


PAYMENT 

Allergy, Asthma & Sinus Center 
Jagadish Boggavarapu, M.D. P.K. Vedanthan, M.D. 

Board Certified in Allergy, Asthma & Immunology 

7700 W. Virginia Ave. Suite B • Lakewood CO 80226 

Office 303.238.04 71 Toll Free 800.584.4157 Fax 303.238.6711 
www.milehighallergyasthma.com e-mail: milehighallergy@gmail.com

FINANCIAL POLICY 

Payment is required at the time of service. This includes co-payments, deductibles and coinsurance for insurance 
companies we participate with. We accept cash, personal checks, VISA, MasterCard, Discover and American Express. 
There is a $25 service charge for returned checks. A photo ID of the patient is required. If the patient is a minor, then the 
parent/guardian will provide their ID. 

All patient balances are due in full upon receipt of monthly statement unless a formal payment plan is established with the 
clinic. If my account is not paid as agreed it may be sent to collections. If my account is turned over for collection, I 
agree to pay all collection costs plus reasonable attorney fees. 

INSURANCE 

Allergy Asthma & Sinus Center (AASC) will bill participating insurances as a courtesy to you. You (the patient) are 
expected to pay your deductible, co-payment and/or coinsurance at the time of service. You are responsible to be sure all 
charges are paid whether by you or your insurance carrier. AASC recommends that you reach out to your healthcare 
insurance provider to understand your benefits. I have read/requested a copy of the Colorado Revised Statue: 25-49-103-
Transparency in Health Care Prices Act to get an estimate of what I may be subject to pay. The insurance company makes 
the final determination of your eligibility and benefits 

AASC may inquire as to my benefits and eligibility on my behalf. I understand that benefits quoted by my insurance, is 
NOT a guarantee of payment. I will be responsible for any remaining balance that is not covered by my carrier regardless 
of quoted benefits. 

I understand that it is my responsibility to inform the clinic of any insurance changes and provide adequate billing 
information within time restrictions as set by my insurance carrier with EACH office visit or procedure. 

REFERRALS 

I understand that if my insurance requires a referral, it is my responsibility to get one and maintain it as needed. 
In the event I do not get the required referral or authorization I will be responsible for any charges incurred at my visit. 

MISSED APPOINTMENTS/LATE CANCELLATIONS 

Broken appointments represent a cost to us, to you and to other patients who could have been seen in the time set aside for 
you. Cancellations are requested two business days (48hours) prior to the appointment. Failure to provide the required 
advance cancellation notice will result in a $50 cancellation fee. Excessive abuse of scheduled appointments may result 
in discharge from the practice. 

By signing I acknowledge that I have read, understand and agree to this financial policy and authorize assignment of 
payment directly to AASC for services provided to me. I also authorize the release of pertinent medical information to 
my insurance company when requested or to facilitate payment or a claim 

Patient Printed Name Date 

Patient or legal guardian signature 








