
































SURGERY OF TOMORROW 

Financial . P·olicy 

surgery of Tomorrow, SOT, is a for-profit gynecological facility dedicated to providing 
gynecologists and patients a safe and effective environment for the performance of 
procedures. The facility will bHI an appropriate "facility fee" for the performance of gynecological 
procedures: Physicians who use the facility, including gynecologists and anesthesiology will 
bill a separate "professional fee" to be paid directly to themselves. This fee has no relationship 
to the facility payment other than they are generated at the same procedure. Billing, payment, 
collection and participation with carriers may differ considerably between the facility and 
physician. involved in the procedures at the facility. 

A professional attitude shall be used whenever communicating with patients and insurance 
companies regarding payment for services rendered. Appropriate staff will assure that the 
patient understands the implications of his insurance coverage, if any and the resulting 
personal financial obligation and responsibility for payment for services rendered. 

As you know, the world of health insurance has become increasingly confusing and complex 
for patients and physicians alike. For this reason, we would like to bring to your attention that 
we are legally required to bill you for any applicable co-payments or co-insurance and/or 
deductibles which your insurance plan requires you to personally pay under the terms of your 
insurance policy according to the State of New York Insurance Department opinion see 
www.ins.state.ny.us/ogco2003/rg030409.htm. 

The Federal and State governmental agencies that oversee the health insurance industry have 
consistently taken the position that the routine waiver of co-payments and co-insurance by 
healthcare providers may constitute insurance fraud by the insured and the physician. Within 
6 months of receMng a response from your carrier, you will receive a "balance bill". These 
amounts reflect that portion of our facility fees which were not paid by your insurance company 
and that remain as your personal responsibility. According to the State of New York Insurance 
Department opinion referenced above, a decision in the exercise of business judgment by a 
physician not to pursue the full legal remedies available to collect a debt would not constitute 
insurance fraud. If payment of your full outstanding balance is not financially feasible for you 
at this time, please call our office and we will try to work out a mutually-agreeable payment 
plan that you can afford to pay over a reasonable period of time. 

For patients who have a sizable financial obligation after payment by insurance, or for patients 
who have no insurance coverage, a payment contract or the use of a credit card may offer the 
opportunity to satisfy the financial obligation. For those patients wishing to satisfy their balance 
due via a financial agreement, the patient or responsible party will be required to sign a contract 
prior to the · procedure. Patient or responsible party will be given a copy of the signed 
agreement, and the original will be maintained by the Accounts Receivable Office. 



SURGERY OF TOMORROW 

PATIENT RIGHTS AND RESPONSIBILITIES 

The Patient Has a Right to: 
1 Receive the care necessary to regain or maintain his or her maximum state of health. 
2~ Expect personnel who care for the patient to be friendly, considerate, and ~I and ~ualified th~gh ed~cation 

and experience, as well as perform the services for which they are respons1ble with the h1g~_quality of serv1c.e. . 
3• Expect full recognition of individuality, including personal privacy in treatment and care. In addition, all communications 

and records will be kept confidential. . 
4_ Complete information, to the extent known by the physician, regarding diagde~· treatmen~ pedroceclwithurtreae antmd prognods1s, 

as well as alternate treatments or procedures and the possible risks and si ,,uects assoaat ent an 

5. =i:~ed of the scope of services available at the facility, provisions for after-hours and emergency care and 
related fees for services rendered. 

6. Be a participant in decisions regarding the intensity and scope of treabnenl If the patient is unable to participate in 
those decisions, the patient's rights shall be exercised by the patient's designated representative or other legally 
designated person. 

7. Make informed decisions regarding his or her care. 
8. Refuse treabnent to the extent pennitted by law and be informed of the medical consequences of such refusal. The 

patient accepts responsibility for his or her actions should he or she refuse treatment or not follow the instructions of 
the physician or facility. 

9. Approve or refuse the release of medical records to any individual outside the facility, except in case of transfer to 
another facility, or as required by law or third-party payment contract. 

1 o. Refuse to take part in research/educational projects. If deciding whether or not to participate, you have the right to a 
tun explanation. 

