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Diplomats of the American Board of Dermatology

General, Surgical and Cosmetic Dermatology
Shavano Commons Business Park               Helotes Country Village               Westover Hills

Office & Financial Policies
Welcome and thank you for choosing Dermatology San Antonio.  We are committed to providing you with the highest quality medical care, in an efficient, timely and cost-effective manner.  We hope that by providing you with our policies in advance we can prevent misunderstanding at the time of your visit.  
Insurance:  When making an appointment with one of our providers, it is your responsibility to confirm with your insurance company that the provider is currently under contract with your plan.  If your plan requires that you have a referral prior to seeing a specialist, please contact your primary care physician so that you will have the referral in hand at the time of your appointment.  Insurance cards must be presented at check-in of EACH visit. 
Patient is responsible for knowing their insurance benefit coverage.  We will gladly file your insurance claim on your behalf.  We allow 45 days from the date a claim is filed for the insurance company to pay.  If the insurance carrier does not pay within this time, you will be responsible for the entire balance.  We will not become involved in disputes between you and your insurance company regarding the coverage and/or policy benefit criteria, i.e. deductibles, non-coverage services, co-insurance, coordinating of benefits, pre-existing conditions, or “reasonable and customary charges”, etc. other than to supply factual information when necessary.  You are responsible for the timely payment of your account. 
Check-In: Please arrive for your appointment at least 15-minutes prior to your appointment time so that all paperwork may be completed before you are scheduled to see the provider.  You will need to submit your insurance card and a picture ID at this time.  Without your insurance card, we will be unable to file your insurance claim and you will be responsible for the total charges for this visit.  On follow-up visits you will be asked to verify demographic and insurance information so that our records will remain up-to-date. Please provide us with any changes/updates regarding your insurance, address, phone number(s) as soon as possible.  Failure in doing so may result in you receiving a Statement for our services.  
Check-Out: Please be prepared to pay for the current visit as well as any past balances on your account.  Co-pays, deductibles or fees for non-covered services will be required at the time of service.  Estimated patient responsibilities for surgical procedures will be determined by insurance benefit coverage and collected at the time of service.  

Late Arrivals: We do our best to keep to the schedule.  When a patient arrives late, it is impossible to stay on schedule.  If you arrive more than 15 minutes past your scheduled appointment time, you will be rescheduled so that other patients are not inconvenienced.  
No Shows and late cancellations: We require a 48-hour advance notice to cancel your appointment.  For your convenience, we offer an automated confirm/reminder system that will call you 48 hours prior to your appointment allowing you to cancel at that time.  If you cancel on the same day as your appointment, you will be 
considered a NO SHOW.  A $40 NO SHOW fee will be assessed, $100 NO SHOW fee for SURGERIES.
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Non-covered Services:  It is your responsibility for paying for non-covered services.  In dermatology, there are many procedures that are considered by Medicare and private insurers as non-covered, including elective removal of skin tags and seborrheic keratosis, cosmetic treatment of facial spider veins, removal of whiteheads, as well as others.  If you are coming in for a non-covered service, please be prepared to pay for the service in full.  Cosmetic procedures including, but not limited to chemical peels, sclerotherapy, photo rejuvenation, Restylane, and BOTOX treatments are not covered by insurance and claims will not be filed for them.  If you are a cosmetic NO SHOW, a $150 deposit will be required to reschedule. 

Minors: The parent/guardian accompanying a minor are responsible for providing information for the minor and/or payment in full for the service provided.  Unaccompanied minors must have a written authorization for treatment signed by the parent/guardian before treatment can be rendered. 

Initial _____ Medication Refills:  Please have your pharmacy fax the request to 210.615.2331.  We will respond to the request within 2 business days.  

Initial _____ Non-Compliance: We reserve the right to discontinue care for non-compliance with any of the above policies. 
Initial _____ Lab & Pathology: You may receive a separate bill for all specimens sent out to lab(s). We use pathology laboratories that are in network or “preferred” for the majority of patients however, it is the patient’s responsibility to know their benefits and inform us of the correct laboratory.  The laboratory will bill your insurance company for the processing and interpretation of the specimen submitted.  Aurora, Quest, LabCorp, PRL and CPL are 5 of the laboratories most commonly listed with most insurance carriers.  Depending on your specific insurance carrier, you may have a patient balance after the insurance pays your claim.  If there is a patient balance owed you will receive a bill from the laboratory.  If you have questions regarding your bill for pathology services, please contact the laboratory.
Initial _____ Attending Physician: Once assigned a physician, he/she will be your attending physician.  Another DSA physician may cover for your attending physician at times, but this is a temporary situation for emergency reasons.  Afterwards, you will return to the care of your attending physician.
Patient Name: ______________________________________________________________________________ DOB: _________ / _________ / ________
Signature: _________________________________________________________________________________ Date: _________ / _________ / _________

(Patient or Legal Guardian)
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