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SOUTHWEST MEDICAL IMAGING
Financial Policy

Thank you for choosing SMIL/SDI as your Imaging Provider. We are committed to providing you with
quality healthcare. Please review our financial policy, ask us any questions that you may have,
and sign below. A copy will be provided to you upon request.

e | authorize the company as holders of medical information to release to my insurance carrier or
its intermediaries any information needed for this or future related claim(s).

e | further request payment be made to the company and authorize the company to submit claims
on my behalf for any bills or services furnished to me by the companies during the next 12-month
period.

e | understand | am responsible for confirming and understanding my insurance carrier’s coverage
limitations and policies, including my obligation for deductibles, co-insurance, and co-payments.

e | understand that all payments are due at the time of service, including self-pay fees, deductibles,
co-insurance, and co-payments unless prior arrangements have been made with the company’s
Patient Financial Services department.

e | understand that any payment made at the time of service is the company’s best estimate;
however, the actual benefit will be determined by my insurance carrier and the specific terms of
my benefit plan, the amount of my deductible | have satisfied, and certain payment policies my
insurance company may apply in paying my claim.

e | understand that payments may also differ from the estimate if it is necessary to perform a
different procedure, additional procedures and/or imaging views are needed or contrast needs
change. Should there be a difference in the actual benefit calculation compared with the
company’s estimate, | will be responsible for any underpayment. Any overpayment will be
refunded to me by the company.

e | understand that | am financially responsible to the company for any balance not covered under
my insurance plan (e.g. the services were not included in my plan, were not deemed medically
necessary, were considered investigational by my carrier, coverage is not effective at the time of
service, were not pre-authorized, or my insurance is out-of-network).

e | understand that | may be asked to furnish a photo ID and my current/valid insurance card or
complete insurance information to staff at each visit.

e | understand that any returned checks are subject to further collections and/or fees.

e | agree to pay all costs of collection if my account is delinquent, including all collection fees,
attorney fees and other costs incurred in the effort to collect on my account.

By signing below, | acknowledge that | have read and understood the financial policy provided
by SMIL/SDI and agree to abide by its guidelines:

Signature: Date:
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