11. Express grievances/complaints and suggestions at any time. 
12. Assistance In changing primary or specialty physicians. 
13. Provide patient access to and/or copies of his or her Individual medical records and receive an itemized bill and 

explanation of au charges upon request. 
14. Be informed as to the facility's policy regarding advance directives/living wills. 
15. Be fully informed before any transfer to another fadlity or organization and ensure the receiving facility has accepted 

the patient transfer. 
16. Have an assessment and regular reassessment of pain. 
17. Education of patients and families, when appropriate, regarding their roles in managing pain, as well as potential 

limitations and side effects of pain treatment, if applicable. 
18. Have their personal, cultural, spiritual and/or ethnic beliefs considered when communicating to them and their families 

about pain management and their overall care. 

The Patient Has a Responsibility to: 
1. Being considerate of other patients and personnel and for assisting in the control of noise and other distractions. 
2. Respecting the property of others and the facility and abiding by no smoking rules. 
3. Reporting whether he or she clearly understands the planned course of treatment and what is expected of him or her. 
4. Keeping appointments and, when unable to do so for any reason, notifying the facility and physician. 
5. Providing caregivers with the most accurate and complete information regarding present complaints, past illnesses and 

hospitalizations, medications, unexpected changes in the patient's condition or any other patient health matters. 
6. Observing prescribed rules of the facility during his or her stay and treabnent and, if instructions are not followed 

forfeiting the right to care at the fadlity and is responsible for the outcome. ' 
7. Promptly fulfil6ng his or her financial obfigations to the facility. 
8. Payment to faality for copies of the medical reoords the patient may request 
9. Identifying any patient safety concerns. 

These rights and responsibilities outline the basic concepts of service here at the ASC. If you believe, at any time, our staff has 
not met one or IT10l'9 of the statements during your care here, please ask to speak to the Medical Director or the Administrator. 
We will make every attempt to understand your complaint/concern. We will carect the issue you have if It is within our control· 
and you will receive a response. 

Office of the Medicare Beneficiary Ombudsman 

Visit www.medign.gov or call 1,800.MEDICARE (1.800.633.4227) or use www.cms.hhs.gov/cepterlombudsman 
New York State Department of Health's Metropolitan Area Regional Office (MARO) at 800 804-5447Grievances or safety 
concerns about our outpatient facinty should be referred to our Medical Director or Adminislrator, 718.954.3535 



SURGERY OF TOMORROW 

Patient Acknowledgment of Advance Notices 

I hereby acknowledge receipt of the Center's HIPAA Notices of Privacy Practices and acknowledge that 
the Center may use and disclose my health information for the purposes of treating me, obtaining payment 
for services rendered to me and performing routine healthcare operations and services in the Center. 

By signing below, I hereby acknowledge that I received written the notice of the Patient's Bill of Rights 
and Responsibilities prior to the start of my procedure; 

I hereby acknowledge that I received a written Ownership Disclosure listing the ph~icians who. have 
financial interest or ownership in the ASC facility; 

I hereby acknowledge that I was offered written information concerning Advance Directives; 

I understand that I am required to bring an Escort to take me home on the day of the procedure; 

I have received a copy of the Financial Policy and I understand that I may be financially responsible for 
any outpatient facility charges, as outlined in my insurance coverage for copayments, coinsurance and 
deductibles. 

First Name M.I. Last Name 

Signature Date 

Witness Date 

Interpreter Date 



~ · ,: 
- ... , .bER: DOB: 

surgery of Tomorrow ACCOUNT NUMBER: 
DOCTOR'S NAME: 

DOS: 

CONDITIONS OF ADMISSION 

Patient's Name:. __________ _ 

CONSENT TO MEDICAL AND SURGICAL PROCEDURES 
The undersigned consents to the procedures that may be performed during this outpatient visit, including 
emergency treatment: or services, which may include but are not limited to laboratory procedures, X-ray 
examinations, medical or surgical treatment or proced~ anesthesia, or Surgical Center services 
rendered the patient under the general and special instructions of the patient's physician or Slll"geon. 

PHYSICIANS ARE INDEPENDENT CONTRACTORS 
All physicians and surgeons furnishing services to.the patient, including the pathologist, anesthesiologist 
and the lllre» are independent contractors and are not employees or agents of the Smgical Center. Some of 
these physicians will bill separately for their services. 

