Financial Agreement for Midwifery Services
This agreement is made between __________________________________________ Client(s), and Morning Glory Midwifery LLC. 

Global fee includes:

· Initial consultation, all prenatal visits, and routine lab tests (prenatal panel & GBS)
· A home visit in the 8th month of pregnancy

· 24-hour on-call access to your midwife from 37 weeks gestation on

· Continuous care from your midwife during labor & birth, along with skilled midwifery assistants

· Postpartum care at your home within 48 hours of the birth and as needed the first week, follow up care as needed for six weeks

· Filing of the birth certificate with the State Department of Vital Statistics

· Newborn metabolic screening & normal newborn procedures like vitamin K and blood typing when client is Rh-
Global fee does not include:

· Prenatal diagnostic tests (e.g. ultrasound)

· Childbirth classes

· Client homebirth supplies – see client folder for supply list
· Any other services or medical procedures
· Rhogam shot expense
· Hearing screening
· Other postpartum diagnostic tests 
Fees: Our deposit for midwifery services during pregnancy, birth and postpartum is $2500.  The deposit provides cash flow to your midwives throughout your care and is due in full by 36 weeks.  At the first prenatal visit, a non-refundable registration fee of $250 is due.  This registration fee will be applied to services not billable to insurance.  At the first visit, we will outline a payment plan to pay the remainder of the deposit. If the deposit has not been paid in full by the 36th week, the midwives cannot attend your birth, unless arrangements have been made in writing.  

In the event of transport to a hospital, the full fee applies. We typically maintain postpartum visits and newborn care. In the event of transfer out of care before labor due to a high-risk condition, labor support services are offered for a fee of $500. For women who complete only partial prenatal care with us, the prorated fee is $150 for the initial and home visits and $90 per office visit.
Cash Payment: If you do not have insurance with out-of-hospital maternity benefits, your $2500 deposit will qualify as your cash payment. This payment is due in full by 36 weeks.  

Billing Insurance:  If you have insurance with maternity benefits, our billing service will bill your insurance company.  By entering into this contract, you authorize our billing service to release health information to your insurance company for the purpose of processing your claims.  Please note that there is no guarantee that your claims will pay, as some insurance plans cover midwifery services and some do not.  
Our billing service may bill your insurance company for the following services related to your care including, but not limited to: 

Initial visit, global fee including delivery, intra-partum care, supplies, IV therapy, newborn exams & metabolic screening, and postpartum home visits. 

We will bill your insurance company for all applicable codes that represent the care we provide to you at usual and customary rates for those codes.  The amount of the deposit has no bearing on the fees that we bill to the insurance company.  

The deposit will be applied to the deductible and co-insurance amounts applied by your insurance company to our claims.  If the insurance company pays us directly, you may be eligible for a partial refund of the deposit. 

If your insurance company reimburses you directly, which is not uncommon, you agree to contact us immediately.  We will determine how much is yours to keep and how much you should send to us.  It is not legal for you to profit on your healthcare; therefore, any amount reimbursed by insurance that exceeds the deposit must be forwarded to us, along with applicable amounts to cover your deductible and co-insurance.
This is to verify that we have read and understand the above financial agreement and have agreed to fulfill our obligations to Morning Glory Midwifery LLC as stated above. 

Client _________________________________________ Date __________________ 

Partner ____________​​____________________________ Date __________________
Practice ________________________________________ Date __________________ 
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