
   

Insurance and Payment Responsibilities 
Form of Pay Patient Responsibility Nona Spine and Pain 

Institute Will 

Medicare 
(Original Fee-
for-Service) 

If deductible not met, pay $140 deductible at the 
time of service. Pay 20% coinsurance for any 
services not covered. If secondary/Medigap coverage 
exists, no payment required at visit after deductible 
met. If secondary does not pay within 45 days, 
patient is billed for balance. 

Accept deductible and 
coinsurance, file claim 
with Medicare and 
secondary insurance. 

Medicare HMO / 
Fee-for-Service 

Pay all applicable co-pays and deductibles at time 
of service. 

Accept payment and 
file claim to insurance. 

In-Network 
HMO/PPO Plans 

Pay all co-pays and deductibles at time of visit. 
Verify prior authorization if required. 

Accept payment and 
file claim with 
insurance. 

Limited 
Coverage Plans Pay in full at time of service. 

Accept payment and 
file claim without 
assignment. 

Commercial 
Insurance Pay all co-pays and deductibles at time of visit. 

Accept payment and 
file claim with 
insurance. 

Out-of-Network 
Insurance 

Pay in full at time of service for office visits, 
injections, or other services. A registration deposit 
may be requested. 

Accept payment and 
file claim as a 
courtesy. 

Self-Pay / Cash 
Patients 

Pay in full at time of service. Deposit required for 
specialist visits: $250-$500 (New Patients) or $150-
$300 (Established Patients). Additional fees settled at 
visit. Credit, debit, or check accepted. 

Accept payment. 

HSA Plans Pay using HSA debit card at registration. Accept HSA payment. 

Workers’ 
Compensation / 
MVA 

If authorization to treat is obtained, no payment 
required at visit. If no authorization, appointment 
may be rescheduled. 

Schedule appointment 
after carrier 
authorization is 
confirmed. 

“Patients	are	responsible	for	charges	not	covered	by	insurance,	including	services	Medicare	may	deem	
non-covered.	If	Medicare	denies	the	coverage,	the	patient	agrees	to	pay	as	outlined	in	the	ABN	(CMS-R-
131).”	
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