Alpharetta Pediatrics
              
...where KIDS are special!
PATIENT INFORMATION SHEET

PATIENT NAME: _____________________________________________________________________________________________

                                                        (LAST)                                (FIRST)                           (MIDDLE)

NICKNAME : ______________________________________________________    DATE OF BIRTH: __________________________     

 (CIRCLE ONE)                    SEX:      M        F

              ADOPTED:      Y        N  

HOME PHONE: ____________________________________________    CELL PHONE: ____________________________________

E-MAIL ADDRESS: ____________________________________________________________________________________________

HOME ADDRESS: _______________________________________________________________________________________________________________

_______________________________________________________________________________________________________________

BILLING ADDRESS: (IF DIFFERENT FROM HOME ADDRESS) ________________________________________________________________________________________________________________
________________________________________________________________________________________________________________

SCHOOL ATTENDING: ______________________________________   GRADE: ____________________________________________
SIBLINGS NAMES AND BIRTHDAY: 

1)_______________________________________________________2)_____________________________________________________ 

3)_______________________________________________________4)_____________________________________________________

EMERGENCY CONTACT: ________________________________________________________________________________________                                                                                                ( NAME  AND  CONTACT NUMBER – CELL /HOME /WORK)

PRIMARY INSURED:          SELF          MOTHER          FATHER         GRANDPARENT         STEP-PARENT

PARENT MARITAL STATUS:          MARRIED                     SEPARATED
                        DIVORCED
  

FATHER INFORMATION:

                       MOTHER INFORMATION:

FULL NAME: __________________________________________           ________________________________________________

DATE OF BIRTH: _______________________________________
         ________________________________________________

EMPLOYER: __________________________________________
         ________________________________________________

OCCUPATION: ________________________________________
         ________________________________________________

WORK PHONE:________________________________________            ________________________________________________

SOCIAL SECURITY: ___________________________________
         ________________________________________________
                        MOTHER MAIDEN NAME: ________________________________________________

ASSIGNMENT OF BENEFITS:

I hereby authorize payment of medical benefits directly to the physician’s office. I further authorize the physician and/or supplier to release any information required to process insurance claims. I understand the above information to be correct and it is my responsibility to inform the office of any changes. I understand that failure to do so may adversely affect the offices ability to collect from my insurance company and that I will be responsible to reimburse the office for these services. I understand that all services provided to my child are ultimately my financial responsibility.
***** COPY OF INSURANCE CARD REQUIRED PRIOR TO SUBMISSION OF ANY CLAIMS *****
SIGNATURE OF GUARDIAN_________________________________________________   DATE_______________________

Alpharetta Pediatrics


        ...where KIDS are special!
Laura M. Bleekrode, MD

Susan G. Traxler, MD

HIPAA   Patient Acknowledgment

I have read and understand the Notice of Privacy Practices of Alpharetta Pediatrics.  I understand that I have rights outlined in this notice and can request a copy of this notice for my own personal records.  I accept this notice as a protection of my child’s medical information.

 











                             Signature of Parent or Guardian
Date

Children this Acknowledgment Protects:

__________________________________________________________

Alpharetta Pediatrics



...where KIDS are special!
Laura M. Bleekrode, MD

Susan G. Traxler, MD
General  Financial  Information

1) We require 24 hours notification for cancellation of any scheduled appointment.  Failure to provide proper notification will result in a $25.00 fee for sick appointments and a $50.00 fee for well visits.
2) There is a $20.00 fee for all returned checks.

3) We submit claims to the insurance company as a courtesy to our clients.  We reserve the right to collect the copay and any co-insurance at the time of service.  Any balance we are unable to collect from the insurance company will be your financial responsibility.    
4) Every insurance policy is different and we are unable to provide you with the specifics of your policy.  Any tests or procedures we perform are based on our evaluation of your child’s needs at the time.  Some procedures are not always covered by the insurance company even though they are medically necessary.   You will be responsible for payment of these procedures unless otherwise stated by you prior to treatment of your child.

5) Our office will keep a copy of your credit card on file.  After properly submitting your claim to the insurance, we will charge any balance indicated as patient responsibility by your insurance to your card.  A duplicate invoice will then be sent to you detailing the transaction.  

This office reserves the right to change these policies at any time.  Your signature below represents your agreement to abide by these policies.  Please feel free to speak with our billing department regarding any questions with the above policies.

I have read and fully understand the above information.

_________________________________________________         
____________________

Signature of Guardian





            Date

Alpharetta Pediatrics


    
...where KIDS are special!
Laura M. Bleekrode, MD

Susan G. Traxler, MD
     MANAGED CARE ACKNOWLEDGMENT
By my signature below, I acknowledge that I have been informed of the following information:

6) Many insurance plan requires that all health care be directed through this office.  Therefore, I must see my primary care physician or one of her associates in the office to discuss any concerns or issues before any referral will be given.  It is my responsibility to check with my insurance company to see if a written referral is required.  If so, this office will handle all the necessary paperwork.

7) Referrals must be received or confirmed prior to visiting a specialist’s office.  Failure to obtain a referral may result in my insurance carrier failing to pay for the care and I can be held financially responsible for the service.

8) Most referrals will be handled within 14 days of the request.  This is within the guidelines of the bulk of managed care health plans.  Post-dated or same-day referrals  are only completed with the approval of the physician or office manager. 

9) I must notify this office following a visit to the emergency room or an urgent care facility within 48 hours of the service.  I should not assume that CHOA, the nurse advice line, or the physician on call will notify the office.
10) If my child must see a specialist for any follow-up from an ER visit or urgent care facility visit, I must notify my PCP to obtain a referral.  I should not assume that the ER or urgent care facility has notified my physician.
_______________________________________________________           _________________

Signature of Parent or Guardian




             Date
