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Patient/Guarantor Responsibility Statement

· As the patient/guarantor, I am personally responsible for my bill.

· As a patient/parent/guardian I am responsible for paying my co-payment, deductible, and/or non-covered services at the time the medical service are rendered.

· The office will submit my bills to my primary insurance carrier.

· I understand that the office will bill my secondary insurance company, only once as a courtesy to me.  Additional bills can be sent to my secondary insurance upon my request for a fee of $10.00.

· I am responsible for informing the office of any address, telephone number, and/or insurance information changes annually or sooner as necessary.
· It is my responsibility to pursue slow payment or non-payment of my insurance company by contacting the insurance company directly regarding the claim, if payment is not received within 30 days of the date of secondary billing, it will be my responsibility to pay ABC Pediatrics Fresno (we will be happy to assist you with any collection problems).

· It is my responsibility to pursue slow payment or non-payment of my motor vehicle accident claims by contacting the insurance company directly regarding the claim.  I will be financially responsible for all service rendered.

· I understand that if my claim is denied under workers compensation and my primary insurance company does not pay, I will be financially responsible for all rendered services.

· I understand that ABC Pediatrics Fresno accepts VISA, MasterCard, and Debit cards.

· I understand that there will be a $20.00 service charge for all returned checks.

· Failure to pay amounts due (co-payments or balances) or excessive missed appointments will be considered for dismissal from our practice.

· I hereby authorize my insurance benefits to be paid directly to the physician and authorize the release of information required for processing my claims.

· Parent/Guarding Signature______________ Date___/__/____________​
· Printed Name_________________________________________________
· Patient’s Name________________________Childs date of birth__/__/___

( ABC Pediatrics Fresno( Katayoon Shahinfar MD ( 7125 N Chestnut Ave Suite 101 Fresno CA 93720 (
(Tel 559-549-7337 ( Fax 559-492-8511 (
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