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onnecticut Ear, Nose & Throat Associate:

Financial & Office Policies
Thank you for choosing us as your healthcare provider. We care about our patient’s physical and financial well being
and welcome the opportunity to work with you on any billing issue that may arise. We have implemented a new
financial and office policy stating our expectations and options for payment.

Registration & Check-In

I understand that copays and past due balances are due at the time of check-in and I will come prepared to pay or be
charged an additional $10 for processing. 1 will also bring my current insurance card and driver's license to each
visit to ensure my claims are sent to the appropriate insurance company and to protect my identity. I understand that
if I arrive 15 minutes late for my appointment, I may be asked to reschedule so that other patients are not
inconvenienced. I also understand that I will be charged a fee of $50 if I no show for my appointment ($75 for
an office procedure & appts before 9:00 a.m.) or cancel without giving 24 hours notice. I understand that two
no-show appointments may result in my discharge from the practice. (Discharge from the practice is done at
the discretion of the treating physician)

Insurance Billing

Though Connecticut Ear Nose & Throat Assoc., P.C. accepts most insurance plans; I understand that it is my
responsibility to confirm with my insurance company that the physician is currently under contract. I agree to be
responsible for all copays, deductibles and non-covered services determined by my insurance plan.

Insurance Referrals

If my insurance plan requires a referral to a specialist, I understand that I must obtain that referral prior to my
scheduled visit. If the referral is not obtained, I understand that I have the option of rescheduling my appointment or
paying for the visit out of pocket.

Self Pay
If I am un-insured or do not have proof of insurance, I understand that full payment is expected at the time of service
unless prior arrangements have been made.

Patient Billing

I understand that I will be sent a single monthly statement followed by a reminder letter for services received. I will
promptly pay all amounts determined to be my responsibility by my insurance carrier upon receipt of my statement.
I give Connecticut Ear, Nose and Throat expressed written consent to place telephone calls to my home or cell phone
in attempts to collect any outstanding balance(s). If my account is not paid within 90 days of the date of service,
the practice may ask for the assistance of an outside collections attorney. If my account is referred to a
collections attorney, I may be dismissed from the practice and will be responsible for any reasonable cost of
collection including credit checks, court costs and attorney’s fees. If I have any questions regarding my bill or
have a financial hardship, I will call the office to make other arrangements. I understand that if my check is returned,
I will be charged a fee of $29.00.

Surgical and Office Procedures

[ understand that my insurance company may not cover the entire cost of procedures rendered in the office or in the
operating room. Some insurances companies apply an additional copay to hearing tests. Ifit is determined that
there will be a significant out of pocket expense for my procedure, I understand that I will be asked to either make a
prepayment or schedule of payments using Connecticut Ear Nose & Throat Assoc., P.C.’s card on file system. I
understand that my credit card or checking information will be secured by the office.

[ have read, understood and agree to abide by the terms stated in the above financial and office policy.
Name Patient (or Parent/Guardian) Signature
Date




CONNECTICUT EAR, NOSE AND THROAT ASSOCIATES, PC

HIPAA RELEASE/ACKNOWLEDGEMENT OF PRIVACY PRACTICES/AUTHORITY FOR TREATMENT

Name of Patient

Date of Birth |

1. With your permission, we may disclose your PHI (private health information) to the following
individuals. | authorize Connecticut Ear, Nose and Throat Associates, PC to release any personal
information relating to my health care:

To: Relationship

To: Relationship

2. lunderstand | have the right to restrict information that may be released, and that this restriction
must be in writing. (Please initial below)

No restrictions

With restrictions (list):

3. Il agree that Connecticut Ear, Nose and Throat Associates, PC may request and use my prescription
medication history from other healthcare providers or third party pharmacy benefit payors for
treatment purposes.

4. | have received a copy of the Notice of Privacy Practices for Connecticut Ear, Nose and Throat, PC and |
acknowledge that | am familiar with and understand the terms and conditions.

Signed

Date

AUTHORITY TO TREAT MINOR
| hereby authorize the providers at Connecticut Ear, Nose and Throat, PC to examine, diagnose and treat the
person listed above, for whom | am legally authorized to give consent. | authorize such services that the

provider feels necessary or advisable and are rendered under the provider’s general or specific instructions.

Parent/Legal guardian Signature Date

Parent/Legal guardian Name (printed)

Relationship to Patient

If parents are divorced, who is the custodial parent? Mother Father Joint Custody

If legal guardian, are you court appointed? Yes No (Court documentation is required)
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PHYSICIANS

Gregory Bonaiuto, MD
Mare Eisen, MD, PhD
Clinton Kuwada, MD
Carl Moeller, MD
Timothy O'Brien, MD
Akshay Patel, DO
Jeffrey Sawyer, MD
Brook Seeley, MD

LOCATIONS

Main Office - Wethersfield
988 Silas Deane Highway
Wethersfield, CT 06109

P: 860.493.1950

F: 860.493.1961

Avon

100 Simsbury Road | Ste 203
Avon, CT 06001

P: 860.676.2472

F: 860.678.9119

Enfield

15 Palomba Drive | 1st Floor
Enfield, CT 06082

P: 860.493.1950

F: 860.4931961

Farmington

499 Farmington Ave | Ste 210
Farmington, CT 06032

P: 860.676.2472

F: 860.678.9M9

Glastonbury

300 Hebron Ave | Ste 202
Glastonbury, CT 06033
P: 860.659.2759

F: 860.657.9692

Hartford

85 Seymour St | Ste 318
Hartford, CT 06106

P: 860.493.1950

F: 860.4931961

South Windsor

2800 Tamarack Ave | Ste 108
South Windsor, CT 06074

P: 860.659.2759

F: 860.657.9692

West Hartford

65 Memorial Road | Ste 200
West Hartford, CT o6n17

P: 860.493.1950

F: 860.493.1961

ctent.net

Cohnecticut Ear, Nose & Throat /

ENDOSCOPIC BILLING INFORMATION

An endoscopy is performed when there may be a condition or disease
in the nose, sinuses or throat that is not adequately visualized on
routine examination. It is used to facilitate diagnostic accuracy, avoid
missing pathology and to help guide therapy according to specific
findings.

The use of these tests may increase the cost of your visit. Insurance
companies always consider endoscopies a surgical procedure. We do
not have control over how endoscopies are processed by insurance
companies. This form is to notify you in advance so you understand
why it says “surgical services” when you receive your explanation of
benefits.

Your insurance company may reimburse a surgical service at a
different rate than an office visit. The nasal endoscopy and
laryngoscopy procedure is often applied toward your deductible and
co-insurance.

Signature

Date




