
Billing Information for Patients Who Have Appointments
in Doctor’s Offices or Outpatient Clinics
When you receive services in your physician’s office or outpatient clinic, your billing statement will show either a facility and/or treatment room charge under the Hospital Services section of your statement. Your billing statement will show services in two categories as noted below:
•   Hospital Services: covers the use of the room and any medical or technical services, supplies or equipment. The facility and/or treatment room charge will be shown here.
•   Physician and Clinical Professionals: covers your doctor’s services, treatment or procedures
The facility and/or treatment  room charge is the result of Cleveland Clinic’s physician offices and outpatient clinics being classified as hospital outpatient  departments, also called provider-based* facilities.
Provider-based billing applies to all patients, regardless of the type of insurance you have. The way your insurance covers facility and/or treatment room charges will be different, based on whether you have insurance through your employer, some other insurance company or if you are covered by Medicare.
How this affects you if you are covered by your employer health plan or other insurance (not Medicare): The way your insurance company handles these charges will vary based on your health plan. Some insurance companies may apply these charges to your annual deductible.  To find out what will be covered, contact your insurance company. If you have additional questions about this charge, call one of our financial counselors or Cleveland Clinic Customer Service 866.621.6385.
How this affects you if you have Medicare:
•
The Hospital Services charge(s) will be billed to Medicare Part A.
•
The Physician And Clinical Professionals charge will be billed to Medicare Part B.
You will receive two Medicare Summary Notices (MSNs): one for Part A and one for Part B:
•
If you have secondary insurance, we will submit any balance to that insurance company.
•
If your secondary insurance does not cover the remaining balance or if you do not have secondary insurance, the balance will be billed to you.
Medicare requires that we give you an estimate of your Part A and Part B charges if you do not have secondary insurance.  These amounts may be different, depending on the services you receive. Here is an estimate of what a Medicare patient may be responsible for if there is no secondary insurance
(Call Cleveland Clinic Customer Service 866.621.6385 or see the financial counselor for additional
estimates):
	
	Part A
(Hospital)
	Part B
(Professional)
	
	Part A
(Hospital)
	Part B
(Professional)

	Office Visit Level 1
	$11
	$4
	Joint Injection
	$37
	$7

	Office Visit Level 5
	$35
	$24
	Chest X-Ray
	$9
	$2

	Emerg Visit Level 1
	$10
	$3
	Cystoscopy
	$102
	$19

	Emerg Visit Level 5
	$69
	$26
	Skin Biopsy
	$21
	$7


*Provider-based is a Medicare classification.  It means that hospitals have met specific Medicare regulations to have their outpatient doctors’ offices and clinics classified as provider based.  Most large hospital systems are classified
as provider based by Medicare, which results in uniform billing. Provider-based billing applies to all patients, not just Medicare patients.
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