
Ph ys ician Se rvice s

6278 N. Fe de ral H w y Ste  286
Ft. Laude rdale , Florida 33308

9 54-351-0369  Fax800-208-1009

Ph ysician Se rvice s Agre e m e nt

Th is agre e m e nt is  not a contract for any spe cific pe riod of tim e  and clie nt as w e ll as Ph ysician Se rvice s m ay 
te rm inate  th e ir re lationsh ip w ith  a 30 day w ritte n notice .

Th is  agre e m e nt is  be tw e e n __________________________________________________________  (Provide r) 
and Ph ysician Se rvice s (PS), m ade  th is  ______  day of _____________________________  20______.

All m onie s  w ill go dire ctly to said provide r from  any and all insurance  com panie s  or payors and at no tim e  
w ill m one y go to (PS).

Provide r w ill pay a se t up Fe e  of $250 m aile d w ith  a signe d copy of agre e m e nt form  be fore  any billing be gins. 
D octor unde rstands fe e s  from  "Billing Se rvice  Fe e s  and Program " and $600.00 m onth ly invoice  
policy.

Provide r agre e s  to spe ak  to (PS) account re pre se ntative  on a m onth ly basis  to assure  satisfactory se rvice .

Provide r w ill e m ail in all billing and w ill fax  or e m ail EO B's. Any softw are  ne ce ssary to allow  doctors 
com pute r to dow n load billing to us w ill be  paid by doctor.

Th is  agre e m e nt can be  am e nde d by th e  provide r and (PS). Th is  agre e m e nt is  to abide  by th e  law s of Florida.

Any colle ction fe e  ne ce ssary to colle ct a de dt w ill be  paid by th e  de dtor.

________________________________________________
PRO VID ER
________________________________________________
Gre g Barne s/PH YSICIAN SERVICES

State  Lice nse  Num be r: _________________________



Ph ys ician Se rvice s

6278 N. Fe de ral H w y Ste  286
Ft. Laude rdale , Florida 33308

9 54-351-0369  Fax800-208-1009

Invoice  paym e nt policy

Inde m nification

I do h e re by unde rstand th at m y pe rsonal insurance  CA w ith  Ph ysician Se rvice s ge ts paid upon m y paym e nt 
of invoice . All invoice s w ill be   faxe d on th e  1st of e ach  m onth  and all invoice  paym e nts are  due  in  Ph ysician 
Se rvice s office  by th e  due  date .

I do unde rstand th at if invoice  is  not re ce ive d th e n all w ork  on m y  account w ill ce ase  until invoice  is  paid. If 
paym e nt of invoice  is   late , a late  fe e  of 10%  of invoice  am ount w ill be  asse sse d. If m y ch e ck  bounce s I agre e  
to pay a $50 bounce d ch e ck  fe e  as w e ll as I  unde rstand th at until I m ak e  m y ch e ck  good and pay th e  $50 
bounce d  ch e ck  fe e  all w ork  on m y account w ill ce ase .

I do unde rstand th is  invoice  paym e nt policy and w ill com ply w ith  th e  te rm s.

_____________________________________________________     ______________
D octors signature  D ate

 Clie nt sh all inde m nify and  de fe nd Com pany, and its truste e s, office rs, contractors, e m ploye e s   from  and 
against any actions, suits, claim s, judgm e nts, liabilitie s,  costs and e xpe nse s  (including re asonable  
attorne ys' fe e s) arising  out of or re lating to any acts of th e  Clie nt, e spe cially, but not  lim ite d to, clie nt's 
furnish ing Com pany w ith  any inform ation  conce rning billing m atte rs. It is  cle arly unde rstood th at th e  
 Com pany m ak e s  no inve stigation of th e  coding or bills furnish e d  to it by th e  Clie nt. Th e  Clie nt's obligation 
to so inde m nify and  de fe nd th e  Com pany sh all be  for a pe riod of six (6) ye ars follow ing  th e  te rm ination of 
th is  Agre e m e nt. Noth ing in th is  paragraph  or e lse w h e re  in th is  Agre e m e nt sh all cre ate  or give  to th ird partie s  
 any claim  or righ t of action against th e  Com pany.

_____________________________________________________       _____________
Clie nt Signature D ate

____________________________________________________
Ple ase  Print Clie nt Nam e

(Th is  page  m ust be  s igne d and attach e d to th e  agre e m e nt form  w ith   paym e nt be fore  any billing is  starte d.)




