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Payment Policy 

I. Insurance - We participate in many insurance plans, including Medicare, Horizon BCBS, Aetna. Cigna.
Oscar, and United Healthcare (Dr. Hakimzadeh and Dr. Srichai), however, it is your responsibility to call
your insurance company to verify that our physicians are in-network with your plan. We do not accept any
Medicaid plans, most D-SNP plans, or Charity Care. If ARHG physicians are uncovered or
out-of-network with your insurance, you will be billed the balance of any insurance p_�yments

received and our Self-Pay rates,

2. Self-Pay- If you are not insured by a plan we participate with, payment at our Self-Pay rates is e,r.pected
at each visit. Self-Pay rates are as follows:

• $200 for New Patient/Initial in-office Visit
• $100 for Follow-up Visits.

3. Insurance Cards - If you are insured by a plan we do business with but don't have an up•to-date
insurance card, payment in full for each visit may be required until we can verify your coverage. Knowing

your insurance benefits is your responsjbility. Please contact your insurance company with any questions
you may have regarding your coverage. 

4. Referrals- If your insurance requires a referral please make sure to have your referral at the time of the
visit. We are not responsible for non-payment from insurance companies. lf a refetTal is required and you
do not have one at the time of your visit, you will be responsible for payment for that visit:

5. Co-payments and deductibles - All co-payments must be paid at the time of service. This arrangement

is part of your contract with your insurance company. Failure on our part to collect co-payments and
deductibles from patients can be considered fraud. Please help us in upholding the law by paying your
co-payment at each visit.

6. Claims submission - We will submit your claims and assist you in any way we reasonably can to help

get your claims paid. Your insurance company may need you to supply certain information directly. It is
your responsibility to comply with their request. Please be aware that the balance of your claim is your

responsjbj)jty whether or not your insurance company pays your claim. Your insurance benefit is a
contract between you and your insurance company; we are not party to that contract.

7. Missed appointments- Patients will be charged a $50 fee for no--shows and or cancellations less than 24
hours prior to your scheduled appointment. These charges will be your responsibility and billed directly to
you. Please help us to serve you better by keeping your regularly scheduled appointment. If you are
unable to make your scheduled appointment, please contact our office as soon as possible to reschedule.

Thank you for choosing Associated Renal & Hypertension Group as your care provider. Please let us know if 

you have any questions or concerns about this payment policy. 

l have read and understand tlie payment policy and agree to abide by its guidelines, including assuming full

responsibility for paym£nt as required: 

Signature of patient or responsible party Date 
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____________ accept to pay out of pocket for the 24hr BP
monitor, if my insurance does not cover it. A cost of $75. 

Signature: _____________ _ 

Date: _____ _ 
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II IMPORTANT OFFICE POLICIES II 
RELEASE OF MEDICAL INFORMATION 

I authorize Associated Renal & Hypertension Group, P.C. to release the medical records concerning 

the above patient to any physician, hospital, or agency involved in the care of this patient. 

PAYMENT POLICY 

It is your responsibility to confirm your individual healthcare plan is in-network with our physicians. 

Co-payments are to be collected at the time services are received. We accept cash, checks, or credit 

card payments. All medical services provided are directly charged to the patient or responsible party. 

You will be responsible for any balance deemed: patient responsibility/non-payable/non-covered by 

your insurance and billed accordingly. Payment is expected in full upon receipt of statement or 

payment arrangements must be made with our billing office. 

CANCELLATION POLICY 

Our office requests that if an appointment needs to be cancelled that we receive notice no later 

than 24 hours prior to the appointment. We reserve the right to charge $50.00 for a "no show" 

appointment, to be collected on or before your next appointment. 

REFERRAL POLICY 

I understand that it is my responsibility to obtain a referral through my primary care physician's office 

if required by my insurance company. Failure to do so will result in charges being billed directly to 

myself. 

I HAVE READ, UNDERSTAND, AND AGREE TO ABIDE BY THE ABOVE RELEASE OF MEDICAL 

INFORMATION, PAYMENT, AND OTHER OFFICE POLICIES. 

