
ATL Colorectal Surgery, P.C. welcomes you to its family of physicians and healthcare providers. We are pleased you have selected 
ATL Colorectal Surgery, P.C. to provide you medical care. Our goal is to provide consistent high-quality colon and rectal health 
care. This Policy and Procedures statement is intended to address questions you may have with regard to services rendered at 
our facilities or in the hospital setting by members of the clinic. Your questions and comments are welcomed. We look forward 
to a longstanding relationship with you consistent with these policies and procedures. We require all of our patients to read and 

sign the acknowledgment set forth below which we will maintain in your medical file. Failure to adhere to these policies may result in your dismissal from the 
practice. However, we look forward to a long and healthy relationship with you as our patient.

Business Hours/After-Hours/Weekends: Our office is open Monday through Friday from 8:30 a.m. to 5:00 p.m. After hours urgent or emergency messages 
can be left with the answering service by calling our usual telephone number, 404-574-5820. In order to receive a call from the on-call physician, you must 
disable your caller ID.

Appointments for Minors: Patients under the age of 18 who are not married or emancipated and who seek medical treatment for problems must have written 
consent of a parent, guardian or custodian and may require a co-signor in order to receive medical treatment.

Cancellations/Missed Appointments/Re-Scheduled Appointments: ATL Colorectal Surgery, P.C. endeavors to provide services to our patients at their 
scheduled appointment time. Your office appointment has been scheduled at your request and the allotted time has been reserved especially for you and your 
needs. We have reserved examination space, medical personnel, medical equipment and medical supplies for your visit. Therefore, a 48-hour advance notice is 
required for re-scheduling and/or for cancellations of office appointments. Failure to notify our office more than 48 hours in advance will result in a charge of 
$30.00, which is not covered by your insurance and is your responsibility to pay. If you arrive late for your appointment and this affects the next appointment, 
you may need to be rescheduled. If you are scheduled for surgery or colonoscopy, and fail to cancel more than five (5) calendar days before the procedure date, 
you will be charged $200.00, which is not covered by your insurance. Excessive abuse of scheduled appointments may result in discharge from the clinic.

Treatment Plan and Termination: Patients of ATL Colorectal Surgery, P.C. may establish a specific plan of treatment under the care and advice of their physician 
and with that physician’s consultation. Your refusal to comply with your recommended treatment plan or the existence of a less than optimal physician-patient 
relationship or relationship with members of the medical staff may result in discharge from the clinic. However, we will never terminate our relationship during 
an emergency medical care situation, due solely to a diagnosis of any disease or condition, or merely because insurance coverage has been dropped.

Prescription refill requests: Prescription refills are done during normal business hours. Please do not wait until you are out of your medication. Refill requests 
will not be filled if you are overdue for an appointment or owe a significant balance on your account unless satisfactory arrangements are made with the Office 
Manager in advance. Please be sure to have the name and dosage of your medication as well as the pharmacy telephone number. Please check with the pharmacy 
to see if your prescription has been filled. ATL Colorectal Surgery, P.C. reserves the right to dismiss a patient making repeated demands for habit-forming drugs.

Copies of Medical Records: Medical records remain in the custody and control of the physician. Upon written consent, copies can be made and supplied to you 
or to whom you designate. You authorize us to include all information including your billing and payment history. Our office charges for copying medical records 
according to Georgia State Law guidelines. If you are requesting records to be transferred from another doctor or organization to us, you authorize us to receive all 
information included in your file.

Payment for Services: For your convenience, we accept cash, VISA, MasterCard, American Express, and personal checks with valid picture ID. If co-payments, 
coinsurances and/or deductibles are required by your insurance plan, they are due when services are rendered. Unless other arrangements are approved by our 
practice in writing, the balance on your statement is due and payable when the statement is issued, is past due if not paid within thirty days, and is subject 
to finance charges. If it is necessary for you to make payment arrangements at any time, please contact our business office at (404) 574-5820. It is specifically 
not our intent to ever have finances prevent you from getting the very best of medical care. If payment of our fees ever presents a problem, please discuss the 
matter with the Office Manager.

