

SPRINGBORO PEDIATRICS, INC.
8 SYCAMORE CREEK DRIVE
SPRINGBORO, OHIO 45066
PHONE: 937-748-KIDS (5437)
FAX: 937-748-5434
NALINI AGGARWAL, MD                         CHARLES HUTCHISON, MD                       AMY LETTS, CNP

Today’s Date: ___________________
Patient’s Name: ___________________________________________________ Birthdate: ____________________
		 First			Middle			Last
Address: ______________________________________________________________________________________
						City			State		Zip
Home Phone Number: __________________  Sex: ____ SS#: _____-____-_______


Father’s Name: __________________________________________________ Birthdate: _____________________
		First			Middle			Last
Address: ______________________________________________________________________________________
							City			State		Zip
Home Phone Number: (_____) ______ - __________ Cell Phone Number: (_____) ______-___________
Email Address: ___________________________________ SS#: _______-_____-_________
Employer: _____________________________________________________________________________________


Mother’s Name: _________________________________________________ Birthdate: ______________________
		  First			Middle			Last
Address: ______________________________________________________________________________________
							City			State		Zip
Home Phone Number: (_____) ______ - __________ Cell Phone Number: (_____) ______-___________
Email Address: ___________________________________ SS#: _______-_____-_________
Employer: _____________________________________________________________________________________


Primary Insurance Carrier: _________________________________ Effective Date: __________________________
Policy Number: __________________________________________Group Number: _________________________
Policy Holder: ________________________________________ Relation to Patient: _________________________
Policy Holder’s Date of Birth: _______________________ SS#: _____-____-_________
Employer: _____________________________________________________________________________________


Secondary Insurance Carrier: _______________________________ Effective Date: __________________________
Policy Number: __________________________________________Group Number: _________________________
Policy Holder: ________________________________________ Relation to Patient: _________________________
Policy Holder’s Date of Birth: _______________________ SS#: _____-____-_________
Employer: _____________________________________________________________________________________




List Siblings’ name(s) and birthdate(s): _____________________________________________________
__________________________________________________________________________________________________________________________________________________________________________

 
Emergency Contact: _______________________________________ Relation to Patient: ____________
Home Phone Number: (_____) ______-____________ Cell Phone Number: (____) _______-__________


Anyone under 18 years of age must be accompanied by a parent, legal guardian or an adult with written permission given by parent or legal guardian. IMMUNIZATIONS CAN NOT BE GIVEN WITHOUT THE PRESENCE OF THE PARENT OR LEGAL GUARDIAN. Anyone listed on this form will have permission to bring your child to appointments at Springboro Pediatrics until 1 year after date listed below.

The following people have my permission to bring my child to Springboro Pediatrics for treatment: 

Name:							Relationship to Patient:















	
				Signed: ______________________________ Date:_________________




POLICIES & PROCEDURES

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 upon request. 
Reminder CALLS:
A courtesy call will be made to confirm WELL and ADD appointments ONLY. If there is no answer a message will be left on the phone listed as the patient’s primary number. If we are unable to reach you, the responsibility of keeping the appointment is still yours. 
NO SHOW FEES:
If you are unable to make your appointment, our office requires a 24 hour notice prior to appointment time. If proper notification is not given to our office, there will be a charge to your account for missed appointments. The fees are as follows: $25 for recheck appointments (ex. Ear or pneumonia), $50 for Physical Exams and regular scheduled visits, and $75 for extended appointments (ex. ADD, ADHD, Depression, Chronic Problems). After 3 missed appointment, we have the right to dismiss your family from our practice. 
Payments and Charges: 
If you receive a statement, it is due upon receipt. We accept Visa, MasterCard, Discover and American Express. There will be a charge of $30 for returned checks. A Service charge of $15 will be charged to your account for the following: (1) if your copay is not paid on the day of service (2) 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 you have other insurance as primary, the payment of those vaccines has to be confirmed with that insurance. Even if the primary insurance states they will pay for the vaccines and for some reason they don’t, the vaccines will not be submitted to Medicaid or CareSource and you will be responsible for the balance. 
Collection Accounts:
If your account is sent to collection, you will be responsible for the total amount on your account. You will also be responsible for any collection agency charges or attorney fees that are ensued. 
Authorization: I hereby authorize the physicians indicated above to furnish the information to insurance carriers concerning any illness, injury, accident or preventative care. In the event it becomes necessary for the office to submit to my 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: __________________________________________________________
Print Name: __________________________________________ Date: ___________________________



