Name of Patient: __________________________	                                                             Date: ____________
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OFFICE POLICIES
BEHAVIOR:
We have a ZERO TOLERANCE for bad behavior toward the staff and/or our doctors.  The doctors and their staff reserve the right to withdraw further professional attendance upon your child/ children.  You will be notified by letter. This decision is final. 

APPOINTMENTS:
 To be seen in a prompt manner, please make an appointment for EACH child & come in at least 15 mins before your appointment. If you arrive more than 15 mins late, your appointment will be treated as a walk-in.  If we cannot work you in, you will be rescheduled.  ***Please note that 3 no-shows in a year will result in dismissal from our practice.***

AFTER HOURS ANSWERING SERVICE:
If it is an emergency, please call 911 or go to your nearest hospital.  Only urgent medical calls will be returned.  If your call concerns scheduling, medication refills, referrals, paperwork, lab results, etc., please call the next business day.

IMMUNIZATION POLICY:
Our office strongly supports immunizations and vaccine education.  We will no longer be able to see patients that refuse required immunizations in order to protect our patients.

REFERRALS:
Please allow up to 5 business days for the paperwork to be sent to the referred doctor and to be notified of that doctor’s appointment information.

I have read the policies and procedures above and agree to adhere to them.  __________(initials)

AUTHORIZATION OF TREATMENT AND ASSIGNMENT OF BENEFITS
I authorize Nurture Kids Pediatrics to treat my child.  I further authorize payment directly to Prudencio E. Laroya, M.D., P.A. for all my medical benefits otherwise payable to me under the terms of my insurance.  I understand that I am financially responsible for all charges.  I authorize the use of this signature on all of my insurance submissions.  I permit a copy of this authorization to be used in place of the original. __________(initials)

RELEASE OF DATA FOR e-PRESCRIBING
I authorize Nurture Kids Pediatrics to exchange prescription data with any/all prescription networks to facilitate the care of my child(ren) named above.  This will include but is not limited to medication history checks, prescription eligibility coverage, generic vs. branded drug costs, and drug interaction verification.  This authorization is not limited in time. __________(initials)

PRIVACY STATEMENT ACKNOWLEDGEMENT
I acknowledge Nurture Kids Pediatrics has provided its Notice of Privacy Practices, either posted or an individual copy, which provides a detailed description of the uses and disclosures allowed regarding my child’s protected health information.  If revisions are made, I understand that it is my responsibility to request a revised copy. 
__________(initials)

FINANCIAL POLICIES
CONTRACTED INSURANCE PLANS: 
Prudencio E. Laroya, M.D., P.A. dba Nurture Kids Pediatrics, verifies insurance eligibility as a courtesy to our patients.  However, it is your responsibility to inform us of any changes to your insurance.  ALWAYS BRING AN UPDATED INSURANCE CARD.  If we are not provided with the correct information at the time of service, you may be responsible for payment in full as there are “timely filing” deadlines with each insurance company.  

An estimate of the “member’s responsibility” (copay, deductible, coinsurance, etc.) will be collected at the time of service.  Any further patient responsibilities will be billed and mailed to the address on file.  If payment is not received at the time of service, then a service fee of $10 will be added to the amount due __________(initials)

Your insurance company may send a request for updates (i.e. secondary insurance, medical records, etc.).  It is important to respond to them immediately.  They will deny all claims until they are contacted and the information is given.  As the guarantor, you will be responsible for the outstanding bills that may result from not providing the information requested in a timely manner. __________(initials)

Non-Contracted Insurance Plans/ Uninsured Patients: 
Full payment is due at the time of service. __________(initials)

Divorce, Separation, and Custody Agreements: 
The responsible party for payment of services is/are the individual(s) who signed the financial agreement.  Nurture Kids Pediatrics will not be involved in any financial disputes between guardians of the patients.  Any reimbursement requested from the other guardian, will not be billed by Nurture Kids Pediatrics.  __________(initials)

Billing and Collection Fees: 
Any can offer a 3-month payment plan as follows: 1st payment (half the outstanding balance), 2nd payment (half the remaining balance), and 3rd payment (final balance).  If a payment plan is not reached, the outstanding balances will be forwarded to our collection agency after 3 months and you will be discharged from our practice.  We reserve the right to charge 1.5% per calendar month (18%) annually, as provided by Florida law on all past-due account balances.  If your account goes to collection you will be financially responsible for all collection fees, legal fees, attorney costs that our office incurs through the process utilized to collect the overdue balance. __________(initials)

Returned Checks: 
There will be a $35 charge added for returned checks in addition to the original amount of the check.  You will have 15 days to clear up the outstanding check.  If you do not pay the fees in the allotted time, your balance will be sent to a collection agency.  __________(initials)


FINANCIAL RESPONSIBILITY
I authorize medical care and accept the financial responsibility for my children, stepchildren, and/or the child(ren) that I am accompanying.  I am responsible for all fees and will assure the charges are paid in a reasonable time.  I have read and fully understand the financial policies of Prudencio E. Laroya M.D., P.A. (dba Nurture Kids Pediatrics) and agree to the terms.  I also understand that the terms of these financial policies may be amended by the Practice at any time without prior notification
 
Name of guardian/Parent:_________________________________ Relationship to patient_____________________________
Signature:___________________________________   Date:________________

Name of guardian/Parent:_________________________________ Relationship to patient_____________________________
Signature:___________________________________   Date:________________




Person Filling out Form:______________________________Relationship to Patient:_________________	
image1.png
NURTURE KIDS PEDIATRICGS





Name of Patient: __________________________


    


        


                                                 


Date: ____________


 


 


Person Fil


ling out Form:______________


_____


_


___


_______


Relationship to


 


Patient


:___________


______


 


 


 


OFFICE POLI


CIES


 


BEHAVIOR


:


 


We have a ZERO TOLERANCE for bad 


behavior toward the staff 


and/


or 


our


 


doctors.  


