Pacific Orthopedics & Sports Medicine

Renee Lauritzen, M.D.

1500 Palm St. Suite A

San Luis Obispo, CA 93401

Ph: 805-542-9678

Fx: 805-542-9685

AGREE AND CONSENT
We are committed to providing you with the best possible care.  In order to achieve this goal, we need you to understand and assist us in our payment policy. 

Primary Insurance
· We are contracted with Blue Cross PPO and Blue Shield PPO. Co-pays are due at the time of service.  All other insurances will be billed as a non-participating provider. If no non-participating provider coverage is available, full payment for services rendered will be due at the time of service.

· We only bill primary insurance

· A current medical insurance card must be valid at all office visits to ensure proper billing. Payment will be expected at time of service if insurance cannot be proven to be eligible.

· We are not a Medi-Cal provider.

Secondary Insurance
· We do not submit any secondary insurance claims.  If you would like to submit your own claim we will provide you with any receipt needed.

Medicare
· We are a non-participating provider with Medicare, which means that we must bill at a 15% higher rate than a participating doctor.  Since we are a non-participating provider, Medicare reimburses you--the insured--directly and therefore we must collect 100% of the non-participating provider Medicare fees at the time of service.

· We bill Medicare as a courtesy one time for every office visit.

Payments
· All co-pays, co-insurances, deductibles and Medicare charges are due at the time of service.

· Patients without insurance or with an insurance that does not reimburse directly to Dr. Renee Lauritzen are responsible to pay in full at the time of service.  We will give you a receipt to submit to your insurance. If you need anything else from our office in order to submit your own claim we will be happy to assist you.

Returned Checks and Collection Procedures

· All returned checks are subject to a $25.00 non-sufficient fund (NSF) fee.

· A $25.00 charge may be applied for missed appointments or for appointments cancelled with less than a 24 hour advance notice.

· We reserve the right to forward any past due balance to a third party for collection purposes.

I hereby authorize and give consent to be treated by Dr. Lauritzen and/or her staff for any examinations, treatment plans or any other medical services.  I acknowledge and understand the office policies and procedures explained above and may receive a copy if I need it at any time.  I hereby authorize my insurance company to pay Dr. Renee Lauritzen for any services for which I am treated.

Name of Patient: _______________________________________

Signature of Patient:_____________________________________

Witness:_______________________________________________

Date:__________________________________________________

