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Icahn School of Medicine at Mount Sinai
Mount Sinai Doctors Faculty Practice
Financial Agreement

Welcome to Mount Sinai Doctors F aculty Practice (MSDFP),
at Mount Sinai. We are committed to providing yo
our professional fees to you at any time. Your
important to our professional relationship.
financial policy,

a division of the Icahn School of Medicine
u with the best possible care and are pleased to explain
clear understanding of our Financial Agreement is

Please ask if you have any questions about our fees, our
or your financial responsibility.

CO-PAYMENTS - By law we MUST collect your carrier’s designated co-pay. This payment is
expected at the time of service, Please be prepared to pay the co-pay at each visit,
OUT OF NETWORK i ici i

Private Insurance Authorization for Assignment of Benefits/Information Release:

undersigned, authorize payment of medical benefits to MSDFP for any services firrmi

g any account to an outside agency to
the right to send delinquent accounts to an outside collection agency.

We accept CREDIT CARDS (MASTERCARD, VISA, or AMERICAN EXPRESS),
CHECKS. Our preferred method of payment is by credit or debit card.
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INFECTIOUS I:HSEJ_QSES SCREENING TOOL

Assigned staff should have ALL patients answer these questions:

I ol
| 1. Have you traveled outside the U.S. in the past 21 days
(3 weeks)? - S 3t
If yes, where ?4&[5. RANCE eYes oNo
Has a close contact (household member) traveled
outside the U.S. in the past 21 cays (3 weeks)? oYes aNo

if yes, where

Patient Name: __) & = £E ¥ EPsTE) jx.l,

<. Have you had close zontact with & person with Ebola? oYes gNo

3. Do you have a fever (Temp more than 100.4°F (38°C))

or feel hot? Y8
4. Do you have a cough or a sore tnrc:at‘:". : oYes oNo

- 5. Are you vc-miting. or having diarrhea? oYes oNo .I
6. Do you have a rash? oYes oNo

* During FLU season, think FLU *
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