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Faculty Group Practice Financial Policies and Acknowledgement

Thank you for choosing NYU Langone Health for your healthcare. We appreciate that you have entrusted us with your medical needs
and wearecommitted to providing youwith the best service possible. Because healthcare benefits and coverage options have
becomeincreasingly complex, we have devel oped this financial policy to helpyou better understand your responsibilities as a patient.
Wewill do ourbest to assist you with understanding your proposed treatmentandin answering questions related to submitting your
insurance claimfor reimbursement. Your healthinsurance policy is a contract between you andyour healthinsurance company or
your employer. Please noteitis yourresponsibility to know ifyourinsurance has specificrules or regulations, such as the need for
referrals, pre-certifications, pre-authorizations, limits on outpatient charges, and any requirements for s pecific physicians, labs and/or
hospitalsto use. You should be knowledgeable of any deductibles, copayments, and/or coinsurance. This applies to all payors
regardless of whether or notour physicians participate. If you are uncertain about your current healthinsurance policy benefits you
should contactyourplan to learnthe detailsabout your benefits, out-of- pocket fees, and coverage limits.

Address Change
Itis importantthat we haveyourcorrectaddress information on file. Please advise us anytime thereis anychangeto youraddress,
telephone or other contactinformation.

Insurance Coverage

Please provide us with your currentinsurance planinformationatthe time of each scheduling and/ or notify us of anychanges. We
will requesta copy of yourinsurance card to keep on file. Please provide any required referrals or authorizations, inadvance of your
appointmentor service. If you do not provide these before careis provided, you will be responsible for the cost of the care. When in
doubt, contactyour plandirectlyfor clarification. Our doctors participate with many insurance plans but participation differs by
provider.You canseea list of plans that our physicians participate with on our website Find a Doctor(http://nyulangone.org/doctors).
Beforeyour appointment, please contact your insuranceto be sureyourdoctorisin-network and the services are covered under your
plan.You are expected to pay your co-payment andanyco-insurance and/ordeductible amounts, if known, at the time of service. If
your doctor is out-of-network, you will be billed for the costs of care. NYU Langone Health, yourtreating physicians and their
respective designees, will use and disclose your health information for all purposes necessary for treatment, payment and health care
operations, including but not limited to release of informationrequested by your insurance company (or carrier) and any information
necessary for discharge planning purposes. If you do not want a claim submitted, please let us know atany time. You willberequired
to pay for yourservicesin advance. You will also be required to complete a separate form.

Missed Appointments

¢ Most officevisits require a one-business daycancellationnotice.

¢ Procedures and surgeries may require two-business days or more, please confirm with the practice directly. Weekends and holidays
arenotconsidered business days.

¢ |fyou miss yourappointment, or do not cancel withinthe required timeframe, additional fees mayapply:

Office Visit: S50 New Patient Visit: S75

Second Office Visit $75 Procedure/Surgery Per DeptPolicy

Non-Medical Fees

You may beresponsible foradditional fees suchas:

¢ Returned Checks e Completingdisability forms

e Completionof medical records requests e Completingmedical clearance forms

Out-of-Network Providers

If your doctoris notinyourinsurance plan, the following apply:

* You will sign a separate financialagreement

* You will be quoted anestimated fee before services/procedures are performed.

e Full paymentis due priorto, or atthe time of service for office visits.

e Adepositisrequired prior to the date of service for el ective surgeries and procedures.

e Even if you have out-of-network benefits, you are ultimatel yres ponsible for the full fee charged. We will provide you with an
itemized receipt so youmay self-submit to your insurance for reimbursement.
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Uninsured / Self pay Patients / Non-Covered Services

¢ If you have no medicalinsurance coverage, or do not have benefits for anitem or service underthe health plan, you will receive a
Good Faith Estimate ahead of your visit with your estimated responsibility.

¢ We may notknow the full extent of services being provided this is only anestimate.

* You areresponsible to pay the estimate amount attime of thevisit.

e Paymentof any balanceis expected upon receiving a bill

Other Bills

You may receive services from doctors or other providers who areinvolved inyourcare who youmay notseefacetofacesuchas
anesthesia, radiology testing and pathology. These doctors provide vital services. There maybe additional charges for these services.
In addition, you may receive in-patient or outpatient hospital careat NYU Langone Hospitals. If so, you will receive a hospital billfor
thoseservices. Hospital bills are separate from our doctorservices.

Payments

Paymentis dueatthetimeservices are provided, orupon receipt of a billingstatement. We accept paymentin the form of cash,
check or credit card (American Express, MasterCard, Visa, Discover, and Flex Spending Card). Returned checks are subject to a fee of
$20.00. We do notaccepttraveler's checks. As a service to our patients, we provide an automated courtesy [bill payreminder] call
and possibly other important callsthat may be placed using a prerecorded message. By providing your cell phone number, you
consentto receiving such calls at this number.

