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Pediatrics Unlimited

Comprehensive Treatment Plan Agreement

Patient Name:_______________________________________

Date Of Birth: _______________________

Address: _____________________________________________________________________________________

Home Phone: ___________________   Cell Phone: ______________________   Work Phone: ________________

Email: ____________________________________

INSURANCE INFORMATION

Primary Insured Name: ________________________________
ID#: _______________________________

Insurance Company: __________________________________
Phone: _____________________________

Insurance Address: _____________________________________________________________________________

Secondary Insured Name: ______________________________
ID#: _______________________________

Insurance Company: __________________________________
Phone: _____________________________

Insurance Address: _____________________________________________________________________________

FINANCIAL POLICY

I understand I am responsible for contacting my insurance company or primary care physician for authorization of any visits to Pediatrics Unlimited Inc. I understand I am responsible for all costs not covered by my Insurance Company. These costs include, but are not limited to: Services provided which are not covered by my policy; balances after insurance payment; or failure to obtain authorization before my appointments. I understand that co-pays are typically paid at the time service is rendered unless other arrangements are made.  I understand payment will be due within 20 days to avoid interruption of services and additional charges.  If a payment is not paid within 20 days, a late fee of $25 will be billed to your account, and if the entire balance is not paid within 30 days, a finance charge will accrue at a rate of 12 % per year (1 % per month).  Account balances that are paid promptly will avoid these charges.

I hereby authorize Pediatrics Unlimited to release to any insurance company or liable third parties any records or information regarding the diagnosis, condition or treatment of the patient. I am agreeing to assignment to Pediatrics Unlimited all payments from insurance companies for therapy services rendered.


INITIAL: __________________________

NO SHOW / NO SMOKING POLICY

I understand that I am required to call a minimum of 3 hours prior to scheduled appointments to cancel, otherwise it will be considered a No Show. Two No Shows in a year, 2 weeks of cancelled appointments in a row, or 2 consecutive late arrivals will result in the loss of my standing therapy appointment(s).


INITIAL: __________________________

I understand smoking is not permitted on the premises. Failure to comply will result in loss of therapy appointment(s).









INITIAL: __________________________

FEE AGREEMENT

I UNDERSTAND THAT I AM AGREEING TO PAY FOR SERVICES:

1. THE REMAINDER OF WHICH INSURANCE HAS NOT PAID

2. SERVICES NOT COVERED BY MY INSURANCE

3. AND ANY CO-PAYS/CO-INSURANCE MY INSURANCE HAS SET

I ALSO UNDERSTAND THAT ALL FEES ARE NON-NEGOTIABLE.
 INITIAL: ___________________________

I have initialed services at Pediatrics Unlimited and understand that I will be billed by the 7th of each month for services rendered. The bill must be paid within 20 days after statement is issued. All checks are to be made payable to Pediatrics Unlimited. All service charges for any checks returned for Insufficient Funds is my responsibility.

SIGNATURE: _____________________________________________________
DATE: _______________

WITNESS SIGNATURE: ____________________________________________
DATE: _______________
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