Alaska Oncology and Hematology, LLC
FINANCIAL POLICY

Patient Name:

Thank you for choosing us as your health care pieviwe are committed to providing
you with the best possible medical care at the dywessible cost. Our practice believes
that a good provider-patient relationship is basedinderstanding and good
communication. The following is a statement of Burancial Policy, which we require
that you read and sign before any treatment.

Our practice accepts most major insurance compafilgsatients must complete our
patient registration form and give us the necesgdoymation before seeing a provider.

We require payment of your deductible, or your egent, at the time of service,
unless other arrangements have been agreed upoacd&pt cash, personal checks,
MasterCard, Visa and American Express.

You are responsible for any portion of your bikatlyour insurance carrier denies or does
not cover. Your insurance coverage is a contraetden you and your insurance carrier;
however, we are available to assist you in maximgiziour insurance benefits.

Please be aware that few insurance companies dtteropver all medical costs. Some
pay fixed allowances for each procedure while &lpaty only a percentage of the costs.
Many insurance companies use a fee schedule ddromadproviders outside this region
and that may not be applicable for this area. Yfreuasponsible for payment regardless
of any insurance company’s arbitrary determinatibasual and customary rates.

Returned checks are subject to additional colledées. Charges may also be made for
broken appointment and appointments canceled witbbiours advance notice.

If you have any questions concerning our Finarfedicy, or if this creates undue
hardship, please contact our Reimbursement Man#égmndy Johnson at (907) 279-3155
immediately to discuss special arrangements.

By signing below, | verify that | have read and arsfand this Financial Policy and |
authorize Alaska Oncology and Hematology, LLC tease medical records to my
insurance company(s). | authorize my insurance emy(s) to pay benefits directly to
Alaska Oncology and Hematology, LLC if not paidfui at the time of service. | agree
that a reproduced copy of this authorization wélds valid as the original. | understand |
am responsible for any amount not covered by myrarsce.

Signature of patient or responsible party Date



