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SPRINGBORO PEDIATRICS, INC. 

*TO MAKE CHANGES SEE 8 Sycamore Creek Drive  
DIRECTIONS ON NEXT PAGE Springboro, Ohio  45066 Acct#__________________ 

 Phone:  937 748-KIDS (5437)  
 Fax:  937 748-5434  

 
Brian Esselstein, M.D. Charles Hutchison, M.D. Nalini Aggarwal, M.D. 
 

PATIENT INFORMATION 
Today’s Date_________________                         (PLEASE PRINT) 
 
Patient’s Name____________________________________________________________Birthdate________________ 
                                   First                                                       Middle                                                   Last 
Address_________________________________________________________________________________________ 
                                                                                                 City                                       State                     Zip 
Home Phone#_____________________Sex____SS#______________________Birth Place______________________ 
                        Area code                                                                                                                                                                    Hospital 
Father’s Name__________________________________Mother’s Name______________________________________ 

SECTION II 
       PLEASE MAKE SURE ALL PATIENT INSURANCE INFORMATION IS ON THIS SHEET 
Responsible Parent or Guardian________________________________________Birthdate_______________ 
                                                     First                              Middle                        Last 
Address_____________________________________________________________Home Phone#_________________ 
                                                                                 City                             State             Zip                                            Area code 
Employer__________________________________________Years Employed______Working Hours______________ 
 
Employer’s Address___________________________________________________Business Phone________________ 
                                                                                                                                                                Area code 
Type of Insurance_________________________________Effective Date_______________Group#________________  
 
Subscriber#_____________________________SS#_________________________ Plan# ________________________ 
Check which is the correct coverage for this patient under this insurance    Primary     Secondary     No Coverage 

SECTION III 
 
Other Parent or Guardian______________________________________________________Birthdate______________ 
                                                  First                                Middle                                         Last 
Address__________________________________________________________________Home Phone#____________ 
                                                                                           City                               State       Zip                                                Area code 
Employer___________________________________________Years Employed_______Working Hours____________ 
 
Employer’s Address______________________________________________________Business Phone_____________ 
                                                                                                                                                                        Area code 
Type of Insurance___________________________________Effective date_____________Group#________________ 
 
Subscriber#_____________________________SS#_________________________ Plan# ________________________ 
Check which is the correct coverage for this patient under this insurance    Primary      Secondary      No Coverage  
 
List any other adults LEGALLY responsible for the insurance, payment, or obtaining information on this child: 
 
                 NAME                       RELATIONSHIP          ADDRESS & PHONE# 
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Patient’s Name______________________________________________Birthdate____________________ 
                         First                                         Middle                                              Last 
 
List siblings’ name(s) and birthdate(s)_________________________________________________________________ 
________________________________________________________________________________________________ 
________________________________________________________________________________________________ 
In case of an emergency, other names and phone numbers where you may be reached____________________________ 
________________________________________________________________________________________________ 
________________________________________________________________________________________________ 
 
 
Our document has been especially prepared to assist you in the completion of your insurance claim form.  
However, each patient, not the insurance company is responsible for payment to this office at the time of 
service unless we are a contracted provider with your insurance company.  Our office cannot accept 
responsibility for collecting your insurance claims or for negotiating a settlement on a disputed claim.  
Regardless of any claim pending, if there is an open balance, a statement may be sent to you. 
 
AUTHORIZATION:  I hereby authorize the physicians indicated above to furnish information to insurance 
carriers concerning any illness, accident, or preventive care.  In the event it becomes necessary for our office 
to submit your insurance, I hereby assign to the doctor all payments for services rendered.  I understand that I 
am financially responsible for all charges, whether or not covered by insurance. 
 
Signature of responsible person:______________________________________________________________ 
 
Printed:__________________________________________________Date:___________________________ 
 
 
*To make changes on this original face sheet: 

1. use different color ink 
2. cross through the wrong information one time 
3. write the correct information above or beside it 

 
Correction done by:_________________________________________________________ 
 
Printed: _________________________________________Date:_____________________ 
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PLEASE READ COMPLETELY 
 
 
Patient’s Name______________________________________________Birthdate____________________ 
                         First                                         Middle                                              Last 
 
ACKNOWLEDGEMENT FORM 
The Notice of Privacy Practices is located in the waiting room and available for your review at any time.         
A copy of this notice is also available to you upon request. 
REMINDER CALLS 
A courtesy call will be made to confirm WELL appointments ONLY.  If there is no answer a message will be 
left on the phone listed as the patient’s home number.  If we are unable to reach you, the responsibility of 
keeping the appointment is still yours. 
NO SHOW FEES 
If proper notification is not given to our office, there will be an office visit charged to your account for a 
missed appointment.  Physical exams and extended visits (EX: ADHD, Depression, Chronic Problems, etc.) 
have to be cancelled during office hours the day prior to the appointment.  Fees for missed appointments: ear 
rechecks $25, physical exams and regular scheduled visits $50, extended visits $75.  After three missed 
appointments we reserve the right to immediately dismiss you from our practice.   
PAYMENTS AND CHARGES 
If you receive a statement, it is due upon receipt.  We accept Visa and Master Card.  There will be a charge of 
$30 for returned checks.  A service charge of $15 will be added to your account for the following: (1) if your 
copay is not paid on the day of service (2) if no payment is made at time of service for self pay accounts, and  
(3)  monthly on all delinquent accounts. 
MEDICAID INSURANCE 
The only Medicaid Plans we accept in our office (for established patients only) are State Medicaid and 
CareSource.  No vaccines are to be given in our office if you have either of these plans.  If they are given, you 
give up the right to have the vaccines submitted to Medicaid or CareSource and will pay for them in full.  If 
you have other insurance as primary, the payment of the vaccines has to be confirmed with that insurance.  
Even if the primary insurance says they will pay for the vaccines, and for some reason does not, the vaccines 
will not be submitted to Medicaid or CareSource.  The responsible party bringing the child in for the visit will 
be charged for the balance.   
COLLECTION ACCOUNTS                                                                                                                            
If your account is sent to collection, you will be responsible for the total amount on your account and a $25 
processing fee.  You will also be responsible for any collection agency charges or attorney fees that are 
ensued. 
 
Signature of responsible person:_____________________________________________________ 
 
Printed:_________________________________________________________________________ 
 
Date:____________________________________ 


