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Manchester Pediatric Associates

MANCHESTER PEDIATRICS POLICIES

VACCINATION POLICY:

MANCHESTER PEDIATRIC ASSOCIATES IS A PRO-VACCINATION FACILITY. TO REGISTER AS A
NEW PATIENT, PLEASE REVIEW THE BIRTH-18 VACCINE SCHEDULE PROVIDED BY THE AMERICAN
ACADEMY OF PEDIATRICS (AAP). ATTACHED IS THE VACCINE SCHEDULE. YOU MUST AGREE TO THIS
VACCINE SCHEDULE FOR YOUR CHILD TO BE A PART OF OUR PRACTICE. PLEASE SIGN BELOW.

I, » AGREE TO FOLLOW THE VACCINATION
SCHEDULE THAT IS PUT IN PLACE BY THE WORLD HEALTH ORGANIZATION. | UNDERSTAND
THAT DECLINING VACCINES FOR ANY REASON OTHER THAN A MEDICAL EXEMPTION WILL BE
CAUSE FOR IMMEDIATE DISCHARGE FROM THE PRACTICE.

BECOMING A NEW PATIENT:

PRIOR TO BOOKING AN APPOINTMENT FOR A NEW PATIENT AT MANCHESTER PEDIATRICS, IT
IS NECESSARY TO OBTAIN ALL PREVIOUS MEDICAL RECORDS FROM OTHER HEALTHCARE FACILITIES,
COVERING THE PERIOD FROM BIRTH UNTIL THE PRESENT. THIS REQUIREMENT ENSURES THAT THE
CHILD RECEIVES COMPREHENSIVE AND THE BEST CARE AT OUR PRACTICE.

CANCELATION/NO SHOW POLICIES FOR APPOINTMENTS:

A 24-HOUR NOTICE IS REQUIRED FOR CANCELLATIONS TO AVOID A $50 NO-SHOW FEE. IF THE
APPOINTMENT WAS BOOKED FOR THE SAME DAY, A NOTICE OF AT LEAST 2 HOURS IS NEEDED. IF A
PATIENT ARRIVES MORE THAN 10 MINUTES LATE FOR A SCHEDULED APPOINTMENT, IT WILL BE
CONSIDERED A NO-SHOW AND RESCHEDULED. THESE MEASURES ARE IN PLACE TO MAINTAIN
TIMELINESS AND ORGANIZATION FOR PROVIDERS AND PATIENTS.
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PRE-REGISTRATIONS:

TO ENSURE OPTIMUM CARE FOR CHILDREN AND GATHER UPDATED INFORMATION, IT IS
MANDATORY TO COMPLETE THE PRE-VISIT DIGITAL CHECK RECEIVED VIA EMAIL OR TEXT BEFORE
COMING IN FOR EACH APPOINTMENT.

SCHOOL FORMS AND DOCUMENTATION:

THE SCHOOL MANDATED HEALTH ASSESSMENT RECORD FOR THE MOST RECENT WELL-CHILD
VISIT CAN BE OBTAINED UPON REQUEST. TO RECEIVE THE FORM, THE REQUESTER NEEDS TO
PROVIDE A FAX NUMBER OR PICK IT UP FROM THE OFFICE. EMAIL IS NOT AN OPTION FOR SENDING
THE FORM DUE TO THE SENSITIVE NATURE OF MEDICAL INFORMATION.

MEDICAL STUDENT POLICY:

MANCHESTER PEDIATRIC ASSOCIATES SERVES AS A TEACHING FACILITY FOR MEDICAL
STUDENTS, ALLOWING THEM TO TAKE PART IN EXAMINATIONS UNDER THE SUPERVISION OF
DOCTORS. PARENTS AND PATIENTS HAVE THE OPTION TO DECLINE STUDENT INVOLVEMENT BY
INDICATING THEIR PREFERENCE THROUGH THE PHREESIA FORM OR DIRECTLY INFORMING THE
FRONT DESK IF THEY ARE UNCOMFORTABLE WITH THE STUDENT IN THE ROOM.

I, , HAVE READ AND UNDERSTAND THE ABOVE POLICIES.

SIGNATURE OF PARENT/RESPONSIBLE PARTY DATE
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BILLING POLICIES

AT TIME OF APPOINTMENT:

TO PROPERLY BILL INSURANCE FOR EACH VISIT, WE ASK THAT YOU PRESENT THE FOLLOWING
DOCUMENTS TO THE RECEPTIONIST UPON ARRIVAL TO ALL APPOINTMENTS:

e INSURANCE CARD
e PHOTO ID FOR ADDRESS VERIFICATION
e ANY CHANGES IN DEMOGRAPHICS (I.E. PHONE NUMBER, ADDRESS)

IF YOU DO NOT HAVE THE CHILD’S INSURANCE CARD AT THE TIME OF THE APPOINTMENT,
YOU WILL BE CONSIDERED A SELF-PAYING PATIENT AND MUST PAY FOR THE APPOINTMENT.

