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Payment & Financial Policy Acknowledgment                                                                                 
Thank you for choosing our practice for your care. Our goal is to provide high-quality medical services in a clear, transparent, and patient-centered manner. This Financial Policy explains your responsibilities related to payment for services.
1. Patient Responsibility
Patients (or their legal representatives) are responsible for all charges for services provided. Payment is expected at the time of service for copayments, coinsurance, deductibles, and any outstanding prior balance. If insurance provides immediate information regarding your responsibility, payment may be requested at scheduling or check-in.
2. Insurance
We participate with many insurance plans, including Medicare. You are responsible for understanding your insurance benefits. Please bring a valid insurance card and photo ID to each visit. If required referrals or authorizations are not provided, you may be responsible for the full charge. If your insurance information changes, notify us before your next visit. Insurance coverage is a contract between you and your insurance company.
3. Non-Covered Services
Some services may not be covered or may be deemed not medically necessary by Medicare or other insurers. Non-covered services must be paid in full at the time of service.
4. Claims and Billing
As a courtesy, we submit claims to your insurance. Any balance remaining after insurance payment is your responsibility. You may receive separate bills from laboratories or imaging providers not affiliated with our office.
5. Self-Pay & Good Faith Estimates
Uninsured or self-pay patients have the right to receive a Good Faith Estimate prior to non-emergency services. 
6. Card-on-File (Optional)
For convenience, we may offer a secure card-on-file option. Your card will only be charged after insurance has processed the claim. You will receive notice prior to any charge.
7. Missed Appointments / No-Show Fees
Missed or late-cancelled appointments may result in a no-show fee. A $50 missed appointment fee applies to the following services: office visits, echocardiography, stress treadmill testing, Holter monitoring, carotid ultrasound, ankle-brachial index (ABI), lower extremity arterial duplex, venous duplex, and abdominal aortic aneurysm (AAA) ultrasound. For nuclear stress testing, a $200 no-show fee applies, reflecting radiopharmaceutical dose preparation ($150) and scheduling/resource costs ($50). These fees are not billable to insurance.
EXCEPTIONS
This fee may be waived at the sole discretion of the practice for documented medical emergencies or severe illness
8. Outstanding Balances
Balances are due upon receipt. Payment plans may be available for qualifying patients. Failure to resolve balances may result in limitations on future scheduling or referral to collections, as permitted by Maryland law.
Acknowledgment
I acknowledge that I have read and understand this Financial Policy and agree to its terms.

Patient Name: ______________________________
Patient Signature: __________________________
Date: __________________________
SUMMIT CARDIOVASCULAR CARE
1050 Key Parkway, Suite 102 | Frederick, MD 21702
Phone: 301-558-3839 | Fax: 844-689-4146
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