Signature of Responsible Party: ________________ Date: ______ _ 

ASSIGNMENT OF MEDICAL BENEFITS 

I authorize my insurance carrier to assign all medical benefits, if applicable, to Associated Renal & 

Hypertension Group, P.C. I also authorize release of medical information necessary to process all 

medical insurance claims. I hereby authorize my insurance benefits to be paid directly to Associated 

Renal & Hypertension Group, PC. I understand and am responsible for all charges including my added 

costs incurred due any effort to collect for services rendered. I realize I am responsible to pay for non­

covered services and I hereby authorize the release of pertinent medical information to insurance 

carriers. 

Signature of Responsible Party: ________________ Date: ______ _ 
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NOTICE OF PRIVACY PRACTICES 

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND 
HOW YOU CAN GET ACCESS TO THlS INFORMATION. PLEASE REVIEW IT CAREFULLY. 

Effective Date: April 14. 2003 

l. OUR PLEDGE REGARDING MEDICAL INFORMATION

We understand that medical information about you and your health is personal, and are committed to protecting your medical 
information. We create a record of the care and &ervices you receive to provide you with quality care and to comp]� with certain legal 
requirements. This Notice applies to all of the records of your ca� generated or received by us. 

We are required by law to: 

► Make sure that medical information that identifies yon is kept private, and will be llsed or disclosed only as described by this 
Notice or applicable law; 

> Make this Notfoe available to �u; and

► Follow the terms of the Notice that is curreotl y in effect

2. CHANGES TO THIS NOTICE

We reserve the right to change this Notice. We reserve the right lo make the revised or cha11ged Notice effective fril med°1�aJ 
informmion we alrendy have about you as well as any information we receive in Ille future. We will nave copies of this notice 
available in our offices and on our website: www.nssociatcdrenal.com. 

3. HOW WE MAY USE AND DISCLOSE 
MEDICAL INFORMATION ABOUT YOU 

The following categories describe different ways that we use and disclose your medical information. For each category of u.o;es nr 
disclosure-9, we will give some examples. Not every use or disclosure in a category will be listed. 

a. For Treatment. We will use medical information about you to provide you with medical treatment or services. We may disclose
medical informatlon nbout YQU to doctors, nurses, technicians. medical students, or other office personnel who are involved in taking
care of you. For example, we would disclose your health informalion, as necessary. to a home health agency that provides care to you. 
We also may disclose medical infonnatlon about you to a physician to whom you have been referred to ensure that the physician has 
the necessary infonnation to diagnose or treat you. 

b. For Payment. We will use and disclo�e medical information about you so th11t the treatment and services we provide may be billed
to and payment may be collected from you, an insurance company, a governmental entity such as Medicare or Medi.cald, or a third
party. For example, we may need to give your health plan information about treatment we provide so your health·jitan will pay us or 
reimburse you for the treatmem. We may also tell your health plan about a treatme11t you are going to receive to obtain prior approval 
or to determine whether your plan will cover the treatment or hospital admission. We may also have to send your information to more
than one health plan in circumstances where it is not clear which health plan has the responsibility to pay for your care. 

c. For Healthcare Operations. We will use end disclose medical information about you fur our operations. These uses and disclosures 
are necessary to run our office and make sure that all of our patients receive quality care. For ei1ample, we may use medical 
information to review our treatment and services and to evaluate. the performance of our staff in caring for you. We may also combine 
medical information about many patients tQ decide what additional services we shOuld offer, what services are not needed, and 
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whether certain new Lreatmenlll ure effective. We 0111.y llbm disclose information to doctori., nurses, technicians. medical students, and 
other office personnel for review and learning purposes. In addition, we may use a sign-in sheet at the registration desk where you will 
be asked to sign your name. We may also call you by name in the waiting room when your physician is ready to see you. 

d. Treatment Alternatives. We may/will use and disclose your medical information to tell you about or recommend possible treatment
options or alternatives that may be of intei-esl to you,

e. Health-Related Benefits and Services, We mny/will use and disclose your medical infonnation co tell you about health-related
benefits or services that may be of illterest to you.

f. Reminders. We may/will use and disclose medical information about you to contact you in an effort to provide appointmenl
reminders fur medical care. � 

g. Research. Under certain circumstances, we may use and disclose medical informalion about yo11 for research purposes. For
ex.ample, your cl inlcal lab values may be used for clinical research. Research projects may be conducted with de-identified patient
information, with your written authorization, or with th.e approval of a Privacy Board or lnstitutional Review Baaed. De-identified
patient information has numerous items removed (i.e., your name, address, phone number, etc.) so that the information may not be
used to identify you.

