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VILLAGE PEDIATRIC GROUP



           Village Pediatric Group Registration                                               Date:___________________________
Patient First Name:_________________________________________ Last:_____________________________

DOB:__________________________    Gender: Male ______ Female _______ Prefers Not to Answer_______

Parent’s Name: ____________________________________________ DOB: ______________________

Parent’s Name: ____________________________________________  DOB: ______________________

Patient’s Home Address: _____________________________________________________________________

Billing Address (if different from above): ________________________________________________________________________

City: __________________________________   State: _______________________  Zip code: _____________

Home Tel # _____________________________ Parent’s Cell # ___________________________

Parent’s Cell # ___________________________ Preferred Email: _____________________________________

                                                                                            (Fill in Email authorization attached)
Insurance Information:

Primary Insurance Plan Name: ____________________________________________________

Policy Number: _______________________________  Group Number: ____________________

Primary Policy Holders Name:_________________________________________________ DOB: ____________

Relationship to Patient: __________________ Employer: ___________________________________________

Secondary Insurance Plan Name: ___________________________________________________

Policy Number: _______________________________  Group Number: ____________________

Secondary Policy Holders Name:_____________________________________________ DOB: _____________

Relationship to Patient: __________________ Employer: ___________________________________________

Release of Information and Assignment of Benefits
I hereby authorize Village Pediatrics Group, PLLC to release information concerning treatment or services rendered to Medicare and other insurance carriers responsible for my or my dependent’s care. I request that payment of authorized Medicare and other insurance company benefits be made to me or on my behalf to Village Pediatric Group, PLLC for all services rendered. I have been advised that if my insurance requires a co-pay it is due at the time of the visit to avoid a late fee of $10 added to my bill.
Signature of Responsible Bill Payer ____________________________________________ Date: ____________
PLEASE PROVIDE A COPY OF YOUR INSURANCE CARD AND A DRIVER’S LISCENSE TO THE RECEPTIONIST AND REFER TO OUR FINANCIAL POLICY FOR ADDITONAL INFORMATION.
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Financial Policy
Thank you for choosing Village Pediatric Group as your child’s health care provider. Please be assured that your child’s health care is of the utmost importance to us. Changes in the healthcare industry have made the cost of healthcare challenging for both patients and healthcare providers. Your clear understanding of our Financial Policy is important to our professional relationship with you. This policy will serve as a guide to our policies and help with any questions about your financial obligations.
Insurance

Village Pediatric Group participates with most insurance plans. In order to properly bill your insurance company, we require a copy of your (or your dependent’s) insurance card and a driver’s license or photo ID for our files.  

Primary Insurance

As insurance plan benefits vary, it is the policy holder/parent’s responsibility to know the specific benefits of their plan. We will submit all services rendered to the insurance carrier provided to us. It is the policy holder/parent’s responsibility to inform us of any changes in policy information. Failure to provide complete insurance information and/or changes, may result in policy holder/parent’s responsibility for the entire bill. It is the insurance company that makes the final determination of your eligibility and benefits. You are responsible for any co-insurance, deductibles or non-covered services not paid by your insurance carrier.  

Secondary Insurance

There are guidelines such as coordination of benefits that determine primary and secondary responsibilities. If your child is covered by two insurance policies, we will submit the claim to both plans. Once the primary policy processes the claim, additional balance due will be submitted to the secondary insurance policy. Commonly insurance carriers require additional information from their members to determine payment on a claim received. Failure to adhere to insurance carrier’s request(s), will result in policy holder/parent’s responsibility for any balance due.
Co-Payments

Contractional obligation with your insurance plan requires us to collect a co-payment. All co-payments will be requested at the time of the service. There will be a $10 surcharge applied to your account if your co-pay is not paid at the time of service. We accept cash, check or credit cards. We offer a Credit Card on File option for a convenient check-out. Some insurance plans charge multiple co-pays for services provided on the same day. These services are based on the insurance plan and determined by the insurance benefits. If you have any of those services, you may be billed for additional co-payments after the visit.

Self-Pay

Payment is expected at the time of the visit unless other arrangements have been made with the office manager prior to the visit. We require a Credit Card on File for all self-pay accounts.
[image: image3.jpg]",)X//PG

VILLAGE PEDIATRIC GROUP




Non-covered Service

We will always provide your child with what we consider medically necessary based on the guidelines of the AAP. As a result, certain services provided to your child may not be reimbursed by you plan. These services will be the responsibility of the policy holder/parent. Please consult with your insurance plan to determine such services. It is the insurance company that makes the final determination on covered services and policy holder/parent’s responsibility.
No Show/Late Cancel Policy

A $40 surcharge will be applied to your account if you (your dependent) do not arrive for an appointment and do not cancel 24hrs prior the scheduled appointment.  

Laboratory Services
We will send your lab work to the preferred laboratory based on the insurance information you have provided to our office. We are not responsible for balances due from outside labs. It is the insurance company that makes the final determination on covered services and policy holder/parent’s responsibility.
Medical Records

With a signed request from the patient, parent, or legal guardian, we will provide a copy of your child’s medical records. There is a charge of $.75 per page for this service.

Returned Checks

There is a $25.00 fee for any check returned to us from your banking institution.

Camp/School Forms

There will be one form per child provided to each family at the child’s Well Visit. Forms requested outside of a scheduled well visit will be a charge of $10 per form. This fee does not apply to a printed record of a child’s immunization(s).
We are happy to assist with helping you to understand your bill or claim. We are also here to assist with any additional questions about your financial responsibility. Our biller is in our office and can be reached at (914)771-7070 or billing@villpedsgrp.com.
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PATIENT FINANCIAL RESPONSIBILITY

I acknowledge full responsibility for services rendered by Village Pediatric Group, PLLC.  I understand that I am responsible for prompt payment of any portion of the charges not covered by insurance.  I understand that co-pays are due at time of check-in; otherwise the applicable co-pay charge will be applied to my account.  

I authorize Village Pediatric Group to release information to Medicare and other insurance carriers responsible for my dependent’s care.  I request that payment of authorized Medicare and other insurance company benefits be made either to me or on my behalf to Village Pediatric Group for any services rendered.  


Name of Patient





Date of Birth


Name of Patient





Date of Birth


Name of Patient





Date of Birth


Name of Patient





Date of Birth


Name of Patient





Date of Birth


Name of Patient





Date of Birth


Signature of Policy Holder/Parent



Print Name of Policy Holder/Parent
SW:10.19


