
Arch Bariatrics | Heart of America Bariatrics 
Financial Policy 
 
      

Covered Entities:  Surgery Specialists of Missouri, LLC | Van L. Wagner, MD      

               & Arch Bariatrics, LLC | Kumaran Chinnappan, MD      

      

I, _________________________________, fully understand that my health       

       (Please print full legal name)    insurance policy is a contract between me and my insurance 

carrier. My coverage, the requirements for pre-authorization, pre-certification, second surgical opinions, 

deductibles, and copayments are all defined in my policy. I am solely responsible for reading, 

understanding and following the procedures outlined in my policy handbook.               

I understand that the initial consultation with a bariatric surgeon and all subsequent office 

evaluations are services billable to my health insurance carrier. I have not been offered a free 

service, and understand that when services are provided to me, a charge will be created on my 

account. My signature and release of information on the Patient Registration Form allows these 

charges to be billed to my insurance carrier or to me, without further consent.    

__________      

(Please Initial)      

 

I understand that the covered entities above will file claims to my insurance carrier(s), as a   courtesy to 

me. Co-payments and/or deductibles are expected to be paid at the time services are rendered. If I am 

uninsured, FULL payment for services will be required at the time of my appointment. The office will 

accept payment in the form of cash, major credit cards, check or money order. If my personal check is 

returned unpaid, a $35.00 returned check fee will be assessed.      

      

There are a number of reasons why insurance carriers deny and/or delay payment of claims. If my 

insurance carrier denies and/or pays only a partial sum of my bill, then I am responsible for the unpaid 

balance, and if I disagree with this, then I must contact my carrier. I fully understand that the covered 

entities above are not responsible for appealing a denied claim, and that I am solely responsible for all 

requirements and deadlines that the carrier has in effect.                  

My insurance carrier will send a copy of paid and/or denied claims to me. I am responsible for paying the 

balance of the claims within sixty days, even if I do not receive a bill from the covered entities above. If I 

cannot pay the full amount within sixty days, then I will contact Heart of America Bariatrics/Arch Bariatrics 

to set up a payment plan (which will be free of interest). If payment is not made after two consecutive 

bills, the account will be placed in collections. I understand that in the event my account is placed in 

collection status, I will be responsible for all collection costs, including collection fees, attorney fees, and 

court costs.       

      

The covered entities above will require payment for items such as medical record copies, completion of 

special forms and letters, and the processing of disability statements. These fees are not covered by 

insurance. I understand that all fees must be paid in FULL prior to the forms being completed.      

      

I acknowledge that I have been given a copy of my signed financial policy agreement. I acknowledge that 

I have read the above information and I fully understand this financial policy agreement:       

   

    

___________________________________________       _________________________      

(Signature please)                                                    (Date)      


