PATIENT REGISTRATION FORM

Patient Name DOB M/F

Fatient Name DOB M/F

Fatient Name DOB M/F

Fatient Name DOB M/F

WHERE DO CHILDREN/CHILD RESIDE: MOTHER D FATHER D GRANDFPARENT D OTHER D
FATHER'S INFORMATION

Father's last name: First Name: Birthdate: Social Security #:

Street Address City State Zip:

Cell Phone Other Phone # | Marital Status: |

() ) SMDW )

Employer: Occupation: Email:

MOTHER'S INFORMATION

Mother's last name: First Name: Birthdate: Social Security #:
Street Address City State Zip:
Cell Fhone #: Other Fhone # Marital Status:
C ) () - SMD W
Employer: Qccupation: Email:
Plense oive Imur|t|l|:.|.l-ll:l::lIJrllll'ILII[h-| i Front Desk INSURANCE INFORMATION Flease give Ir1!-:lll'::_:l::::lfl1::lq;:;lli_5| o Front Desk .,|
Frimary Insurance Co: Folicy # Group # Effective Date:
Policy holder / Responsible Farty: Claims Address:
Secondary Insurance Co: Folicy # Group # " Effective Date:
Folicy holder / Responsible Party: Claims Address:
- |
Pharmacy Name Pharmacy Phone # Pharmacy Address '

EMERGENCY CONTACT INFORMATION
Contact Personinot living at the same address) | Relationship to Patient Work Phone No: Cell phone No:

& HES ; ] . CANCELLATION & NO SHOW FPOLICY .
ACCOUNTABILITY (HIFAA) Our requested cancellation policy is a 24 hour netice for well 5
Please sign below that an opportunity to review a copy of our HIPAA | child checkup visits and consultations. A §75.00 fec will be
notice for all children listed has been made available for you upon | assessed per child for any missed or cancelled appointment
request and found on our website at www.georgetownpediatrics.com. | without 24 hour notice. Your cancellation must be made during
You are entitled to a copy of the notice at any time to keep for your | regular office hours. As always, emergencies and unforeseen
records. This is also a consent that I understand the information [ have | circumstances are taken into consideration. By signing below |
given is correct to the best of my knowledge and will be held in the | am aware and understand the policy.

strictest of confidence. 1 understand it is my responsibility to inform |
this office of any changes in my child/children’s status.

Signature: Date: Signature: Date:




Georgetown Pediatrics’ Policies & Fees

Co-Pays: Payments are to be paid at the time of service. This includes co-pay and/or any deductible amount at each visit.

We will not bill for co-pays. If co-pay payment is not made same day and is billed an additional $25.00 fee will be added to
the account.

Insurance: We participate contractually with a number of insurance companies. If we participate with your child’s

}lﬂsurﬂnl:t company, as a courtesy, we will file any claims made for your visit. It i1s your responsibility to bring your
insurance card and photo identification to every visit.

If your child is a visitor to our practice, has no insurance, a participant in a plan we do not accept or participate with, or we
are unable to verify your insurance is effective, you will be responsible for payment in full at the time of service and will be
considered a “Private Pay” patient. We offer a prompt payment discount to “Frivate Pay” patients if the charges are paid at
the time of service and no insurance is to be filed. In the event we cannot verify your insurance, you will be responsible for
payment in full at the time of services or you may choose to reschedule.

If your child is covered by a HMO or POS plan and we are not listed as your primary care provider, we will see your child,

but you will be considered “Frivate Pay™ and required to pay for services as they are rendered until Primary Care Provider
is correct.

Should any discrepancy occur regarding your understanding of benefits and coverage, it is your responsibility to resolve
such matters with your insurance company. Georgetown Pediatrics, P.C. will expect payment from you as indicated by

Payment Arrangements: If you are unable to pay your balance in full from the statement date, please contact our office
immediately for a written and signed payment plan. Failure to do so may result in additional finance charges being applied
to your account, If you fail to make payment in full for services rendered in a timely manner, your outstanding balance will
be sent to a collections agency. You will be responsible for any fees associated with the collection of your balance. Failure
to meet your financial responsibility with our practice may lead to dismissal from the practice.

Divorce, Separation or Blended Family: At Georzetown Fediatrics, PC, we understand that issues related to divorce are very
difficult for the entire family. However, we will not be party to custodial, separation or financial disputes relating to
individuals with regard to minor children to whom services are provided. All copays, co-insurance, and deductibles will be
collected at the time of service from the individual accompanying the child at the visit. Both parents have access to the
minor child’s medical record unless we are provided with a copy of a court order that mandates otherwise. We maintain
that divorce, separation, and custody agreements should not enter into the medical care of a child; such matters should
remain between the parents.

Annual Administrative Fee (effective 2/1/2023) Our office finds it necessary to collect an annual Administrative Services
Fee (ASF). The ASF will be $30.00 for one child or $§45.00 per family. These administrative fees are intended to cover the
cost of certain administrative services we provide that are not covered by your insurance. Such as, after hours calls to
CHOA (these calls are charged to our practice), completion of all forms including, FMLA, disability forms, physical forms,
school forms, patient requested generated reports, such as claims, statements, payment histories as well as pharmacy
preauthorization’s and insurance pre-certification’s.

I have read, fully understand, and agree to abide by the above consent for medical treatment, financial responsibilities,
release of medical information, fees and insurance authorization for child/children listed below.

MName: DOB Name: DOB

Name: DOB Name: DOR

Parent/Guardian Signature: Date:




