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Integrative Pediatrics, LLC

Safe passage in a changing world.

Patient Information Sheet

To ensure accuracy, please complete insurance section, despite
scanning of your insurance card. Thank you!
Patient(s) Insurance Carrier:
d.ob Subscriber:
d.ob 1D#
d.ob. Group #
d.o.b. Co-pay Amount $

Home Address: Secondary Insurance?
Subscriber:
ID#
Group #

Apt #, City, State & Zip

Mother’s Name:  Please write clearly!

Name: Sex SSN#
D.O.B. Email Address:
Home # Cell # Wk #

Home Address:

Father’s Name;

Name: Sex SSN #
D.O.B. Email Address:
Home # Cell # Wkt

Home Address:

Referred by: To whom do we thank for your referral?

Name Relation

3% Contact: If we are nnable to reach you directly

Name Relation Phone

I have filled this out to my best ability and believe this information to be true and
accurate. If any of the above information changes; I will notify Integrative
Pediatries LLC in writing.

Signature Date

Print your name




Integrative Pediatrics, LLC

Safe passage in a changing world,

Financial Policy

Welcome to Integrative Pediatrics LLC. Dr, Thomas is committed to providing the best care possible and
appreciates your frust. Please take your time to review the following information and sign and date below.

Integrative Pediatrics LLC will gladly submit ¢claims to your insurance carrier. We also offer Secondary and
Tertiary billing. Please remember that co-pays are due at the time of service. If unable to pay at time of
service there will be a $10 fee applied to your account for non-payment. In the event of a Motor Vehicle
Accident, we will submit your claim(s) to the motor vehicle carrier.

As a courtesy, our Established Private Pay patients receive a cash allowance rate. We accept cash, debit
cards, checks, Visa, MasterCard, American Express and Discover. Although payment is required at the time
service; if unable to pay; prior arrangements can be made with the billing coordinator. Please call Kristy at
503-643-2100. If your account is paid in full at the time of service, we will extend a prompt payment/cash
allowance rate. For Non-Established Private Pay patients a $50.00 deposit is required if unable to pay in full at
the time services are rendered.

i you have health insurance, please understand that this is an agreement between you
and your insurance company; and you are responsible for knowing your benefits. We will be happy to assist
you in any way we can, but you are ultimately responsible for timely payment of your account.

Integrative Pediatrics LLC takes many steps to avoid collections; however if your account is placed with a
collection agency; you will be assessed a 100.00 collection fee. This wilt be added to your final balance placed
with the collection agency and you will also be responsible for ali legal fees and court costs involved.

in the event of a divorce situation; we do understand your difficulties and we hope you understand a divorce
decree is a document that involves you, your ex-spouse and the courts. Although a divorce decree may state
that an ex-spouse is responsible for medical bills, Integrative Pediatrics LLC has no authority to enforce
compliance. Therefore, we will bill the custodial parent.

if you present a check to Integrative Pediatrics LLC that is not honored by your bank, a 20.00 Non Sufficient
Funds charge will be added to your account per occurrence.

if you are unable to keep your appointment, please cancel within 3 hours by calling 643-2100. After 3
consecutive No Show appointments or Canceliations (after the appointment has lapsed) you may be
terminated from Integrative Pediatrics LLC.

Your signature on this policy authorizes Integrative Pediatrics LLC to release health information to insurance
carriers when necessary for payment, and directs them to remit payment directly to Integrative Pediatrics LLC
(assignment of benefits).

Signature Date



Integrative Pediatrics, L.

Safe passage in a changing world.

ACKNOWLEDGMENT AND CONSENT

| understanid that Infegrative Pediatrics LLC (referred to below as "This Praclice”) will use and
disclosa health information aboul me.

1 understand that my health Information may Include infermatlon both created and received by the
practice, may be In lhe form of written or eleclronic records or spoken words, and may include
information about my health history, health status, symploms, examinations, tesf resuils, dlagnoses,
trealments, procedures, prescriptions, and simllar lypes of health-related informatlon.

| understand and agree that This Practice may use and disclose my health informatlon In order to:

« make decislons about and plan for my care and {reatment;

« refer to, consult with, coordinate among, and manage along with other health care providers
for my care and trealment; ' )

+ determine my eligibllity for health plan or insurance coverags, and submit bills, clalms and
other related Informalion o insurance companies or others who may ba responsible to pay
for some or all of my health care; and

» Perform various office, administrative and business funclions that support my physician's
efforts to provide me with, arrange and be reimbursed for qualily, cost-effeclive health care.

| also understand that | have the right to receive and review a wrilten description of how This
Practice will handle heatlth Information about me. This written description s known as a Notice of
Privacy Practlces and describes the uses and disclosures of health Information made and the
informalion practices followed by the employees, staff and olher office personnel of This Praclice,
and my rights regarding my health Information,

| understand that the Notice of Privacy Practices may be revised from time to time, and that|

am enfitled to recelve a copy of any revised Notice of Privacy Praclices, | also understand thal a
copy or a summary of the most current verslon of This Practice’s Notice of Privacy Praclices in
effect will be posted in waiting/reception area and avaflable on the websile at
www.integrativepedlatricsonline.com

1 understand that | have the right to ask that some or all of my health information not be used or
disclosed in the manner described in the Nolice of Privacy Praclices, and | undarstand that This
Praciice is not required by law to agree to such requests.

By slgning below, | agree that1 have reviewed and undersiand the information above and that
| have receivaed a copy of the Notice of Privacy Practices,

By: Date:
{Pallent- must be 15yrs)
-OR-
By: Date:
{Patient represantative)
Description of Represenlative’s Authorily:
1/2005 Acknowledgment and Consent . ' Form A
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