THESE CHARGES WOULD BE AS FOLLOWING:

e ANNUAL PHYSICAL WOULD BE $150 PLUS AN ADDITIONAL $20 PER VACCINE.
e ACUTE (SICK) VISITS WOULD BE $110.

COPAYMENT/DEDUCTIBLES:

ALL COPAYS AND DEDUCTIBLES ARE DUE AT THE TIME OF SERVICE. IF YOU HAVE ANY
QUESTIONS REGARDING THE PAYMENT ALLOWANCE BY YOUR INSURANCE COMPANY, PLEASE
CONTACT THE INSURANCE COMPANY DIRECTLY BEFORE THE VISIT.

PATIENT BALANCE:

MANCHESTER PEDIATRICS WILL SUBMIT CLAIMS TO YOUR INSURANCE COMPANY BASED ON
THE SERVICES YOU RECEIVED. YOU MUST PRESENT PRIMARY AND SECONDARY INSURANCE CARDS,
AS WELL AS ANY CHANGES TO CONTACT INFORMATION AT THE TIME OF YOUR VISIT TO ENSURE
PROPER BILLING. IF WE ARE UNABLE TO SUCCESSFULLY SEND A CLAIM, YOU WILL BE CHARGED FOR
THE OPEN BALANCE ON THE PATIENT’S ACCOUNT. FOR ANY VACCINATIONS PROVIDED OUTSIDE OF A
WELL-CHILD VISIT, YOU MAY BE CHARGED A COPAY PER YOUR INSURANCE POLICY. ALL COPAYS
ARE DUE AT CHECK-IN.

IF YOU HAVE AN OPEN BALANCE, PAYMENT WILL BE REQUIRED BY THE NEXT APPOINTMENT’S
CHECK IN. TO SCHEDULE A YEARLY PHYSICAL, ANY UNPAID BALANCE MUST BE PAID BEFORE THE
APPOINTMENT IS BOOKED. IF YOU HAVE AN OPEN BALANCE OF $200 OR MORE OR HAVE RECEIVED
THREE STATEMENTS WITHOUT PAYMENT, WE RESERVE THE RIGHT TO DISCHARGE YOU FROM THE
PRACTICE. IF YOU CANNOT MAKE PAYMENT AT THE TIME OF YOUR APPOINTMENT, WE REQUIRE
PAYMENT WITHIN 14 CALENDAR DAYS FROM YOUR APPOINTMENT.
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HIGH-DEDUCTIBLE INSURANCE PLANS:

IF YOU HAVE A HIGH-DEDUCTIBLE INSURANCE PLAN, YOU WILL BE REQUIRED TO MAKE A
MINIMUM OF 30% OF YOUR EXISTING PATIENT BALANCE OR, IF NO EXISTING BALANCE, $110 PER
CHILD AT THE TIME OF VISIT. ANY REMAINING BALANCE AFTER THE INSURANCE CLAIM HAS BEEN
COMPLETED WILL BE BILLED AS STATED IN THE PATIENT BALANCE SECTION.

BILLING STATEMENTS:

THE PATIENT BALANCE IS DUE UPON RECEIPT OF YOUR BILLING STATEMENT. IF NO PAYMENT
HAS BEEN RECEIVED WITHIN 30 DAYS, YOU WILL BE SUBJECT TO A LATE FEE OF $20.00, AND AFTER
THE SECOND NOTICE, THERE IS A $25.00 FEE THAT WILL BE ADDED TO THE BALANCE OF EACH
MONTH UNTIL RESOLVED. IF WE CANNOT REACH YOU REGARDING THE UNPAID BALANCE, THE
ACCOUNT WILL BE FORWARDED TO A COLLECTION AGENCY. ALL ACCOUNTS SENT TO COLLECTIONS
WILL INCUR A ONE-TIME FEE OF $50.00, WHICH WILL BE ADDED TO THE ACCOUNT’S BALANCE.
RETURNED CHECKS WILL RESULT IN A $25.00 FEE THAT WILL ALSO BE POSTED TO THE ACCOUNT.

