CHILDREN’S HEALTH, P.C.

4425 Plank Road

Fredericksburg, VA 22407

Telephone: (540) 785-9595 Fax: (540) 785-9870

□
Valid Insurance Cards: I will provide all valid insurance cards and I am responsible for updating any and all insurance changes.
□ 
All co-pays must be paid before patient is seen by physician.  This is required by your health insurance policy.  We cannot bill co-payments.

□
Non-Participating Insurance Carriers and HMO policies: If my insurance carrier has Children’s Health listed as a participating provider at time of service, Children’s Health PC will submit claims to my insurance carrier.  If Children’s Health PC is NOT a participating provider with my insurance carrier at time of service, I am responsible for full payment at time of service.  I understand if I have an HMO policy that my doctor’s name is required by this practice to be listed as my PCP.
□
All health plans are not the same and do not cover the same services.  In the event my health plan determines a service to be “non-Covered” I will be responsible for the entire charge.  I understand payment is due at time of service or upon receipt of a statement from Children’s Health PC.

□
Patient Credits:  Any credits on my account will be credit only and not refunded unless I request one in writing.
□
If you have a check that is denied or returned for any reason we will charge $35.00 plus the amount of the check.

□
Routine Physicals & Routine Vaccines:   Preventative health checks may or may not be covered by health insurance policy I will review my individual health benefits for coverage.  If this service is not covered under my policy, I will pay for any balance of this service.  Please be aware some insurance companies MAY NOT cover routine injections or vaccines which I will be responsible for these costs.
□
All self-pay patients must pay for their visit at the time of service. 

□
All patients are subject to a No Show/Cancellation fee with less than 24 hrs. notice of appointment time.  $20.

□ 
If your family has repeated no shows or repeated cancellations without 24-hr notice, Children’s Health may dismiss your child from our practice.

□ 
If you are 30 minutes late to your appointment, you may be asked to reschedule your appointment.  

□ 
If you need a referral to see a specialist, please follow these guidelines.  For Tricare patients, we can submit a general referral request to Tricare.  They will send you a letter of approval with name of specialist your child needs to see.  For most other insurance plans including Tricare, please make an appointment with the specialist who participates with your insurance plan.  Call us with name of the specialist’s appointment date and time, phone number, fax number, reason for referral.  YOU MUST CONTACT OUR OFFICE 5 BUSINESS DAYS PRIOR TO YOUR APPOINTMENT IN ORDER TO HAVE THE REFERRAL PROCESSED.  There will be no exception to this rule unless in emergency situation.
□
 ASSIGNMENT OF BENETITS:
-I authorize CHILDREN’S HEALTH, PC to file my insurance on my behalf for services rendered.  
-I authorize payments of all medical insurance benefits to be paid directly to CHILDREN’S HEALTH, PC.  I further authorize the release of any information needed for processing any insurance claims.

-CHILDREN’S HEALTH PC files insurance as a courtesy service to our patients.  IT IS THE PATIENTS RESPONSIBILTY (OR GUARDIANS RESPONSIBILTY) to make sure you have effective insurance coverage.  In case of no insurance coverage for service rendered the patient or guardian of patient is responsible for all service fees.

-I agree that in the event of non-payment, I am responsible for any collection/court costs/legal fees involved in the process of payment recovery to CHILDREN’S HEALTH, PC.

I authorize Children’s Health, PC to leave a non-urgent message concerning labs or x-ray results on my answering machine or voice mail.
If you have any questions or need to setup payment plan please contact our billing department who is in the office Tuesday, Wednesday, and Thursday. 

Parent/guardian signature: _____________________________________

Date: _________________
