Insurance Patient Consents and Financial Acknowledgments

If Desert Sun Health and Wellness (DSHW) has an applicable contract with my insurance company, and I choose to use my insurance to help cover payments for clinical consultations and services provided by Desert Sun Health and Wellness, I acknowledge and agree to the following:
Insurance Patient Financial Policy.
· Payment of my bill is considered part of my treatment. Fees are payable when services are rendered. Desert Sun Health and Wellness accept credit cards and pre-approved insurance for which they are a contracted provider and are the designated Primary Care Provider (“PCP”), if applicable.
· It is my responsibility to know my own insurance benefits, including whether Desert Sun Health and Wellness is a contracted provider with my insurance company, and any pre-authorization requirements of my insurance company.
· Desert Sun Health and Wellness will attempt to confirm my insurance coverage prior to my treatment. It is my responsibility to provide current and accurate insurance information, including any updates or changes in coverage. Should I fail to provide this information, I will be financially responsible.
· If Desert Sun Health and Wellness have an applicable contract with my insurance company, DSHW will bill my insurance company first, less any copayment(s) or deductible(s), and then bill me for any amount determined to be my responsibility. This process generally takes 30-45 days from the time the claim is received by my insurance company.
· If Desert Sun health and Wellness does not have an applicable contract with my insurance company, I will be expected to pay for all services rendered at the end of my visit.
· I acknowledge that I will be responsible for any clinical service fees not reimbursed by my insurer, whether such clinical services relate to a synchronous real-time telehealth consultation or an asynchronous telehealth consultation utilizing store-and-forward technology.
· Proof of payment and photo ID are required for all patients. Desert Sun Health and Wellness will ask me to make a copy of my ID and insurance card for its records. Providing a copy of my insurance card does not confirm my coverage is effective or the services rendered will be covered by my insurance company.


Credit Card on File Policy. At the time of patient registration, Desert Sun Health and Wellness will request my credit card information. My credit card numbers will be encrypted and stored securely. Once Desert Sun Health and Wellness receive my Explanation of Benefits (“EOB” – that is, what your insurance company will pay towards your visit), I will be given 30 days to pay the balance on my account. If my balance is not paid in that time, my credit card will be charged for the outstanding balance that is my responsibility. Co-pays must be paid at the time of visit. If I have any questions about this payment policy, I may contact the Billing Office at 915-799-0201. All my rights with respect to the use of my credit card will remain in effect. This policy will in no way prevent me from being able to dispute a charge or question my insurance company’s determination of payment. I acknowledge that this Credit Card on File Policy is specific to treatment I receive at Desert Sun Health and Wellness, either on site or through telehealth and shall in no way limit the ability of Desert Sun Health and Wellness to charge my card for non-clinical non-covered services.

My credit card on file can only be used by Desert Sun Health and Wellness for the following reasons:

· Payment was not collected from me at the beginning of the visit
· No-show or late cancellation charges
· Insurance discrepancies
· Outstanding balance greater than 31 days past due

Assignment of Benefits. I hereby assign to Desert Sun Health and Wellness, PLLC, any and all rights, title, and interest that I have in any insurance proceeds or benefits payable to me or on my behalf for services rendered to me by Desert Sun Health and Wellness, whether such services are considered “in” or “out” of network with respect to any third-party payor. I therefore authorize and direct my insurance carrier and/or health care plan to make payment of all such amounts directly to Desert Sun Health and Wellness, rather than to myself or any other insured. I acknowledge that as a member of a health care plan, I may be responsible to notify my primary care physician or obtain pre‐certification for services. I understand that I am financially responsible to Desert Sun Health and Wellness for all charges, including those not paid by insurers or health care plans for services not authorized as specified in my benefit package, incurred by me or on my behalf.

Consent to Receive Telephone Calls, Texts and Emails for Financial Communications. I agree that Desert Sun Health and Wellness, PLLC. and collection agents, to service my account or to collect any amounts I may owe, I hereby consent Desert Sun Health and Wellness and/or their business associate (s) to contact me by voice call, postal mail, text message and/or email at the account contact homes address, telephone number (s), and email address (es) reflected on my account, regarding the services rendered, or my related financial obligations.

Release of Information. I hereby authorize Desert Sun Health and Wellness and the physicians, nurse practitioners, or other health professionals involved in my care to release healthcare information as is necessary for purposes of treatment, payment, or healthcare operations. I also acknowledge that healthcare information regarding a prior service(s) with other Desert Sun Health and Wellness providers may be made available to subsequent Desert Sun Health and Wellness providers to coordinate care.

Health Savings Account (HSA) and Flexible Spending Account (FSA). I understand that I may use HSA/FSA cards on “Qualified Medical Expenses'', as defined by the Internal Revenue Service (IRS) Code, Section 213. While many of the services offered by Desert Sun Health and Wellness are considered “Qualified Medical Expenses” and eligible for HSA/FSA coverage, I understand that I am responsible for any amount not covered by my HSA/FSA.

Third Party Collection. I acknowledge that Desert Sun Health and Wellness may use the services of a third-party business associate or affiliated entity as an extended business office for medical account billing and servicing.

Private Pay: Private Pay is an option. 
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