NOTICE OF CLAIMS BILLING

IF THE PATIENT IS HERE FOR A WELL-CHILD VISIT, AND DURING THIS VISIT, AN ACUTE (SICK)
HEALTH CONCERN COMES UP AND IS ADDRESSED, THIS MAY BE BILLED AS A SEPARATE CLAIMS
SUBMISSION AS IT IS NOT A PART OF THE WELL-CHILD VISIT. ONCE THE ENCOUNTER HAS BEEN
COMPLETED, WE WILL BILL AND SUBMIT A CLAIM FOR ALL SERVICES RENDERED TO YOUR INSURER
FOR PROCESSING ACCORDING TO YOUR BENEFITS. ANY RESULTING PATIENT BALANCE WILL BE YOUR
RESPONSIBILITY TO PAY.

I, , HAVE READ, ACKNOWLEDGE, AND AGREE TO
ALLOW MANCHESTER PEDIATRIC ASSOCIATES TO SUBMIT MY CLAIM TO MY INSURER FOR ALL
SERVICES RENDERED. | AM AWARE THAT ANY RESULTING PATIENT BALANCE WILL BE MY
RESPONSIBILITY.

SIGNATURE OF PARENT/RESPONSIBLE PARTY DATE
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INSURANCE INFORMATION
PRIMARY INSURANCE:
PoLiCcY HOLDER NAME: DOB:
COMPANY: PoLICY NUMBER:
GROUP NUMBER:
SECONDARY INSURANCE:
PoLiCcY HOLDER NAME: DOB:
COMPANY: PoLICY NUMBER:
GROUP NUMBER:

I REQUEST THAT THE PAYMENT OF AUTHORIZED BENEFITS BE MADE ON MY BEHALF. I ASSIGN THE
BENEFITS PAYABLE TO WHICH I AM ENTITLED INCLUDING MEDICARE, PRIVATE INSURANCE, AND
OTHER HEALTH INSURANCE TO MANCHESTER PEDIATRIC ASSOCIATES. THIS ASSIGNMENT WILL
REMAIN IN EFFECT UNTIL REVOKED BY I, THE RESPONSIBLE PARTY, IN WRITING. A PHOTOCOPY OF
THIS ASSIGNMENT WILL BE CONSIDERED AS VALID AS AN ORIGINAL. | UNDERSTAND THAT [ AM
FINANCIALLY RESPONSIBLE FOR ALL CHARGES WHETHER OR NOT PAID BY SAID INSURANCE
INCLUDING ALL REASONABLE COSTS AND EXPENSES, INCLUDING ATTORNEY’S FEES INCURRED IN
PURSUING COLLECTIONS OF SUCH CHARGES. I AUTHORIZE MY PHYSICIAN TO RELEASE ANY
INFORMATION RELATED TO AN ILLNESS, INJURY, CARE, OR TREATMENT TO MY INSURANCE
COMPANY. I HEREBY AUTHORIZE AS ASSIGNEE TO ALL NECESSARY INFORMATION TO SECURE
PAYMENT.

SIGNATURE OF PARENT/RESPONSIBLE PARTY DATE
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NEW PATIENT INFORMATION

PATIENT INFORMATION

PATIENT’S FIRST NAME: LAST NAME:

DATE OF BIRTH: GENDER: |:| MALE |:| FEMALE
PARENT INFORMATION

PARENT’S FIRST NAME: LAST NAME:
CELLNUMBER:_____ WORK NUMBER: EMAIL:

PARENT’S FIRST NAME: LAST NAME:
CELLNUMBER:____ WORK NUMBER: EMAIL:
ETHNICITY: PREFERRED LANGUAGE:

GUARANTOR/FINANCIALLY RESPONSIBLE PARTY INFORMATION

FIRST NAME: LAST NAME:

DATE OF BIRTH:

ADDRESS:

PLEASE CHECK THE BOX BELOW IF YOU AGREE TO THE FOLLOWING:

0 CALLAT WORK 0 CONTACT VIA E-MAIL
U0 CALLAT HOME 1 SEND APPOINTMENT REMINDERS VIA TEXT
U LEAVE DETAILED VOICEMAILS (INCLUDING

LAB RESULTS
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PREFERRED PHARMACY
PHARMACY NAME:
ADDRESS:
PHONE: FAX:

IF THERE ARE ANY OTHER FAMILY MEMBERS WE MAY SPEAK TO, PLEASE LIST THEIR NAME, NUMBER, AND RELATIONSHIP
TO THE PATIENT BELOW:

NAME: RELATIONSHIP:
PHONE NUMBER:
NAME: RELATIONSHIP:
PHONE NUMBER:
SIGNATURE OF PARENT/RESPONSIBLE PARTY DATE

PLEASE LIST ALL FAMILY MEMBERS LIVING IN THE CHILD’S HOME

NAME RELATIONSHIP TO CHILD AGE HEALTH PROBLEMS
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IF THE MOTHER AND FATHER ARE SEPARATED, OR IF THE CHILD DOES NOT LIVE WITH THE PARENTS, WHAT IS THE CUSTODY
STATUS? COURT DOCUMENTS WILL BE REQUIRED.

