*This agreement does not apply if patient is an active MassHealth member on the date of service*

South Boston Community Health Center

Statement of Financial Responsibility

| agree to pay all copayments, deductibles, and other fees that are categorized as my responsibility under
contract with my insurance company, and/or:

a

I DO NOT HAVE INSURANCE. I do not wish to complete an application for financial assistance or
apply for a sliding fee scale. | understand that | will be responsible for any additional procedures that were
not included in the base office fee that | paid for at the time of Registration.

| acknowledge that | am receiving URGENT CARE services today and understand that | am responsible
for contacting my insurance provider directly for details related to my individual coverage, urgent care
copay rates, and deductibles pertaining to my insurance plan. I understand | will be billed for any portion of
this urgent care visit that is not covered by my insurance plan, and these additional charges are my financial
responsibility.

I have agreed to provide a valid referral AUTHORIZATION number for this visit from my insurance-
assigned Primary Care Provider (PCP) or clinic. I will provide this information to the billing department by
MyChart message, phone, or fax.

I understand that some or a portion of the DENTAL or EYE CARE services that | receive today may not
be covered by my insurance plan and those services will be my financial responsibility.

| am aware that my insurance status is "DELINQUENT" or "PENDING INVESTIGATION" because |
have not paid my monthly premium to the MA Health Connector. | understand that | will be responsible for
this visit and any additional charges if I do not settle the financial issue with the Health Connector.

I am choosing to go OUT OF NETWORK, or do not wish to have my insurance billed. | understand that |
will be responsible for any additional procedures that were not included in the $210 office visit fee that |
paid for at the time of registration.

I am the parent or legal guardian of a NEWBORN, who does not have an insurance 1D number yet.

Private insurance: | understand that | need to provide this ID humber to the SBCHC billing
department as soon as possible.

State insurance: | understand that | need to call the MassHealth Enroliment Center at 1-888-665-
9993 to add them to my insurance "household."

I have agreed to CHANGE MY PCP listed with my insurance carrier to a South Boston Community
Health Center PCP by 5:00PM today.

I have agreed to call my insurance carrier to correct the spelling of my name, incorrect birth date or
incorrect gender.

| applied or re-applied for MassHealth, ConnectorCare, or a QHP through an ACA application or the MA
Health Connector, and | am awaiting a response.

I understand the SBCHC is UNABLE TO CONNECT to my insurance carrier to validate my insurance;

however, | vow that my insurance is active with an SBCHC provider listed as my PCP. Should this
information prove untrue, | understand | am fully financially responsible for the service provided.

I have provided SBCHC with proof of income, identity, and citizenship to apply for a SLIDING FEE
SCALE and | am awaiting a response during standard business hours.

*This agreement does not apply if patient is an active MassHealth member on the date of service*



