FINANCIAL AND HIPAA ACKNOWLEDGEMENT
Providing quality medical care for our patients is our primary concern. It is extremely difficult for us to keep track of all insurance plan requirements. Each plan has different guidelines regarding benefits provided. If you do not inform us of any special requirements in your contract and we order services that are not covered, we will have no choice but to bill you directly for those charges. Payment for those charges is then your responsibility.

I have read the office policy as stated above and agree to accept responsibility as described. I will notify Capital Pediatric Group of any changes in my insurance coverage or status that may affect the services provided.

_______________________________                              _______________________

Signature




      Date

I have reviewed Capital Pediatric Group’s Notice of Privacy Practices, which explains how my medical information will be used and disclosed. I understand that I am entitled to receive a copy of this document.

_______________________________                               _______________________
Signature 




       Date

I authorize the release of any medical information necessary to process insurance claims and request payment of benefits to the physicians or his/her associate.

_______________________________                               _______________________
Signature 



                     Date
MISSED APPOINTMENT POLICY

A $10 fee will be charged for every sick visit that is not canceled 30 minutes prior to the scheduled appointment time.

A $25 fee will be charged for every well check visit that is not canceled 24 hours prior to the scheduled appointment time.

Any patient with two missed appointments in a six month period will be terminated from the practice. 

Any new patient that misses an appointment will not be allowed to schedule any subsequent appointments.

This fee will apply to all patients; however, exceptions can be made for certain situations {exp. severe weather, auto accident}

I have read and understand Capital Pediatric Group’s missed appointment policy as stated above.
_______________________________                               _________________________

Signature




       Date
________________________________                              _________________________

Patient Name




        DOB

