVWDWHPHQWRIRXU¿QDQFLDOSROLF\WKDWZHUHTXLUH\RXWRUHDGDQGVLJQEHIRUHWUHDWPHQW
To provide optimum patient safety, the anesthesiologist directing the anesthesia care team is responsible for
management of team personnel, patient pre-anesthetic evaluation, prescribing the anesthetic plan, management
of the anesthetic, post-anesthesia care and anesthesia consultation. The anesthesia care team consists of
SK\VLFLDQVVSHFLDOO\WUDLQHGLQDQHVWKHVLRORJ\VXSHUYLVLQJTXDOL¿HGQRQSK\VLFLDQDQHVWKHVLDSURYLGHUVZKRDUH
trained in the provision of anesthesia care. The anesthesiologist may delegate patient monitoring and appropriate
tasks to these non-physicians providers while retaining overall responsibility for the patient.
'HSHQGLQJRQWKHFRPELQDWLRQRISURYLGHUVXWLOL]HGLQ\RXUFDUHDQGWKHUHTXLUHPHQWVRI\RXULQVXUDQFH
company, you may receive multiple charges relating to the same services for anesthesia. This is not a
duplicate or fraudulent billing.
We Accept CASHIERS CHECKS, VISA, MASTERCARD, DISCOVER & AMERICAN EXPRESS
We will submit a claim to a secondary insurer (if you have one) if we have the necessary information, which
LQFOXGHVWKH([SODQDWLRQRI%HQH¿WV (2% IURP\RXUSULPDU\LQVXUHU
If an insurer covers you with whom we do not have a contract (primary or secondary), or if you are uninsured, we
expect payment in full for our services. We can provide you with a good faith estimate of the cost of typical services
SHUIRUPHGE\RXUSK\VLFLDQVIRU\RXUSODQQHGSURFHGXUH:HZLOOJODGO\DQVZHUDQ\TXHVWLRQV\RXPLJKWKDYH<RX
will be asked to sign a waiver to allow the insurance company to send the payment to Metromac Anesthesia.
If your insurance company has not paid your account in full within thirty days (30), we will automatically
transfer the balance to your account and you will need to follow up with insurance representative for
nonpayment. It is the responsibility of the policyholder to contact their insurance companies regarding denial
RUQRQSD\PHQWRIVHUYLFHVE\RXURႈFH:HZLOOKHOS\RXZLWKLQIRUPDWLRQ\RXPD\QHHGWRPDNHWKHVH
calls. Please be aware that some, and perhaps all, of the services provided may be non-covered services
and not considered reasonable and necessary under the Medicare program or other medical insurance.
7KHEDODQFHLV\RXUUHVSRQVLELOLW\ZKHWKHU\RXULQVXUDQFHFRPSDQ\SD\VRUQRW<RXULQVXUDQFHSROLF\LVD
contract between you and your insurance company. We are not a party to your contract. It is the responsibility of
WKHSROLF\KROGHUWRFRQWDFWWKHLULQVXUDQFHFRPSDQLHVUHJDUGLQJGHQLDORUQRQSD\PHQWRIVHUYLFHVE\RXURႈFH
2XUSUDFWLFHLVFRPPLWWHGWRSURYLGLQJWKHEHVWWUHDWPHQWIRURXUSDWLHQWVDQGZHFKDUJHZKDWLVXVXDO
DQGFXVWRPDU\IRURXUDUHD<RXDUHUHVSRQVLEOHIRUSD\PHQWGHVSLWHDQ\LQVXUDQFHFRPSDQ\¶VDUELWUDU\
determination of usual and customary rates.
Following any applicable insurance processing, we will bill you for any balance due on your account.
3D\PHQWLQIXOOLVGXHXSRQUHFHLSW<RXUVWDWHPHQWVH[SODLQ\RXUSDWLHQWUHVSRQVLELOLW\DVZHOODVWKH
balance pending from your insurance.
3OHDVHIHHOIUHHWRFRQWDFWRXUELOOLQJDJHQW$QHVWKHVLD%XVLQHVV&RQVXOWDQWVDW  RU32
Box 845898, Dallas, TX, 75284
Print Name: X ____________________________________

X ______________________________________________
6LJQDWXUHRI3DWLHQWRU3DWLHQW¶V/HJDO5HSUHVHQWDWLYH

Date: X ______________

IMPORTANT NOTICE REGARDING YOUR HEALTH INSURANCE
0HWURPDF$QHVWKHVLRORJ\//&PD\QRWEHSDUWRI\RXUKHDOWKLQVXUHU¶VQHWZRUN<RXPD\SD\PRUHIRUWKH
services provided by your doctor because:
1. <RXUGRFWRU¶VFKDUJHPD\EHKLJKHUWKDQWKHDPRXQW\RXUKHDOWKLQVXUHUZLOOSD\DQGLIVR\RX
PXVWSD\WKHGLႇHUHQFHDQG
2. <RXUFRLQVXUDQFHGHGXFWLEOHDQGRXWRISRFNHWPD[LPXPPD\EHKLJKHUEHFDXVH\RXUGRFWRULVQRW
LQ\RXUKHDOWKLQVXUHU¶VQHWZRUN
<RXUGRFWRUZLOOSURYLGH\RXZLWKIROORZLQJLQIRUPDWLRQWRKHOS\RXXQGHUVWDQGZKDW\RXZLOOKDYHWRSD\IRU
the services you will receive from your doctor:
1. $QHVWLPDWHRIWKHFRVWRIWKHVHUYLFHV
2. $Q\SD\PHQWWHUPV\RXUGRFWRURႇHUVWRKHOS\RXSD\IRUWKHVHUYLFHVDQG
3. Whether your doctor will charge you interest on any unpaid balance.

I, [patient name] X _______________________________ received the information above and authorize my
KHDOWKLQVXUHUWRUHLPEXUVHP\GRFWRUGLUHFWO\IRUWKHVHUYLFHVSURYLGHG>WRGD\¶VGDWH@X ________________.

Print Name: X ____________________________________

X ______________________________________________
6LJQDWXUHRI3DWLHQWRU3DWLHQW¶V/HJDO5HSUHVHQWDWLYH

Date: X ______________

