Patient Payment Information


WILLIAM BEAUMONT ARMY MEDICAL CENTER, EL PASO, TEXAS 79920                                                                                                                                                              


 Payment Agreement


I						         			, SSN 					(Print last and first name)        

Verify that I am a civilian emergency patient receiving medical treatment in William Beaumont Army Medical Center and affirm that I have been informed that I am responsible for all charges for the medical service provided to me in accordance with current Federal laws and directives.                                    

I agree to provide WBAMC a valid mailing address and telephone number where I can be reached and agree that it is my responsibility to keep the Hospital Treasurer’s Office informed (915-569-2159) of any change of address or telephone number changes until such time as the account has been paid in full. 

I understand that payment for all medical services rendered will be immediately payable upon receipt of an invoice from WBAMC unless one or more of the provisions below pertain: (circle all that apply).  

a. I am a beneficiary of Medicare or Medicaid.  William Beaumont Army Medical Center is NOT a Medicare receiving facility and can only provide emergency treatment.  I will provide my Medicare or Medicaid number to the Hospital Treasurer’s Office (Room 3-240) as soon as possible.  WBAMC will file a claim to Medicare or Medicaid on my behalf.  I will be responsible for any valid charges that exist after Medicare/Medicaid payment is received and will pay same within 30 days after receiving an Invoice.  I also acknowledge that Medicare will only cover emergency care and that after the emergent portion of this treatment episode (normally 24-48 hours after admission) has passed I or my family will take steps for my transfer to a local Medicare receiving facility for continued treatment, if required. 

b. I have a private health insurance policy.  I acknowledge that I am required to file a claim with my insurance company and to ensure that they process the claim expeditiously.  I will be responsible for any valid charges that exist after the insurance payment and will pay same within 30 days of receiving an invoice from William Beaumont Army Medical Center.  (The Hospital Treasurer’s Office will assist you in filing your claim upon presentation of appropriate health insurance policy information and signing a release statement.)

c. I am a crime victim.  I wish to apply for relief under the Crime Victim Program (Texas and New Mexico).  I acknowledge that I will be responsible for any valid charges that exist when the Crime Victim Program makes a payment.  The Hospital Treasurer’s Office will assist you in applying for assistance from the Crime Victim Program.

d. I wish to make payment arrangements.  I agree to make monthly payments and acknowledge that the account must be paid in full no later than 90 days after the date on your initial invoice.  Accounts not paid in full on the 91st day will be forwarded to Defense Finance for collection action.

I acknowledge that I have been informed that unpaid accounts will be transferred to Defense Finance for collection action after 60 days for accounts with out payment arrangements, 91 days for accounts with payment arrangements, and 180 days for Insurance and Crime Victim arrangements under the U.S. Army Debt Management Program. (Note: Defense Finance will aggressively pursue collection action to include garnishment of any Federal payments, income tax refunds, etc., and will impose interest charges on unpaid balances due to the U.S. Government. Once your account has been transferred you will need to make further payment arrangements with Defense Finance not William Beaumont Army Medical Center)

Army Regulation 40-400 Paragraph 11-14 states that:  If a medical charge is proper, it cannot be waived, suspended, compromised, or settled by the Military Treatment Facility Commander.  Only Defense Finance has this authority per the Federal Claims Collection Act of 1966, 31 USC 3711.


  

WITNESS:

_________________________
Patient Signature			Date 
Date: ____________________
						Address
                                  			_____________________________________
				
						_____________________________________
																			Phone (   )						



Distribution:   Hospital Treasurers Office – original (room 3-240)
 	 	Patient - copy							


