








Name of Patient Date__ /__/_ Chart #
Development 4 you concerned about the patient’s... Yes No
1. physical development? 0o
2. mental or emotional development? 00O
3. learning ability? 00
4. attention span or activity level? 0og
Ifin school, has the patient had...
1. tutoring outside of the classroom? o d
2. placement in a special or resource class? a o
3. to repeat a grade? oo
4. educational or psychological testing? oo
5. behavioral problems? 0o
Maternal and Newborn History
Pregnancy  Check if the mother had any of the following problems:
Oexcessivewt. gain ~ [Jurinary infections ~ [Jexcessiveswelling ~ [Jtoxemia ~ [Jrubella  [Jvenercaldisease = [Jother ~ [Onone
Did the mother smoke, use recreational drugs or alcohol? [ Yes [ No
Birth
Birth Weight Length Apgar Wasbaby bomnat: [JTerm [JEarly [JLate
If early, how many weeks gestation? Was labor difficult or prolonged? [JYes [JNo
Was delivery difficult or complicated? [ Yes {1No
Newbom  Check if the patient had any of the following problems:
[ feeding problems: [ Breast [J Formula
(Jslow weight gain ~ [Jmultiple formula changes ~ Ccolic ~ Cjaundice  [Jrecurring vomiting  [J recwrring diarrhea
[Jblood in stools Oother  Onone
Family History If a family member has or has had any of the following problems, check the appropriate box and list the family member:
M-Mother ~ F-Father ~ S-Sibling  GM-Grandmother ~ GF-Grandfather ~ A-Aunt  U-Uncle
j Deafness 1n 0O Immunity problems / HIV 2. O Stomach / GI
2 0 Allergies 12. O High cholesterol 2 0 Cancer
3.0 Drug allergies 13. O High blood pressure before 50 yrs 2. O Epilepsy or convulsions
4 0O Asthma 14. O Heart attack / stroke before 50 yrs 4. Hereditary problems
5 0 Eczema 15. O Other heart problems 25. (1 Learning prob. /Attent. span
6. O Respiratory infections 1l6. O Anemia / Blood disorders 26. 1 Emotional / Behavioral
7. 0 Eye or visual problems 17. 0O Diabetes before 50 yrs 2. 0 Mental illness
8 0O Ear infections /tubes 18. O Thyroid or other endocrine prob. 28. Mental retardation
9. O Tuberculosis 19. O Obesity 29. O Drug / Alcohol abuse
10. O Liver disease 2. O Bladder / Kidney 30. O Other
Provider Comments

History Reviewed by




Pediatric Associates, P.C
6190 Barnes Rd. Colo. Springs, CO 80922 719-596-4502 /Billing Dept 719-596-6550
David Baswell, M.D. Edward Kimble, M.D. Bruce MacHaffie, M.D.

Patient Name:

Financial Policy

Pediatric Associates is committed to giving your children the best possible care. We are
always happy to discuss professional fees with you at any time. It is important that you fully
understand our financial policy in order to maintain a professional relationship. Please feel
free to ask our billing department if you have any questions regarding our financial policy or
our fees. WE ACCEPT CASH, CHECKS, VISA, MASTERCARD, AMERICAN EXPRESS
AND DISCOVER CARD. THERE WILL BE A CHARGE FOR CHECKS RETURNED
FROM YOUR BANK FOR ANY REASON.

MISSED/CANCELLED APPOINTMENTS-An appointment is a Bond of Trust that we
will be here to serve you, and you will be present for your appointments. As a courtesy to our
patients, we make reminder phone calls for well visit appointments. We require a minimum of 24
hours notice for cancellations. If an appointment is cancelled in fewer than 24 hrs or if you fail
to show for an appointment, you may be charged as follows: $25 for Sick
visits/Rechecks/Injuries, $50 for Physicals/Well Child Exams, $75 for Consults (GI, Behavior,
Allergy/Asthma, Headache, etc). This fee is not covered by your insurance; therefore you will be
responsible for payment. If you fail to show for a total of 3 appointments (per family), your
children will be terminated from the practice.

COPAYMENTS-Your co-payment is due at check-in. If you cannot pay your co-payment
at the time of service, you must pay it within 7 calendar days of the visit. After that time, we will
add a $15 fee. This fee is not covered by your insurance; therefore you will be responsible for
payment. We cannot bill co-payments.

EMERGENCY OFFICE VISITS-For After Hours or Emergency work in appointments,
there will be an additional $25.00 charge which may or may not be covered by your insurance.

YOUR INSURANCE-Insurance is a contract between YOU AND YOUR INSURANCE
COMPANY. Please contact your insurance company to determine that we are a contracted
provider. If we are a contracted provider for your insurance, we will handle your claims
according to OUR contract with the insurance company. We will file claims for the insurance
plans with which we participate. PLEASE UNDERSTAND THAT:

¢ You are responsible for visit charges if eligibility cannot be verified-and until it can be
verified by your insurance.