HEALTH QUESTIONS

CHILD’S NAME: DATE OF BIRTH:

WHERE WAS YOUR CHILD BORN?

WHAT WAS YOUR CHILD’S BIRTHWEIGHT?

WAS YOUR CHILD BORN VIA C-SECTION OR VAGINALLY?

ANY ISSUES DURING PREGNANCY? IF SO, PLEASE EXPLAIN.

DURING PREGNANCY, DID YOU SMOKE? YES OR NO

DID YOU CONSUME DRUGS/ALCOHOL? YES OR NO

TAKE MEDICATION? YES OR NO

IF YOUR CHILD HAS A DENTIST, WHICH OFFICE ARE THEY SEEN AT?

IF YOUR CHILD HAS BEEN HOSPITALIZED, WHAT FOR?

HAS YOUR CHILD HAD ANY MAJOR INJURIES OR SURGERIES? IF SO, WHAT WERE THEY ?
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DOES YOUR CHILD HAVE ANY ALLERGIES TO ANY MEDICATIONS? IF SO, LIST BELOW.

ANY ALLERGIES TO FOOD?

ARE YOU OR YOUR CHILDREN EXPOSED TO DOMESTIC VIOLENCE OR ABUSE?

a
a

YES
No

PLEASE CHECK OFF IF THERE IS ANY FAMILY HISTORY OF THE FOLLOWING:

ocoo0oO0pbO0oo

PLEASE CHECK OFF ANY OTHER THAT APPLY TO YOUR CHILD.

ooo0o0o00o0oo

DIABETES
ALLERGIES
TUBERCULOSIS
HIV/AIDS
EPILEPSY
HEART DISEASE
CANCER
HEPATITIS

CoLIc

DIETARY ISSUES
WEIGHT/HEIGHT ISSUES
TROUBLE WALKING
BEHAVIORAL ISSUES

ISSUES WITH SCHOOL

SPEECH THERAPY
CONCUSSION/UNCONSCIOUSNESS
ANEMIA

DIABETES

ooo0o0o00o0oo

HEART MURMUR

HIGH BLOOD PRESSURE

CHICKENPOX

HISTORY OF SEIZURES/EPILEPSY

NAIL BITING

WEARS GLASSES OR CONTACTS

WEARS DENTAL BRIDGES/PLATES/BRACES
ASTHMA

BIRTH CONTROL
MISCARRIAGE/ABORTION

IF YOUR CHILD HAS A MENSTRUAL CYCLE, AT WHAT AGE DID THEY HAVE THEIR FIRST PERIOD?
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FEVER

CHILLS

FEELING POORLY
FEELING TIRED
WEIGHT GAIN
WEIGHT LOSS

CHEST PAIN
HEART POUNDING
FAST PULSE

SLOW PULSE

LEG SWELLING

JOINT PAIN
NECK PAIN
JOINT SWELLING
JOINT STIFFNESS
MUSCLE ACHES
BACK PAIN

NUMBNESS

WEAKNESS
DIZZINESS
FAINTING
CONFUSION
HEADACHE
EYE PAIN
RED EYES
EYESIGHT
PROBLEMS
EYE DISCHARGE
DRY EYES

NEW PATIENT HEALTH HISTORY
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ITCHY EYES
EARACHE

LOSS OF HEARING
NOSEBLEEDS
RUNNY NOSE
SORE THROAT
HOARSENESS
SORES

RASH

ITCHING

CHANGE IN MOLE
UNUSUAL
GROWTH/SPO
BLEED EASILY
BRUISE EASILY
SWOLLEN GLANDS
IN NECK

COUGHING
WHEEZING
SHORTNESS OF
BREATH

TROUBLE
BREATHING
DURING EXERCISE
TROUBLE
BREATHING WHILE
LYING DOWN
SNORING
STOMACH PAIN
VOMITING
DIARRHEA
CONSTIPATION

oooog

o0 00 0 opoOdoo
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HEARTBURN
BLOOD IN STOOL
TROUBLE POTTY
TRAINING
THOUGHTS OF
HARMING SELF OR
OTHERS

SLEEP PROBLEM
NIGHTMARES
ANXIETY
DEPRESSION
PERSONALITY
CHANGE
EMOTIONAL
PROBLEMS

HOT FLASHES
MUSCLE
WEAKNESS
VOICE CHANGE
GENERAL
WEAKNESS

PAIN WHEN
URINATING
ABNORMAL
URINATION
URINATE OFTEN AT
NIGHT

GENITAL SORES
DIFFICULT/PAINFUL
PERIODS
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