VIRGINIA DEPARTMENT OF HEALTH

APPLICATION AND AGREEMENT FOR PAYMENT PLAN

Patient Name: _______________________________        Patient ID: ____________________

I, ______________________________, request that a payment plan be established in my name for the purpose of paying my outstanding balance for supplies and services provided to me or my dependent, as named above, by the Virginia Department of Health (VDH), an agency of the Commonwealth of Virginia.    I understand that if my application is approved, an account will be established in my name to track the amount I owe to VDH, payments I have made, new charges for supplies or service I or my dependent named above have received, late fees, the balance remaining in the account and the minimum payment that I must pay to keep the account current. The Department of Health will bill me for the amounts that are due.  However, if I don’t receive a bill, I understand that it is my responsibility to pay the amount that is due.

I am responsible for paying each bill when it is due and I agree to make the payments.  If payments are not made when they are due, I understand and agree that the VDH may require payment of the total amount owed in the account. I understand and agree that a late fee of 10% of the total amount of the debt will be assessed for accounts that are delinquent.  I understand and agree that delinquent accounts will be sent to a collection agency and/or the Department of Taxation, the amount owed will be taken out of my State tax refund or any lottery winnings, and an additional 25% collection fee will be added to my account.   If my account is forwarded to the Attorney General's office there will be a 30% legal fee added. 
I understand and agree that if my account is delinquent, VDH may deny me or my dependent  further supplies and services or may require that I pay for supplies and services at the time of the visit, except as follows:  

· A waiver to all or a portion of a charge for up to 180 days may be granted for reasons of unusually serious health problems or extraordinary financial hardship.  I may request approval of such a waiver of charges for new medical supplies and services and I agree to provide whatever documentation may be needed to support my request.  If VDH authorizes a waiver, it will be in writing and the new supplies and services will be provided without charge or at reduced charge.  I understand and agree that if I or my dependent, as named above, are believed to be eligible for Medicaid or the state’s children’s medical health insurance program, I will not be eligible for a waiver unless I have applied for this benefit.   
· If I or my dependent, as named above, have been receiving ongoing care for a medical condition at the health department, the health department will provide me a reasonable opportunity to acquire medical services from another physician before denying me or my dependent continued service.

I certify that the information I have provided is a true and complete statement according to my best knowledge and belief, and that a full explanation of services and charges has been given to me.  I understand that if I give false information, withhold information or fail to report changes promptly, I will be breaking the law and can be prosecuted and/or have services discontinued.

__________________________________________________  
__________________________ Signature of patient, parent, legal guardian or person acting in Loco Parentis

Date signed

 ________________________________________________
  _____________________________________
Relationship





Signature of Person Obtaining Consent
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