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CalvertHealth™ 
Medical Group Patient Financial Policy 

Self-Pay: A Self-Pay patient is any patient who does not have health insurance; chooses to submit their own claims, see a CHMG 
provider who does not participate in their health insurance plan, receive a service that requires a referral from their insurance 
company or primary care provider when they do not have the referral with them or receives a treatment they know is not covered 
by their insurance company. 

Financial Assistance: The Practice has payment plans, financial assistance, and sliding fee scale, to uninsured and others with self­
pay balances. Please ask the office assistant for further information. 

Non-Payment: If a balance remains unpaid past 90 days your account will be transferred to a collection agency or collection 
attorney. In the event your accounts remain in delinquent standing with the collection agency, you may be terminated from the 
medical group. 

Minor Patients: Any adult (parent or guardian) accompanying a minor child to their appointment is responsible for payment for 
all services rendered to the minor child at the time of the appointment. 

Physicals: Department of Transportation (DOT), 500, sports, camp and work physicals are not usually covered by any insurance 
companies. Payment for these services are expected at the time of service. 

Personal Injury Claims: CHMG will bill the current health insurance for treatment covered by the insurance company. All 
applicable co-pays will be collected at time of service. 

Account Consultation: Providers (physicians, nurse practitioners, physician assistants) are not trained to discuss financial issues 
with patients. Only CHMGs billing staff is trained to discuss your account, including charges, fees, payments, and payment 
arrangements. If you have questions about any of the financial issues related to your account, please contact the billing office at 

410-414-4555.

Worker's Compensation: Prior authorization is required from your employer before service can be provided. We require the 
following information for each claim submitted on each date of service: state where injury occurred (i.e. Maryland); date of 
injury; exact location on the body where the injury occurred and that is covered by the claim. If the claim is denied and you do 
not have health insurance, the charges will become your responsibility. 

CHMG Billing Contact Information: 

Physical Address 
CHMG Billing Office 
Prince Frederick, MD 20678 
Billing Phone Number: 410-414-4555 

Mailing Address 
CHMG Billing Department
PO Box 11759 
Newark, NJ 07101-4759 

Our practice is committed to providing the best treatment to our patients. Our prices are representative of the usual and 
customary charges for our area. Thank you for understanding our financial and payment policy. 

My signature below certifies that I have reap, understand, and agree to the terms of this Patient Financial Policy. 

Patient Signature: ____________________ _ Today's Date: __________ _ 

Patient Name: ___________________ _ DOB: _____________ _ 
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                                          Patient Privacy Policy 
                                                                     Effective Date: January 1, 2023 
 

 

The Right to Obtain a Copy of this Notice. You have the right to a paper copy of this notice at any time. 
You may ask us to give you a copy of this notice at any time. Even if you have agreed to receive this 
notice electronically, you are still entitled to a paper copy of this notice. To obtain a paper copy of this 
notice, please ask at registration or contact our Privacy Officer at the address or phone number located 
at the end of this document. 
You may obtain a copy of this notice at our website, CalvertHealthMedicalGroup.org. 
 
Your Rights Regarding Your Protected Health Information. We are required by law to maintain the 
privacy of your health information and to provide you with this Privacy Notice of our legal duties and 
privacy practices with respect to protected health information. We are required to abide by the terms of 
the Notice currently in effect. We reserve the right to change our privacy practices and this notice. We 
reserve the right to make the revised or changed notice effective for your PHI we already have as well as 
any information we receive in the future. We will post a copy of the current notice. The notice will 
always contain on the first page, the effective date of the Privacy Notice. 
 
COMPLAINTS 
If you believe your privacy rights have been violated, you may file a complaint with us and the Secretary 
of the Department of Health and Human Services. All complaints must be in writing and sent to the 
address provided at the end of this notice. You will not be penalized for filing a complaint. 
 
Contact Information 
If you require further information about this Notice, have privacy issues or believe that your privacy 
rights have been violated, please contact: 
CalvertHealth Medical Group 
Attn: Privacy Officer 
100 Hospital Road 
Prince Frederick, MD 20678  

Effective Date 
This Notice is effective January 1, 2023. 
By signing this document, I acknowledge that I have read and understood this Privacy Notice and that a 
copy of CalvertHealth Medical Group Privacy Notice was offered to me. 
 
 
Patient Signature ______________________________        Date ______________________ 
 
Patient Name       _______________________________     Date of Birth ________________ 








