ALLERCY MD

PATIENT’S FIRST NAME: M.1.: LAST NAME:
Credit Card Policy (please initial)

CREDIT CARD TYPE:l IVISA | IMASTERCARD | IAMEX | |DISCOVER

CREDIT CARD NUMBER:

EXPIRATION DATE: CVV CODE: ZIP CODE:

All patients must keep a credit card on file in our secure system as required by office policy. We will submit claims to your
insurance for each visit. Once processed, you will receive a statement in your patient portal if a balance remains, and the card on file will be used
to secure this portion. Your insurance company will provide an Explanation of Benefits with coverage details. Any charges declined or unpaid
remain your responsibility. Balances unpaid after 30 days will incur a $35 late fee. Accounts unpaid after 120 days from the Explanation of Benefits
will be sent to collections and cannot be reversed. Payment of estimated charges is required at the time of service. Any overpayment will be
refunded within 30 days after we receive notice from your insurance.

No-Show/Cancellation Policy (please initial)

We request cancellations to be made 24 business hours prior to the scheduled visit. If you no show or cancel less than 24 business hours
prior to the scheduled visit you will be charged $100.00. You will be reimbursed your $100.00 charge if you complete your visit at another date and
time. If you cancel the rescheduled visit, you will be charged another $100.00 fee.

Please note the no show/cancellation fee cannot be submitted to insurance and is the sole responsibility of the patient. Please make every effort to
attend your scheduled visit.

Authorization and Attestation

| hereby assign to Allergy MD any insurance or other third-party benefits available for health care services provided to me. | also understand that if
benefits are assigned by contractual arrangement, payment to the practice will be made by any insurance. | acknowledge that | am responsible for
any co-payments and deductibles. These amounts are due at the time services are rendered. | understand that in the event that services rendered
are not covered by my insurance, | will accept financial responsibility for all services provided to me.

| authorize the release of any medical information or other information as is necessary to process this claim. This is in compliance with the HIPAA
Notice of Privacy Practice, which | attest to reading. This information is on file as a permanent record and may be amended if necessary.

We strongly recommend patients contact their insurance plan before services and obtain a reference number. This may help if your claim is
processed differently than the benefits quoted. Insurance should cover these codes, but patient responsibility may still apply, including a copay,
deductible, and/or coinsurance.

95004: allergy skin testing 95024: allergy intradermal testing 95117: allergy injections 95165: allergy serum

We make every effort to verify your insurance benefits; however, estimates are not guaranteed. Final coverage and payment are determined by
your insurance company and may differ from the information provided. Please select one of the following options:

1.) | have contacted my insurance plan for my benefits and they are included below. The reference number for my call is: # . am still
responsible for my insurance plan’s final determination, but this reference number may be used in an appeal. The benefits from my call are as follows:

Specialist office visit goes to my: copay deductible/coinsurance
95004: allergy skin testing goes to my: copay deductible/coinsurance
95024: allergy intradermal testing goes to my: copay deductible/coinsurance
95117: allergy injections go to my: copay deductible/coinsurance (per shot appt)
95165: allergy serum goes to my: copay deductible/coinsurance (billed yearly)
OR
2) | am opting to not call my insurance and am aware that | am fully responsible for the amount due once my claim processes. If benefits discussed differ

from the benefits applied to my claim, | understand that | am still responsible for the entire amount due as determined by my insurance. | understand that | will be
responsible for any appeals through member services.
If neither option is selected, we will default to this option.

Estimated ranges for commonly billed CPT codes are as follows. Other codes not listed may also be billed towards my deductible based on services rendered:

Skin test - 95004: $400.00-$800.00 Individual allergens can cost around $12.00 per unit
Intradermal test - 95024: $75.00-$400.00 Office visit - new patient: ~$400.00 or less
Patch - 95044: $400.00-$1000.00 Office visit - follow up: ~$300.00 or less

Per our courtesy benefits check, your insurance policy contains a deductible that applies to your office visit, skin testing, and/or other allergy services.

The total estimated cost for your visit is: Patient signature: (required only for patients with a plan deductible)

Printed Name: Signature: Date:
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