Failure to Pay
Your account maybereferred to an outside collection agencyif youdo not pay your balance timely. You will need to contact them
directly to settle your balances. If you experience hardship, you may contact us to discuss your account.

Refunds
If you havea credit balance, we will applyitto any open balances on your account, including any amounts owed to other NYU
GrossmanSchool of Medicine Faculty Group Practice providers. We will issue a refund once all outstanding balances are paidinfull.

FGP Financial Acknowledgment and Agreement

ASSIGNMENT OF INSURANCE: | hereby authorize my insurance benefits to be paid directlyto NYU School of Medicine. | understand
I am financially responsible for non-covered services. | authorize the release of any medical or other information necessary to
processinsurance claims on my behalf.

FINANCIAL LIABILITY: | agreeto the specified termsabove. | hereby agreeto pay all charges due (orto become due) to NYU
GrossmanSchool of Medicine for care and treatment, including co-payments, deductibles, and co-insurance as provided under my
plan. Benefits, if any, paid by a third party, willbe credited to my account. | understand that| will be financially responsible for all
chargesdueifl amuninsured/have no medicalinsurance, or choose to not use my insurance, if applicable.
I understandthat! will beresponsible for anycharges if any of the following apply:
e My health planrequires prior referral by a Primary Care Physician (PCP) before receiving services at NYU School of Medicine
and | havenotobtained such a referral, or | receive services in excess of the referral, and/or
e My health plandeterminesthattheservices | receive at NYU School of Medicine are not medically necessary and/or not
covered by my Insurance plan, and/or
e My health plancoverage haslapsed orexpiredatthetimel receiveservicesat NYU School of Medicine, and/or | have chosen
notto use my health plan coverage, and/or
e The physician | see does not participate with my healthcare plan.
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ANCILLARY SERVICES: | understand| may receive certain ancillary medical services whilel amat NYU School of Medicine; suchas,
anesthesia, interpretation of cardiactests, imaging services (e.g., x-rays, MRIs) and pathology s pecimen examination. | understand
thatsome physicians may not provide servicesinmy presence, butare actively involved in the course of diagnosis and treatment. |
hereby authorize payment directly forthese services underthe policy(s) or plan(s)issued to me by my insurancecarrier. | understand
thatl mayincur additional charges as a result of these ancillary services; | agreeto pay all charges due withrespectto such services to
the extent the chargeis dueafter creditis given for benefits paidon my behalfby any third-party payor.

CANCELED ORNO-SHOW APPOINTMENTS: | understand that, based on the policy of individual physician offices, | mayincura
cancelationfeeif| do not provide the required notice of cancelation, or if | do not keep my appointmentand have not canceled.

FACULTY GROUP PRACTICE CELL PHONE CONTACT CONSENT FORBILL PAY REMINDERS: | understand thatasaserviceto its patients,
NYU Langone (Faculty Group Practice) and its authorized affiliates provide billpayreminders to patients that maybe placedusing
prerecorded messages and/or text messages. By providing my cell phone number to NYU Langone and signingbelow, | am giving
consentto receive these calls, prerecorded messages (whichmay include automated voicemails), and/or text messages at the
number maintained inmy NYU Langone medical record. | understand thatif my cell phone number is updated at NYU Langone, | will
receive calls, automated voicemails, and/or text messages to the new number, unless | have opted outas described below. | also
understandthatthis consent will apply to anyNYU Langone Faculty Group Practice Office that may use this serviceand that data
usageandother charges may apply.

| acknowledge that consent to receive communications from any NYU Langone Faculty Group Practiceis not required to receive
services fromNYU Langone. | understandthat| can opt-out from receiving these communications at anytime by emailing my name
and dateof birth (forverification) to NYUPhysicianServices@nyumc.org, submitting a message via MyChart by selecting Billing or
Insurance Question, or by providingwritten notice to: NYU Langone Faculty Group Practice, PO Box 415662, Boston, MA02241.

| have been provided, understand and agree to the terms of the Faculty Group Practice Patient Financial Policies.

Print Patient/ Guarantor Name Date

MEDICARE SIGNATURE ON FILE (Medicare Patients Only): Medicare may not cover some services that your doctor recommends. You
will beinformed ahead of time. You may be given an Advanced Beneficiary Notice (ABN) to read and sign. The ABN will help you
decide whether you wantto receive services, knowing you are responsible for payment. You mustread the ABN carefully.

I requestthat payment of authorized Medicare benefits be made eitherto me or on my behalfto all providers who treat me during
my hospital stay oranyservices furnished to me by those providers. | authorize the holder of medical and other informationabout
me to releaseto Medicareand its agents anyinformation needed to determine these benefits or benefits for related services.

Patient Signature___
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