Bay Area Pediatric Pulmonary Medical Corporation
Patient Information

Patient Name Sex: F M Date of Birth
Street Address Social Security #

City State Zip Home Phone (___)
Employer/School Work Phone (___)
E-mail

Parent/Guardian Sex: F M Date of Birth
Address (if different from patient’s) Home Phone (___)
Employer Work Phone (__)
Mother's Occupation Father's Occupation

Emergency Contact Home Phone ( )
Home Address Work Phone (___)

Responsible Party for Payment Self I Parent I Other [J Name

INSURANCE INFORMATION

ID#
Primary Insurance Group #
Insurance Address Phone #
Subscriber Name Relationship to Patient: Self [J Spouse/Partner (1 Parent [J Other [
Social Sec # Date of Birth Employer

ID#

Secondary Insurance Group #
Insurance Address Phone #
Subscriber Name Relationship to Patient: Self [1 Spouse/Partner [1 Parent [ Other [
Social Sec # Date of Birth Employer

Please note that failure to provide us with correct insurance information or to notify us of any changes in your insurance could result in

medical charges to you.
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Bay Area Pediatric Pulmonary Medical Corporation
Financial Information Agreement and No Show/Cancellation Policies

To our patients:

We welcome you to our office and promise to provide your child with the highest quality medical care. However, we must
ask that in return you help us by accepting the following responsibilities. We ask that you sign below to acknowledge that
you have read and understand these policies. Please be sure to sign all three signature lines.

We require at least 48-hour notice if you cancel or change your appointment.

e You will be charged: $50 for each missed clinic appointment and $100 for each missed procedure (ex: PFT,
bronchoscopy, sleep study) appointment, if you fail to give 48-hour notice of cancellation or change.

e Missing or late cancellation of 3 appointments may result in termination of our relationship with you as a patient.

e Why is there a cancellation or rescheduling charge? As you may remember our physician’s schedules are always
filled for several weeks in advance. Scheduling is a complex process and a great deal of preparation is performed
in the 48 hours prior to your appointment. When we receive last minute cancellations or requests to reschedule, it
is usually too late to book another patient.

e We realize that unforeseen circumstances may necessitate changing an appointment within 48- hour window before
your child’s appointment. Be aware that the $50 fee may still apply. If this happens to you, please call our office at
510-428-3885. Ext. 5282 to let us know.

All co-payments, deductibles, share of cost payments, and other fees are due at the time of your visit.

e Co-payments are required at time of visit. If the co-payment cannot be made, your child will not be seen and will
need to reschedule the appointment.
e We only accept checks or cash. If your check does not clear, you will be responsible for
1) paymentin cash
2) $50.00 fee plus any bank charges
3) future payments will be required in cash

If you have an outstanding balance, a payment must be made at the time of your visit.

¢ You will be expected to make a payment on your outstanding balance at each visit and then regularly by mail until
the balance is cleared.
o We will not schedule further care in the office if you do not make regular payments on your bill.

We charge a fee to complete forms and letters (including disability and school forms)

Fees are determined by the length and complexity of the form ($20- $150).

Fees may be waived if forms can be completed during allotted appointment time.

We charge an additional $10.00 to rewrite lost forms, prescriptions and lab requisitions.

Please allow 7 business days for completion of forms. If you need a letter and it cannot be completed at time of
visit, a $50.00 minimum is required within a 48-hour window.

Collections

e Ifitis necessary to assign your account to a collection agency and/or attorney, you will be responsible for all of
BAPP’s collection agency and/or attorney fees and costs.
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We are happy to discuss with you any questions relating to the above information. We thank you for choosing Bay Area
Pediatric Pulmonary Medical Corporation for your child’s pulmonary services. We are proud to be your child’s physicians.

| understand and agree to the conditions listed above:

PRINT PATIENT'S NAME GUARDIAN SIGNATURE DATE

Your signature below indicates that you have read this notice and that you agree to pay for non-covered services. It also
allows us to bill your insurance and provide them with the information they need to process your claim. Please have your
insurance card with you at every visit.

There are services that your child’s practitioner may recommend that may not be covered by your insurance. We cannot
know everyone’s insurance plan benefits. We will try to inform you of services that are sometimes denied. You may choose
not to have these services. If your child receives a non-covered service, you will be responsible for payment.

You are responsible for knowing what your plan covers.

With Medi-Cal, HMO, PPO, EPO, POS, and indemnity plans, contracted providers agree to accept the allowed amount on
covered services as payment in full. The patient is responsible for the deductible, coinsurance, copay, and non-
covered services. Please verify this information and your benefits directly with your insurance company before your
appointment.

ASSIGNMENT OF BENEFITS & FINANCIAL AGREEMENT

| request that payment of insurance benefits be made on my behalf to Bay Area Pediatric Pulmonary Medical Corporation. |
authorize any holder of medical information about me to release to the insurance carrier and its agents information needed
to determine these benefits. This remains in effect until revoked by me in writing. | authorize Bay Area Pediatric Pulmonary
Medical Corporation, to use my Protected Health Information for treatment, payment, and operations purposes. In the event
of default | agree to pay all costs of collection and reasonable attorney’s fees. | hereby authorize Bay Area Pediatric Pulmonary
Medical Corporation to release all information necessary to secure the payment of benefits. | further agree that a photocopy of
this agreement shall be as valid as the original.

PRINT GUARDIAN’'S NAME GUARDIAN SIGNATURE DATE

NOTIFICATION OF HIPAA/PRIVACY PRACTICES

All patients are entitled to certain rights, including those related to privacy of information. In addition, patients and their caregivers have
certain responsibilities. The Health Insurance Portability and Accountability Act of 1996 requires that health care providers give
patients a copy of the office Notice of Privacy Practices and make a good faith effort to obtain an acknowledgment of receipt of same.
You may refuse to sign this acknowledgement form.

By signing this form | confirm that | have received a copy of the office Notice of Privacy Practices.

PRINT GUARDIAN’S NAME GUARDIAN SIGNATURE DATE

Written Acknowledgement was not obtained due to: o Patient Refused to sign o Emergency situation
o Unable to communicate with patient o Other:
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