



How did you hear about us?________________________________________________
ASSOCIATED PEDIATRICS INC.  - PATIENT INFORMATION 
 

Account #_____________

PATIENT Names:
For each child who has a different father or mother from  
       Sex

Birthdate



siblings you will need to complete individual forms .
_______________​​_________________  ___________________________    M   F          ____-____-____
Last






First
_______________​​_________________  ___________________________    M   F          ____-____-____

Last






First

_______________​​_________________  ___________________________    M   F          ____-____-____

Last






First

_______________​​_________________  ___________________________    M   F          ____-____-____

Last






First

_______________​​_________________  ___________________________    M   F          ____-____-____

Last






First

Father/Guardian  
Child resides here   __


Mother/Guardian
   
   Child resides here __
___   ______________________________________

_______________________________________________

LAST                                        
 First



LAST



First
_____________________________/_____________

_________________________________/_____________

Social Security #

           DOB


Social Security #

            

 DOB
Stepmother__________________________________

Stepfather_______________________________________
(If a Stepparent is the insurance guarantor, DOB_________________ & SS#_____________________________ are required. Indicate which SF - SM.)
___________________________________________

_______________________________________________

Street




Apt #


Street (if different from father)


Apt #

___________________________________________

_______________________________________________

City



ST
Zip


City




ST
Zip

(_________)__________________________________

(_________)_____________________________________

Home Phone






Home Phone
(_________)__________________________________

(_________)_____________________________________

Cell Phone






Cell Phone

____________________________________________

_______________________________________________

Employer



Occupation

Employer



Occupation
(                 )                ___         _                 ___             

(                  )_____________________________________

Work Phone






Work Phone
Primary Insurance_________________________________  Secondary Insurance______________________________

Card Holder_______________________Relation_________    Card Holder_________________________Relation_________
EMERGENCY CONTACT (other than Parent)___________________________________________________________

Relationship______________________________Phone #_________________________  _______________________









Day



Evening

I understand that I am financially liable for any and all expenses incurred, regardless of insurance coverage, including any and all HMOs.  It is only 
as a courtesy that Associated Pediatrics, Inc will file insurance claims to those insurances that they participate with.  I also understand that all copays, 
deductibles and non-covered services are to be PAID AT THE TIME OF SERVICE.  It is my responsibility to know and understand my insurance policies         coverage and limitations and that Associated Pediatrics will not accept responsibility for a disputed claim.

I authorize insurance payments to go directly to Associated Pediatrics and for the release of necessary information to my insurance company, including     but not limited to medical records and billing information.  I understand I am responsible for the $25.00 MISSED APPOINTMENT FEE on appointments that are        not cancelled with 24hours notice, and that this fee must be paid prior to my child/children receiving their physical exams.  

PRIVACY PRACTICES ACKNOWLEDGEMENT (Posted in waiting room)

I have received the Notice of Privacy Practices and I have been provided an opportunity to review it.
*********  I permit Associated Pediatrics to leave information regarding my child’s appointment on voice mail or answering machine.  ************
Signature______________________________________________________Date____________________________ptud.grs
CONSENT TO EXAMINE & TREAT A MINOR
1. I, ___________________________________________, do hereby consent and authorize Associated Pediatric physicians and or its             associates, assistants or designees as may be selected by him/her, to examine and/or treat my child/children.

2. I affirm that I have the legal right to consent to this.

3. This consent is binding until specifically revoked by myself or another person who has the legal right to sign or revoke this authorization.

4. I am aware that the practice of medicine and surgery is not an exact science, and I acknowledge that no guarantees have been made to me as to      the results or examinations and or treatments.

5. I give the physicians or their designee permission to treat my child/children in my absence.
___X________________________________________________________
Signature of Parent/Legal Guardian
FINANCIAL POLICY AGREEMENT
Welcome
We are committed to providing you with the best possible medical care.  If you have special financial needs, payment arrangements should be discussed         with our billing department prior to receiving services.    The following information is provided to avoid any misunderstanding or disagreement concerning          payment for professional services.
Check In
Our office participates with a variety of insurance plans.  It is your responsibility to:

· Know the coverage and limits of your insurance policy.

· Present all current insurance cards at every visit – including Medicaid cards if applicable.

· Confirm participation of providers with whom you are seeing; or referred to from our office prior to receiving services.

· Pay for any outstanding balance and time of service copay at each visit.  
* If child will be accompanied by a designee, designee must provide all necessary insurance information and payments if any.

If you have insurance that we do not participate in, payment in full is expected at the time of service and must be paid upon completion of visit.  

Miscellaneous Charges
· Return Check Fee – Non Sufficient Funds (NSF) checks are subject to a $30.00 fee (in addition to fees from your bank).

· Medical Records Charge – I understand there is a charge for a copy of medical records for myself or if sent to another physician.
· After Hours Charge – I understand there will be an additional charge billed for services provided after regular office hours.

· Cancellation Policy – I understand I will be charged for appointments that are not cancelled or rescheduled with 24 hours advance notice.                       (Please help us serve you better by keeping your scheduled appointment time.)  
· Non Covered Services – (Services denied or rejected by your insurance company for any reason).   Our physicians prescribe to the highest ethics of medicine and will provide the same standard of medical care to every patient.  Denial from your insurance for a service received reflects your policy        limits and can not be known by your physician or the practice.  I agree to bring any dispute about my coverage to my insurance company and still   guarantee timely payment to Associated Pediatrics regardless of outcome.
· Collection Fees – If in the event I become delinquent on my account, I understand that I will be financially responsible for paying any and all fees        assessed to Associated Pediatrics in addition to my outstanding balance if turned over to a collection agency. 
Appointment Times 
It is important that you be on time for appointments as untimely patients can drastically affect the timeliness of your physician to see other patients.  If you        are late for an appointment you may be asked to reschedule your appointment.  Our physicians will always do their best to see patients as close to their appointment time as possible.  However, emergencies do occur and hospital care could have taken longer than planned.  If we seem to be taking more           time than usual with another patient please rest assured that your child will be given the same attentive medical care.  
Newborns
I understand that it is my responsibility to contact my insurance to have my newborn child added to my insurance within the first week of birth if not sooner as dictated by my insurance company.   I understand that failure to do so will jeopardize my child’s ability to be insured.  I will provide Associated Pediatrics with    my child’s health care coverage information immediately upon receipt and within 28 days of birth to assure timely billing.  I understand that failure to contact      my insurance company will result in my child not having health care coverage and I will be financially responsible for all medical services including hospital      charges and visits from birth.
Parent Financial Responsibility
Associated Pediatrics will not become involved between parents, guardians, attorney or court orders with regards to financial responsibility.                        Payment issues between any of the parties must be resolved prior to services being rendered as payment is due at the time of service.  Bills that remain       unpaid will be reported under both parents/guardians for collection purposes.

In agreeing to have my child/children treated by Associated Pediatrics, I agree to all terms, policies and conditions set forth by Associated Pediatrics,         whether stated or unstated.  I have read and understand the financial policy.
_X___________________________________________________________



_________________________
Signature of Parent/Legal Guardian








Date

