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Account Updated by:    


PAI Patient Registration/Update Information Form

	
	Current Information
	New/Changed Information

	Patient Name
	«First_Name_and_Initial» «Last_Name»
	

	 Address
	«Address_1» «Address_2»
	

	 City / Zip
	«City», «State»  «Zip_Code»
	

	 Preferred Phone Number
	«Phone_Number»
	

	 Date of Birth
	«Date_Of_Birth»
	Sex:  «Sex»
	

	
	
	Child resides with:
	

	Guarantor
	«Guarantor_First_Name» «Guarantor_Last_Name»      Account # «Guarantor_Account_Number»
	

	 Address
	«Guarantor_Address_1»
	

	 City / Zip
	«Guarantor_City», «Guarantor_State»  «Guarantor_Zip_Code»
	

	 Phone 
	«Guarantor_Phone_Number»
	

	Preferred Phone
	«Cellular_Phone_Number»
	

	Preferred Email
	
	

	Date of Birth
	
	D.O.B.: «Guarantor_Date_of_Birth»
	

	Parent #2  
	Name:
	

	 Address  ( Same as      Guarantor
	«Secondary_Address_2», «Secondary_City», «Secondary_State»  «Secondary_Zip_Code»
	

	 Phone
	«Secondary_Phone_Number»
	

	Preferred Phone Number
	
	

	Date of Birth
	
	D.O.B.: «Default_Policy_Holder_DOB»
	

	Emergency Contact (not residing at the same address)
	«Emergency_Contact_Name»
	

	Phone 
	«Emergency_Contact_Phone»
	

	Relationship to Patient
	«Emergency_Contact_Relationship»
	

	Primary 

Insurance *
	«Ins_1_Company_Name»

	Secondary
Insurance *  
	«Ins_2_Company_Name»


	 Policyholder 
	«Ins_1_Pol_Holder_First_Name»  «Ins_1_Pol_Holder_Last_Name»
	 Policyholder 
	«Ins_2_Pol_Holder_First_Name» «Ins_2_Pol_Holder_Last_Name»

	 Group # / Member #
	«Ins_1_Group_Number»
	«Ins_1_Certificate_Number»
	Group #/Member #
	«Ins_2_Group_Number»
	«Ins_2_Certificate_Number»

	Authorization for Treatment already includes both biological parents this section is for any one OTHER than the parent(s)(i.e. Aunt, uncle, grandparent, step-parent, sibling, etc.)

	I give my consent and authorization for persons I list below to have the right and privilege to request service or treatment for all minors listed on this form, should I not be present or available by telephone

	Name:
	Relationship to Patient

	Name:
	Relationship to Patient


Additional Information: _______________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

CONSENT TO TREAT:  I request and give consent to my physician to provide and perform such medical/surgical care, tests, procedures, drugs and other services and supplies as are considered necessary or beneficial by my physician for my child’s health and well being.  I acknowledge that no representations, warranties or guarantees as to the results or cures have been made to me or relied upon by me. 

RELEASE OF PROTECTED HEALTH CARE INFORMATION: I give my consent and authorization for the staff of Pediatric Associates, Inc. to leave protected Health Care Information about my child on my answering machine or voice mail via the telephone number(s) I have listed above.  I also give my consent for PAI to receive and respond to my emails that may contain PHI or send out emails that may contain PHI with verbal consent.  I understand that I may revoke this privilege at any time by submitting my request in writing to this office.

I have reviewed the information above and verified its accuracy or made any needed changes.

                                                                        

__________

Patient /Legal Guardian Signature


Date



PEDIATRIC ASSOCIATES, INC. 

FINANCIAL POLICY

Payment is required at the time services are rendered unless other arrangements have been made in advance.  This includes applicable coinsurance and co-payments for participating insurance companies.  Payment will be expected from whoever brings the child in for the appointment even if they are not the account guarantor.  If a divorce decree requires the other parent to pay all or part of the treatment costs, it is the authorizing parent or guarantor’s responsibility to collect from the other parent. Pediatric Associates, Inc. accepts cash, personal checks, Visa, MasterCard, Discover, and most debit cards.  There will be a service charge of $20.00 on all returned checks.  We understand that full payment may not be possible in certain circumstances.  As a courtesy, we offer a monthly payment plan.  This payment plan is a binding contract referred to as a “Monthly Payment Agreement”.  In order for services to be rendered, patients with a payment arrangement must be in full compliance with all conditions of the payment arrangement.  Failure to make scheduled payments on the monthly payment agreement or not paying off a balance in full may result in your account being turned over to a collection agency.  We may advise you to seek your child’s immunizations through a clinic or health department due to your financial situation.  
INSURANCE:

You will be expected to present your insurance card with each visit.  We bill participating insurance companies as a courtesy to you.  It is your responsibility to know your insurance.  If the insurance company has not processed or paid a claim within a timely manner, payment of the account may become the responsibility of the guarantor.  Your health plan may not be liable for service rendered if any of the following conditions apply:

My child/children may have a preexisting condition or other diagnosis that may not be covered by my plan.



Provider not participating in my health plan



Unmet deductible under my health plan contract



Services may not be covered under my health plan

Well child checkup, immunizations, as well as other routine services may not be covered by some insurance plans.  

If you feel that your insurance company unfairly denies your claim, it is your responsibility as parent/guardian to pursue the insurance company on your child’s behalf.  If you need assistance or have questions, you may contact our Patient Accounts Coordinator Monday – Friday between the hours of 7:00 a.m. and 4:00 p.m. at (260) 918-2593.

REFUNDS:

Overpayment will be refunded upon request to the responsible party within 30 days.

REFERRALS/PRIOR AUTHORIZATIONS:

It is your responsibility to know your insurance policy.  If you are enrolled in an insurance that requires a prior authorization or written referral for a specialty service, you must notify our office before the appointment. Our office will not be held responsible for any service that has been denied due to lack of authorization. 

COLLECTIONS:

Referral to our professional collection service will be made on delinquent accounts when payment and/or payment arrangements have not been made. If your account is referred to a collection agency, you agree to pay all collection costs that are incurred.  This could also result in dismissal from our practice.  Should your family be dismissed from the practice, you will receive written notification and given adequate time to find a new medical provider.  If your account is submitted to a collection agency, the fact that you received treatment at our office may become a matter of public record.

Once you have signed this agreement, you agree to all the terms and conditions contained herein, and the agreement will be in full force and effect.  I have read and understand the Financial Policy of Pediatric Associates, Inc. and that I am ultimately responsible for the charges incurred by my child/children as their legal parent or guardian.  I hereby authorize my insurance benefits to be paid directly to the physician unless paid in advance by the patient, and I am responsible for non-covered services.  I hereby verify that the billing, insurance and patient information is accurate and current.  I also authorize the physician to release any information required to process this claim and agree that a photocopy of this authorization is as valid as the original.

______________________________________

_______________________        
  Responsible Party’s Signature




      Date

