
Financial Policy

The clinicians at Frontier Psychiatry (“Frontier”) appreciate your confidence in selecting
us for your healthcare needs. We are committed to providing you with the highest
standards of care, with compassion and integrity. We want our fees and billing services
to be honest and fair as well. We have worked hard to maintain your access to care by
accepting most insurances in the state of Montana, and we have contracted with a
local billing organization (Monida Healthcare Billing Solutions) to ensure that we and
our agents can respond to your billing questions in a timely fashion.

NOTICE TO PATIENT/REPRESENTATIVE: By signing at the bottom of this form, you
acknowledge that you have read and understood all of the information contained in the
following document and agree to be bound by the terms and conditions described
herein.

FINANCIAL RESPONSIBILITY
I accept that I am financially responsible for all services rendered on my behalf for
which a charge may be associated. I accept personal responsibility for all coinsurance,
copayments, deductibles, and non-covered services, as dictated by my insurance
coverage, plus any collection costs for amounts personally owed by me. In the event
that this visit is based on a Worker’s Compensation claim and my Worker’s
Compensation claim is not accepted, I agree to have the fees associated with services
sent to my private health insurance company.

I understand that Frontier’s billing organization will submit primary and secondary
insurance claims for me, subject to my having given Frontier and its billing organization
current information prior to the service being provided.

I understand that policy coverage varies from one insurance plan to another, as do the
“usual, customary, and reasonable” (“UCR”) fees that various insurance plans have
established. Frontier’s fees (excluding No-Show, Form, and certain other non-covered
fees) are accepted by most plans, but occasionally one of Frontier’s patients are
notified that the amount for Frontier’s service exceeds “UCR FEES.” 



I understand that Frontier’s contractual arrangement is with me, Frontier’s patient, and
not my insurance company. Should there be a dispute related to the service provided or
the charge for that service, I agree that the settlement of that dispute with my
insurance carrier is between me and my insurance carrier. Frontier and its affiliates are
not involved in the settlement of such disputes. I understand that the final financial
responsibility for the services provided to me is mine.

I acknowledge that not all services provided by Frontier are covered by my insurance
plan for one or more reasons, including but not limited to exclusions from my insurance
plan, my insurance plan’s designation of Frontier or its clinicians as out-of-network
providers, and/or my failure to provide accurate or up-to-date insurance information. I
acknowledge that Form fees, No-Show fees, Insufficient Fund fees, and certain other
non-covered fees are not billed to insurance carriers and I agree to be financially
responsible for those services.

I authorize payment directly to Frontier for services for which Frontier accepts
payment. I accept responsibility for all charges if I do not have medical insurance or
choose not to use it. I have been informed that the services provided may not be
covered by my insurance plan. I elect to proceed with service with the understanding
that I may be personally responsible to pay for the service being rendered to me.

RATES AND FEES
Frontier’s charges for services are based upon the severity and/or complexity of your
behavioral health and/or medical condition(s) and/or the professional time spent
rendering treatment services to you. Our fees are based upon the Resource-Based
Relative Value Scale and Relative Value Units. These are both assigned by the federal
government Centers for Medicare and Medicaid Services and can be found in the
Federal Register each year. Please do not hesitate to inquire about the charges for
services.

For definitions of the following terms, including but not limited to “No-Show,” please
refer to Frontier’s Consent to Treatment form.

Good Faith Estimates: If you are uninsured or not planning to submit a claim to your
insurance company for the services provided by Frontier, please contact Frontier at
(406) 200-8471 and we will provide you with a Good Faith Estimate of the cost for the
anticipated services.



Twenty-five ($25) dollars per fifteen (15) minute time increment.
Note: Time is rounded up to the nearest fifteen (15) minute increment when
duration does not equal an exact multiple of fifteen (15).

Payment in full.
Payment of the portion your insurance will not cover (eg, copayment, coinsurance,
deductible), on the day service is provided.
Payment of balance in full upon receipt of your statement.

No-Show Rates: Please refer to Frontier’s Consent to Treatment form for specific No-
Show rates and policies.

Form Fees: Frontier is happy to fill out medical forms for you. Payment of a Form Fee is
required at the time of completed form receipt. Form Fees are calculated as follows:

PAYMENTS
Charges are payable at the time treatment or service is given. Regardless of your
medical insurance coverage, Frontier relies on you to settle your account. For your
convenience, we offer the following payment options:

1.
2.

3.

If other arrangements are needed, please talk to our billing organization prior to
receiving service. Payments can be taken by cash, check, Visa, Discover, or Mastercard,
including Health Savings Account cards.

Proof of Insurance:
In order for us to bill your insurance, we require that you provide us with proof of
insurance in the form of an insurance card.

MEDICARE AND MEDICAID
Our organization is proud to be able to accept Medicare and Medicaid insurance for
you. There are some services that are not covered by Medicare or Medicaid that may
be recommended to you. If we think it is likely that Medicare or Medicaid will not cover
services, we will make a good faith effort to notify you prior to your receiving such
services.

PRIOR AUTHORIZATIONS
Frontier will not do prior authorizations for out-of-pocket medications, supplements, or
equipment costing twenty-five ($25) dollars or less.



MOTOR VEHICLE ACCIDENTS AND CLAIMS
If you are an established patient with us and you would like us to see you in follow-up
for a motor vehicle injury claim, please know that we will require cash payment in full at
time of service. We will provide you with a billing statement that you can then provide
to your agent(s).

DELINQUENT BALANCE APPOINTMENTS
Any patient with a delinquent balance in excess of ninety (90) days will be required to
contact our billing organization for a payment plan prior to scheduling future services.

COLLECTIONS
Frontier will make an effort to settle all delinquent account balances before an account
is sent to an outside collection agency. In the event that any unpaid balance is placed
for collections with any third-party collection agency, a fee of thirty-three and three
tenths (33.3%) percent of the unpaid balance will be added to the total amount due.
This amount shall be in addition to any other costs incurred directly or indirectly to
collect amounts owed under this agreement such as court costs, attorney fees, late
fees, and any other fees so stated elsewhere. The authorized fee of thirty-three and
three tenths (33.3%) percent and the additional costs and charges listed above
represent the actual costs incurred by Frontier to collect amounts owed under this
agreement and a corresponding decrease in expected revenue resulting from this
signer’s failure to pay as specified in this agreement.

RETURNED CHECKS
A thirty ($30) dollar fee will be charged on all checks returned with insufficient funds.

REFUNDS
In the event of an overpayment on your account, a thorough review of the account will
be conducted to determine the cause of the credit balance. Our organization will make
every effort to handle all refunds to the patient or insurance company within seven (7)
business days.

BILLING ORGANIZATION
Questions can be directed to our billing services at Monida Healthcare Billing Solutions
at (406) 829-2388.



ACKNOWLEDGEMENT OF RECEIPT AND AGREEMENT:
I have read and understand Frontier’s Financial Policy. I agree to be bound by the terms
and conditions described in this document.

Signature of Patient/Representative:

Date:

If signed by a person other than the patient, print name and state relationship and
authority to do so.

Print Name of Representative:

Relationship to Patient:

Patient is:

Legal Authority:

Minor

Legal Guardian Parent of Minor Health Care Agent Other:

Incompetent/Incapacitated