Self-Pay Patients: ATL Colorectal Surgery, P.C. welcomes self-paying patients when no insurance coverage is available for our services. Patients who have no 
insurance are asked to pay in full at the time of service. If for any reason you may be unable to pay in full at the time of service, speak with the Office Manager 
in advance of your visit to determine if a reasonable payment arrangement can be established between us.

Your medical insurance coverage: In order to accommodate the needs of our patients we have enrolled in numerous managed care insurance programs. 
Although we endeavor to maintain a current understanding of the insurance coverage provided by each insurance company, you are always in a better position 
than we are to ascertain the terms, conditions and limitations of your own insurance policy. Your insurance policy is a contract between you and your insurance 
company. We are NOT a party to that contract. We have no control over the terms of your insurance contract, and questions regarding your coverage should 
be addressed to your employer, insurance agent and/or your insurance company. You agree to pay any portion of the charges not covered by your insurance. 

Prior to your initial visit with your physician, please confirm that he or she participates in and is a member of your personal insurance network by reviewing the 
insurance literature provided with your policy of medical insurance or by contacting your insurance agent, employer or insurance company. If the physician does not 
participate with your insurance plan, you may be responsible for payment of out-of-network charges, or all charges at the time of your visit. You will be provided 
a completed superbill listing all the pertinent information you will need to submit to your insurance plan for any reimbursement for which you may be eligible.

Current Insurance and Patient Demographic Information: If your physician participates with your insurance plan, we will file a claim on your behalf 
and only request payment at the time of service for any co-payments, deductibles, coinsurance, or services that are not covered by your plan. For ATL Colorectal 
Surgery, P.C. to file your insurance claim, we must have the current insurance coverage(s) and be made aware of any changes in either insurance or patient 
address or phone numbers. Please bring your insurance card to each visit so that we can confirm your coverage. A current copy of your card must be kept on file 
in order for us to file insurance claims on your behalf. If your submitted demographics are incomplete or incorrect at the time of registration and this leads to a 
denial of payment, you may be responsible for full payment of your bill.
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You may be asked to verify your current insurance coverage, sign a release of information, an assignment of benefits, and present your insurance cards at each 
visit. If you arrive without your current insurance card, we will be happy to reschedule your appointment. If you wish to be seen without your insurance card, 
you will be required to pay for the visit in full that day; you will not receive any insurance discounts or adjustments. You can request reimbursement directly 
from your insurance company, but you will not receive the entire amount that you paid us.

You are financially responsible for certain charges at the time of EACH office visit. You may be responsible for any, or all, of the following items:

1.	 Co-Pay: This is a set dollar amount (usually between $5 - $50) or a percentage (usually 10 -25% of total charges) that you are REQUIRED to pay at EACH 
office visit. Under your contract, your plan has required that you pay a portion of the discounted amount they pay us at the time services are rendered to 
you. This amount is called your co-payment. Your co-payment is not paid in addition to, but instead is subtracted from the fee your insurance company pays 
to us. Therefore, it has become necessary for us to adopt a policy to collect your co-payment at the time services are rendered. We are unable to bill you for 
your co-payment, as this further increases our expenses and is also in violation with your managed care plan requirements.

2.	 Deductible: Some plans require that you pay a certain dollar amount (a “deductible”) before your insurance company will cover any medical expense.

3.	 Co-Insurance: This is the percentage of charges that you pay in addition to any deductible. For example, if insurance pays 80%, then you pay 20%. This 
amount will be collected at your visit.

Patient Payment Responsibility for Non-Covered Services: In some cases, your insurance may not cover certain services or may have coverage limits in 
place. Limited coverage on routine, preventive healthcare is common among insurance plans. For this reason, we can provide you a form letter to complete 
by contacting your insurance plan and verifying the specific coverage you have prior to your preventive health visit. We may request payment for any known, 
non-covered services at the time of your visit: otherwise they will be billed to you at a later date.