The doctors and 


their staff reserve the right to withdraw further professional attendance upon your child/ children.  You 


will be notified by letter. 


This decision is final.


 


 


 


APPOINTMENTS:


 


 


To be seen in a pr


ompt manner, 


please make an appointment for EACH child


 


& come in at least 1


5


 


mins before your appointment.


 


If you arrive more than 15 mins late, your appointment will be treated 


as a walk


-


in.  If we cannot work you in, you will be rescheduled. 


 


***


Please note that 3


 


no


-


shows in a 


year will result in dismissal from our practice.***


 


 


A


FTER HOURS ANSWERING SERVICE:


 


If 


it is an emergency, please call 911 or go to your nearest hospital.  Only


 


urgent


 


medical 


calls will be 


returned


.  If 


your call


 


concern


s


 


scheduling


, 


medication refills, 


referrals, paperwork, lab results, etc., 


please call the next business day.


 


 


IMMUNIZATION POLICY:


 


Our office


 


strongly supports immunizations and vaccine education.  


We will no longer be able to see 


patients that refuse required immunizations in order to protect our patients.


 


 


REFERRALS:


 


Please allow 


up to 5


 


business


 


days for 


the 


paperwork to be sent to 


the 


referred doctor and to be notified 


of


 


that doctor’s appointment information.


 


 


I 


have read the policies and procedures above and agree to adhere to them.  


__________


(initials)


 


 


AUTHORIZATION OF TR


EATMENT AND ASSIGNMENT OF BENEFITS


 


I authorize 


Nurture Kids Ped


iatrics to treat my child.  I further authorize pa


yment directly to Prudencio E


. 


Laroya, M


.D., P.A. for all my medica


l benefits otherwise pay


able to me u


n


der the terms of my insurance.  


I understand that I am financially 


responsible


 


for all charges


.  I authorize the 


use of this signature on all 


of my insurance submissions.  I permit a copy of this authorizati


on to be used in place of the original.


 


__________


(initials)


 


 


REL


EASE OF DAT


A FOR e


-


P


RESCRIBING


 


I authorize Nurture Kids Pediatrics to exchange prescription dat


a with any/all prescription networks to 


facilitate the care of my child(ren) named above.  This w


ill include but 


is 


not limited to medication 


history 


checks


, prescription eligibility


 


coverage, generic vs. branded drug costs, and drug interaction 


verification.  This 


authorization


 


is 


not limited in time.


 


__________


(initials)


 


 


PRIVA


CY STATEMENT ACKNOWLEDGEMENT


 


I


 


acknowledge Nurture Kids Pediatrics has provided its Notice of Privacy Practices, either posted or an 


individual copy, which provides a detailed description of 


the uses and disclosures allowed regarding my 




Name of Patient: __________________________                                                                 Date: ____________     Person Fil ling out Form:______________ _____ _ ___ _______ Relationship to   Patient :___________ ______       OFFICE POLI CIES   BEHAVIOR :   We have a ZERO TOLERANCE for bad  behavior toward the staff  and/ or  our   doctors.   The doctors and  their staff reserve the right to withdraw further professional attendance upon your child/ children.  You  will be notified by letter.  This decision is final.       APPOINTMENTS:     To be seen in a pr ompt manner,  please make an appointment for EACH child   & come in at least 1 5   mins before your appointment.   If you arrive more than 15 mins late, your appointment will be treated  as a walk - in.  If we cannot work you in, you will be rescheduled.    *** Please note that 3   no - shows in a  year will result in dismissal from our practice.***     A FTER HOURS ANSWERING SERVICE:   If  it is an emergency, please call 911 or go to your nearest hospital.  Only   urgent   medical  calls will be  returned .  If  your call   concern s   scheduling ,  medication refills,  referrals, paperwork, lab results, etc.,  please call the next business day.     IMMUNIZATION POLICY:   Our office   strongly supports immunizations and vaccine education.   We will no longer be able to see  patients that refuse required immunizations in order to protect our patients.     REFERRALS:   Please allow  up to 5   business   days for  the  paperwork to be sent to  the  referred doctor and to be notified  of   that doctor’s appointment information.     I  have read the policies and procedures above and agree to adhere to them.   __________ (initials)     AUTHORIZATION OF TR EATMENT AND ASSIGNMENT OF BENEFITS   I authorize  Nurture Kids Ped iatrics to treat my child.  I further authorize pa yment directly to Prudencio E .  Laroya, M .D., P.A. for all my medica l benefits otherwise pay able to me u n der the terms of my insurance.   I understand that I am financially  responsible   for all charges .  I authorize the  use of this signature on all  of my insurance submissions.  I permit a copy of this authorizati on to be used in place of the original.   __________ (initials)     REL EASE OF DAT A FOR e - P RESCRIBING   I authorize Nurture Kids Pediatrics to exchange prescription dat a with any/all prescription networks to  facilitate the care of my child(ren) named above.  This w ill include but  is  not limited to medication  history  checks , prescription eligibility   coverage, generic vs. branded drug costs, and drug interaction  verification.  This  authorization   is  not limited in time.   __________ (initials)     PRIVA CY STATEMENT ACKNOWLEDGEMENT   I   acknowledge Nurture Kids Pediatrics has provided its Notice of Privacy Practices, either posted or an  individual copy, which provides a detailed description of  the uses and disclosures allowed regarding my 