h. Business Associates. We contract with businegs associates to provide some services. Examples may include medical billing and
transcription services. When these services are contracted, we may/will disclose your health information to our business associate so
that they may perform the job we have asked them to do. To protect your health information however, we require the busiaess
associate tO appropriately safeguard your information.

i. AF. Required By Law. We will disclose medical infon:Illltioa about you when required to do so by federal, state, or loc11.l law.

j. To Avert a Serious Threat to Health or Safety. We will use and disclose medic11l information about you when necessary to prevent a
�criou5 threat to your heztlth and safety or the health and safety of the public or another person.

k. Individuals Involved in Your Care or Payment for Your Care. We may release medical infonnation about you ta a friend or family
member who is involved in your medical care. We may also give infonnatio11 to someone wllo he1ps pay for your care. E.rcept in
emergency sintarion.r, you may object to the uses and disclosures described in tliis Section k. either in general or to any specific
person or perJ•om· to whom your medical Information rniahl otlll!rwise be disclosed.

I. Spednl Situations. We will use and disclose mediClll infonnation about you:

► To facilitate organ and tissue donation,

► For speciallw:l governmental functions, including the military and veterans, nalional securily, criminal corrections and public
benefit purposes.

► For Workel'll' Compensation or similar programs. as pamitted by law.

> For public health activities.

► To notify the appropriate government authority if we believe a patient hns been the victim of abuse, neglect, or,domes1ic violence.

► For health oVCTSigbt activities including, for example, audits, investigations, inspections, and Jicensure.
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c. Right io an Accounting of Disclosures. You have the right to request an "accounting of disclosures." This ia a list of the disclosures
of medical information about you, with exceptions. We do not need to account for disclosures made: (i) to you; (ii) pursuant to your
written authorization; (iii) for the purpose of carrying out treatment, payment or operations; {iv) to persons involved in your care, or to
notify your family or fiiends about your whereabouts; (v) lhat are incidental to another permis:iible U$e or disclosure; (vi) for national
security or intelligence purposes; (vii who had you in custody al th� time of the disclosure; (viii) as part of a limited data scl; (ix.} to a
health oversight agency or Jaw enforcement official if they 60 request. The accountiug will include the dnte of each disclosure, the
name of the entity or person to wbom the disclosure was made and that person's address (if known), and a brief description of the
information disclosed together with the purpose of the disclosure.

To request this list or nccounting of disclosures, you must submit your request in writing to our Privacy Officer. Your request must 
state a lime period that may not be longer than si.x. years and may not include dates before April 14, 2003. Your request should indicate 
in what form you want ttte list (for example: on paper, electronically). The first list you reque.'it within a 12-month period will be free. 
For additional lists, we may charge you. We will notify you of the cost involved, and you may ehoose to withdraw or modify your 
request at that time before any costs are incurred. 

d- Right to Request Restrictions. You have the right 10 request 11 restriction or limitation on the medical information we use or disclose
about you for 1re11tment, payment or healthcllre operutions. You also have the right to request a limit on the medical information we
disclose about you to someone who is involved ln your care or the payment for your care. like a family member or friend.

We are not required to agree to your req1cest. If we do agree, we will comply with your request. uni� rhe intormauon is needed to 
provide you emergency treatment. To request restrictions, you must make your request lo writing to us. In your request, you most tell 
us (1) what information you want to limit; (2) whether you want to limit our use, disclosure, or both; 1md (3) to whom you want the 
limits to apply, for example, di�closures to ynur spouse. 

e. Right to Confidential Communications. You have the right to request to receive communications from u� on a confidential basis by
using alternative means for receipt of information or by receiving the information at alternative locations. All reasonable requests will
be gran�. Contact our Privacy Officer if you require such ccnfidenlial communications.

f. Right 10 a Paper Copy of This Notice. You have the right to a paper copy of this ootice by requesting a paper copy from our Privacy
Officer in writing.

5. COMPLAINTS

Ir you believe your privacy rights have been vioh1ted, you may m� 11 cumpl11in1 with u1:1 u.r with the Secretw:y of the Departmenl of 
Health and Human Services. To file a complaint with us, coruact us: 

Assochited Renul & Hypertension Group, P.C. 
7 Cedar Grove Lane, Sui!e 31 

Somerset. NJ 08873 
(732) 873-1400

All complaints 11'll1St be submitted in writing. You will noi be penaltzedfor filing a complairu.