Managed Care: If you are enrolled in a managed care insurance plan (i.e., HMO), you must obtain any necessary referrals for our office before seeing the 
physician. You are responsible for obtaining any referral and/or preauthorization for services should your insurance company require them. Failure to obtain 
the referral and/or pre-authorization may result in a denial of payment from your insurance company. If your insurance company requires a referral and/or 
pre-authorization and you do not have one, you may not be seen for your scheduled appointment, or you will be responsible for full payment of your bill at the 
time of service.

Medicare Patients: Your physician accepts Medicare assignment on covered Medicare charges. Payment for the 20% Medicare coinsurance amount, deductible, 
or any non-covered charges is expected at the time of service, unless you have supplemental insurance. Insurance will be filed with your supplemental carrier; 
however, any unpaid balances are expected to be paid by you within 60 days of filing the claim if the supplemental policy does not pay the clinic. 

Surgery/Procedure Charges: If a procedure or surgery is scheduled, we will file your insurance claim and accept assignment on your behalf. However, 
you will be responsible for payment of any deductible, coinsurance and non-covered charges PRIOR TO entering the hospital. If the determined deductible or 
coinsurance is not paid within 7 calendar days prior to your surgery/procedure, the surgery/procedure may be cancelled or rescheduled.

A period of 60 days will be allowed for your insurance company to pay your claim. After that time, we will look to you for payment. We therefore ask that you 
contact your insurance company 45 days after your surgery to assist in obtaining payment on your behalf. After we receive payment from your insurance company, 
we will notify you of any remaining charges not covered by your plan. Payment in full will be due within 30 days of receiving this notification. Any credit due 
to you will be promptly refunded.

Finance Charge: A finance charge will be imposed on each item of your account that has not been paid within thirty (30) days of the time the item or service 
was added to the account. The FINANCE CHARGE will be computed at the rate of two percent (2%) per month or an ANNUAL PERCENTAGE RATE of twenty-four 
percent (24%). The finance charge on your account is computed by applying the periodic rate (2%) to the overdue balance of your account. The overdue balance 
of your account is calculated by taking the balance owed thirty (30) days ago, and then subtracting any payments or credits applied to the account during that 
time. The minimum finance charge is $0.50.

Returned Checks: There is a fee [currently thirty dollars ($30)] for any checks returned by the bank. If your check is returned by the bank, we will no longer 
accept checks from you for payment. We will accept Cash, Visa, Mastercard, and American Express cards.

Past Due Accounts: If your account becomes past due, we will take the necessary steps to collect this debt. If we have to refer your account to a collection 
agency, you agree to pay all of the collection costs that are incurred and may include charges up to 50% of the bill. If we have to refer collection of the balance to 
a lawyer, you agree to pay all attorney fees that we incur including all court costs. If we have to refer your account to a collection agency, you will automatically 
be dismissed from our practice and have emergency services available to you for thirty days.

Waiver of Confidentiality: You understand that if this account is submitted to an attorney or collection agency, if we have to litigate in court, or if the past 
due status is reported to a credit reporting agency, the fact that you received treatment at our office may become a matter of public record.

We appreciate the confidence you have placed in choosing our practice for your colon and rectal care. During our association if you have any suggestions, 
questions, criticisms, or comments, or if you just want to thank us, please let us know. Please feel free to report to us any complaint that you have about our 
office. We will do our best to correct it. Above all, we are here to serve you with the finest medical care possible. Please help us to help you.

I have read and understand the ATL Colorectal Surgery, P.C. Policy and Procedures. I agree to assign insurance benefits to ATL Colorectal Surgery, P.C. whenever necessary. 

____________________________________________	 ____________________________________________	 ___________
Signature of patient or responsible party	 Print Name of patient or responsible party	 Date