The patient is under the care and supervision of his/her attending physician and it is the responsibility of 
the Surgical Center and its nursing staff to carry out the instructions of such physician. It is the 
responsioility of the patient's physician or surgeon to obtain the patient's informed consent, when 
required, to medical or surgical treatment, special diagnostic or therapeutic p~ or Surgical Center 
services rendered to the patient under the general and special instructions of the physician. 

ADVANCE .DIRECTIVES 
Surgery of Tomorrow encourages its patients to consider end of life decisions, and to develop an advanced 
directive as appropriate, however, due to the limited scope of.service and acuity of the patient 
population, during ~entat Surgery of Tomorrow, advance directives will not be honored. If you 
require resuscitative services, life support services will be provided by facility staff until emergency 
services tramports you to an appropriate emergency receiving facility. 

PERSONAL BELONGINGS 
It is understood and agreed that the Surgical Center maintains lockers for the safekeeping of money and 
valuables, however the Surgical Center shall not be liable for the loss or damages to any personal property 
of valuables kept in the. lockers or otherwise. · 



.. ---,.........,." ... 
_ .~I.Jc::R: DOB: 

Surgery of Tomorrow 
ACCOUNT NUMBER: 
DOCTOR'S NAME: 

DOS: 

FINANCIAL AGREEMENT 
The undersigned ~ whether he/she signs as agent or as patient, that in consideration of the services to 
be rendered to the patient, he/she hereby individually obUgates himself/herself to pay the acc01mt of the 
Surgical Center in accordance with the regular rates and terms of the Surgical Center, including its 
financial asm.stance policies. Should the account be referred to an attorney or collection agency for 
collection, the undersigned shall pay actual attorney's fees and collection expenses. All delinquent 

accounts shall bear interest at the legal rate. 

ASSIGNMENT OF INSURANCE BENEFITS 
The undersigned authorizes, whether he/she signs as agent or as patient, direct payment to the Surgical 
Center of any insurance benefits otherwise payable to or on behalf of the patients for outpatient services, 
including emergency services if.rendered, and to Dr. Gregory Shifrin, OB/GYN, PC services. It is agreed 
that payment to the Surgical Center, pmsuant to this authomation, by an insurance company shall 
discharge said insurance company of any and all obligations under a policy to the extent of such payment. 
It is understood by the undersigned that he/she is financially responsible for charges not paid pursuant to 
this agreement. I authorize any holder of medical information about me to release to the Centers for 
Medicare and Medicaid Services and its agents any information needed to determine the benefits payable 
for related services. 

HEALffl PLAN OBLIGATION 
This Surgical Center maintains a list of health plans with which it contracts. A list of such plans is 
available upon request from the financial office. The Surgical Center has no contract, express or implied, 
with any plan that does not appear on the list. The undersigned agrees that he/she is individually obligated 
to pay the full charges of all covered services rendered to him/her by the Surgical Center if he/she belongs 
to a plan which does not appear on the above mentioned list. 

By signing this form, I acknowledge that Dr. Shifrin is the owner of Surgery of Tomorrow and that I am 
under no obligation to have my smgery at this :facility, and that I am free to choose an alternative surgical 
facility and provider. 

ADVANCED DIRECTIVE 
Do you have an Advanced Directive? YES/NO (Circle One) 

If yes, did you bring your Advanced Duective? YES/NO (Circle One) 

Date: ______ Time: _______ AM/PM 

Signature of Patient/Couservator/Guardian 



-~r '": 

_ _ .DER: DOB: 

Surgery of Tomorrow ACCOUNT NUMBER: 
DOCTOR'S NAME: 

DOS: 

If signed by anyone other than patient, indicate relationship: ____________ _ 

Witness: ______________ _ 

Financial Responsibility Agreement by Person Other Than tile Patient of the Patient's Legal 
Representative 

I agree to accept financial responsibility for services rendered to the patient and to accept the terms of the 
Financial Agreement, Assignment of Insurance Benefi~ and Health Plan Obligation provisions above. 

Date: Time: AM/PM -------- ------

Signature of Financially Responsible Party 

Witness: --------------
A COPY OF THIS DOCUMENT SHOULD BE GIVEN TO THE PATIENT AND ANY OTHER 
PERSON WHO SIGNS THIS DOCUMENT. 