* You are responsible for responding to any claims inquiries sent to you from your insurance
company-and charges will remain a personal balance until inquires are answered and claims
are reconsidered by insurance.

¢ We will not become involved in disputes between you and your insurance company
regarding deductibles, co-payments, covered charges, secondary insurance, “usual and
customary” charges, etc., other than to supply information as necessary.

*  You are responsible for the timely payment of your account.

Please complete other side of this form!!




e  KNOW YOUR INSURANCE - we cannot be responsible for knowing what services
performed in our office are or are not covered by each of the many insurance plans we accept.
You will be held responsible for these charges if insurance makes them your responsibility.

* In addition to collecting copays at the time of service, we will also collect coinsurance and
unmet deductibles at the time of each visit. We will try to collect the exact amounts — however
you may receive a bill if there is a difference after insurance addresses claims, OR you may
have a credit to use at the next visit or for which you may request a refund.

*  Only custodial parents will be entered as responsible parties for minors despite divorce
decrees or judgments. If you are the parent who brings the child into our office, YOU WILL
BE THE RESPONSIBLE PARTY ON THE ACCOUNT. That means you will be required to pay
the copay, coinsurance or unmet deductible AT THE TIME OF SERVICE and you will
be the parent who receives the bills. We will bill insurance under whichever parent carries
that insurance.

REFERRALS - Most insurance companies require a 72-hour turnaround time for
authorization/referrals. You must make sure that you have a prior authorization for specialists. It
is your responsibility to make sure the specialist is a participating provider for your insurance plan.
If you fail to get prior authorization, you may be held financially responsible for your visits to that
specialist. It is ultimately YOUR responsibility to know what is or is not covered by your insurance
plan before seeking recommended laboratory work, x-rays or any other treatment. PLEASE NOTE:
when one of our Physicians says “I am referring you . . .” that is the beginning of the process, not
the end; our referral coordinators are the ones to contact the insurance company for the referral.

MEDICAL RECORDS — Processing fees & copying charges may apply:
Patients have the right to view and/or have copies forwarded anywhere, the doctor’s office has an
obligation to forward records within a reasonable amount of time after receiving a signed release. I
understand that I may be required to pay the cost of preparing and mailing copies except for uses and
disclosures for the purpose of treatment, payment, and operations. No fee will be charge for sharing
medical records with other healthcare providers for continued care, this can be demonstrated by
having the medical records sent directly to the treating physician.
For personal use— (this fee is for each child’s chart) —Request for medical information of fewer than
10 pages will be provided at no charge, pages 11-20 will be $0.75 per page, then $.50 a page for
pages 21-? Actual postage or shipping costs may also be charged. **State of Colorado’s Dept of
Public Health & Environment recommended fee schedule (6 CCR 1011-1, chapter 11 §5.2.3.4) will
apply to all other releases.* THE COPYING OF MEDICAL RECORDS WILL TAKE
ANYWHERE FROM 2 TO 4 WEEKS.

I do hereby swear that I have read and that I do understand the above Financial Policy. I au-
thorize Pediatric Associates, PC, to furnish any information necessary to my insurance carrier
concerning my child’s visit, whether routine, for illness or for treatment. I further authorize pay-
ment of medical benefits to Pediatric Associates, PC, to be made by myself or by

my insurance carrier for services rendered.

If I do not pay the entire new balance with in 25 days of the monthly billing date, a late charge of
1.5% on the balance then unpaid and owed will be assessed each month (if allowed by law).

I realize that failure to keep this account current may result in my being unable to receive addi-
tional services except for emergencies or when there is prepayment for additional services. In the
case of default on payment of the account, I agree to pay collection costs and reasonable attorney
fees incurred in attempting to collect on this amount or any future outstanding balances.

Signature of parent/legal guardian date

Thank You
Pediatric Associates, PC
For all billing questions, please call 719-596-6550



July 17,2008
BILLING ISSUES:

As you know, most insurance companies have very specific regulations
about billing for health care services. As your health care providers, we are
obligated to follow those regulations in how we report services provided to
you.

* All physicians/providers must report services using a variety of codes
to tell the insurance company what was done and why.

e It is not uncommon for patients in the course of a visit to receive
both management/treatment for a problem, as well as routine or
preventive services.

* Both services must be reported to the insurance company.

e There are many different insurance companies and plans, addressing
a problem may trigger a co-pay or additional charges to your account.

* Your financial responsibility is determined by your insurance
company.

* If you have questions, please check with your insurance plan.

We are dedicated to providing the best possible care for you and your family
and to be respectful of your time.

Thank You,

Edward T. Kimble, M.D.
David L. Baswell, M.D.
Bruce P. MacHaffie, M.D.
Shirley Stewart, CPNP
Hope Slavoski, CPNP

Signature Date





