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Village Pediatrics, LL.C.

Dear New Patient:

On behalf of the entire staff, I’d like to welcome you. Our staff is
our most important resource to deliver services to our patients and
community. The ultimate purpose of all work in this office can be
stated in two words:

“HELPING PEOPLE”

Our patients ask for our help; and our goal is to deliver the best
quality medical care within our capabilities, and to serve our
patients promptly, courteously and efficiently.

Many of the rules and policies of this practice are intended to build
the confidence a patient feels in the doctor and the other personnel
who work in this office. A strong doctor/patient relationship is
essential if the patient is to receive full benefit from the doctor’s
services. The patient must feel sure that he can talk freely to the
doctor, that the doctor is knowledgeable and conscientious, and
that the office is well managed. Only if these attitudes prevail will
the patient be likely to take the doctor’s advice, and do his part in
following through with the treatment plan. We plan an important
part in building this confidence by being cheerful, friendly, tactful,
neat and industrious.

Please know that we’re always open to suggestions that might
improve our office or patient care; and we sincerely hope that your
care with us will be rewarding.

WELCOME TO OUR PRACTICE!

Sincerely,

Janice Hevander

Janice Alexander
Office Manager

7301 Mission Rd, Ste.350, Prairie Village, KS 66208
(913) 642-2100 * Fax (913) 642-2127
www.village-pediatrics.com



Instructions for the Completion of our Paperwork

Our patient registration form can be filled in by
typing the information into the form. After you type
in the information, print out the entire New Patient
Registration Packet and complete the other forms by
hand and bring them to your appointment with you.

Our hope is that this will be a much more convenient
way to complete the needed paperwork prior to your

visit.

Thank you.



GUARDIAN INFORMATION (ONLY IF OTHER THAN PARENTS)

GUARDIAN'S NAME

SOCIAL SECURITY NUMBER: DAY PHONE NUMBER:
EMPLOYER NAME:
DATE OF BIRTH CELL PHONE NUMBER

EMAIL ADDRESS (IF YOU WISH TO PROVIDE)

INSURANCE INFORMATION
*xxxxxrxxyOU MUST PROVIDE YOUR INSURANCE CARD(S) AND PHOTO ID TO COPY ****xxxxx

PRIMARY INSURANCE:

INSURED NAME: RELATIONSHIP:

EFFECTIVE DATE OF COVERAGE

ID NUMBER: GROUP NUMBER:

CLAIMS MAILING ADDRESS:

CITY: STATE ZIP:
SECONDARY INSURANCE:
INSURED NAME: RELATIONSHIP:

EFFECTIVE DATE OF COVERAGE

ID NUMBER: GROUP NUMBER:

CITY: STATE ZIP:

ASSIGNMENT OF BENEFITS/FINANCIAL AGGREEMENT

T hereby give authorization for payment of insurance benefits to be made directly to Village Pediatrics. I understand that I am financially
responsible for all the charges whether or not they are covered by insurance. In the event of default, I agree to pay all cost of collection and
reasonable attorney's fees. I hereby authorize this healthcare provider to release all information necessary to secure the payment of benefits;
and agree that a photocopy of this agreement shall be as valid as original.

PARENT SIGNATURE: DATE:

AUTHORIZATION AGREEMENT

I authorize the release of my medical records as needed to any physician, facility or other provider of services that Village Pediatrics asks to
participate in my medical treatment.

PARENT SIGNATURE: DATE:

CONSENT TO TREAT

I, the legal guardian/parent, consent for to receive medical evaluation and treatment at
Village Pediatrics.

SIGNATURE DATE




VILLAGE PEDIATRICS, LLC
FINANCIAL POLICY

We thank you for choosing Village Pediatrics, LLC for the care of you
children and we will strive to provide the very best care. In order to do so,
this financial policy has been prepared to acquaint you with our financial
policies.

. In order to better serve your needs, our office accepts numerous insurance plans,
and every plan is different. It is up to the insured to know the exact requirements of their
own insurance plan. In order for us to file insurance claims on your behalf, you must present
proper proof of insurance at the time of your child's visit to our office. Insurance
information must be provided for each of your children. If you are not able to provide
proof of insurance you must either pay in full at the time of service or you may choose to
reschedule your visit.

. We will assist you in dealing with your insurance plan regulations; however, we will
not be responsible if you do not follow the specific terms of your insurance agreement.
Your benefits have been set according to your contract terms, and we must follow those
terms exactly. Please do not ask us to provide services outside those terms, or to file your
claims in any other manner, as we cannot do so. If you have an HMO and your card does
not have one of our doctors listed as the primary care physician (PCP) and you cannot
provide us with proof that the information has been changed with your insurance
company you will be responsible for payment in full of those charges at the time of
service.

. We will be more than happy to file all insurance claims for you (including primary and
secondary coverage). However, when appropriate, if your insurance company hasn't
responded within 45 days, full and prompt payment will be expected from you.

. Fees due at the time of service include: insurance co-pays, deductibles, non-covered
services or patients that are not covered by insurance. For your convenience we accept
cash, check, MasterCard and Visa.

Our office will do whatever we can to assist you. If you have questions or problems, please
do not hesitate to contact our billing office at 913-642-2100, Monday through Friday 9:00
am to 3:00 pm.

I have read and understand the financial agreement.

Signhature: Date:




VILLAGE PEDIATRICS

With my consent, Village Pediatrics may use and disclose protected health
information (PHI) about me to carry out treatment, payment and healthcare
operations (TPO). Please refer to Village Pediatrics’ Notice of Privacy
Practices for a more complete description of such uses and disclosures.

I have the right to review the Notice of Privacy Practices prior to signing
this consent. Village Pediatrics reserves the right to revise its Notice of
Privacy Practices at anytime. A revised Notice of Privacy Practices may be
obtained by forwarding a written request to Village Pediatrics Privacy
Officer at 7301 Mission Rd., Suite 350, Prairie Village, Kansas 66208.

With my consent, Village Pediatrics may call my home or designated location
and leave a message on voice mail or in person in reference to any items
that assist the practice in carrying out TPO, such as appointment
reminders, insurance items and any call pertaining to my clinical care,
including laboratory results among others.

With my consent, Village Pediatrics may mail to my home or other
designated location any items that assist in carrying out TPO, such as
appointment reminder cards and patient statements as long as they are
marked Personal and Confidential.

With my consent, Village Pediatrics may e-mail to me appointment reminder
cards and patient statements. | have the right to request that Village
Pediatrics restrict how it uses or discloses my PHI to carry out TPO.
However, the practice is not required to agree to my requested
restrictions, but if it does, it is bound by this agreement.

By signing this form, I am consenting to Village Pediatrics’ use and
disclosure of my PHI to carry out TPO.

I may revoke my consent in writing except to the extent that the practice
has already made disclosures in reliance upon my prior consent. If 1 do not
sign this consent, Village Pediatrics may decline to provide treatment to me.

Signature of Patient or Legal Guardian

Patient's Name Date

Print Name of Patient or Legal Guardian



VILLAGE PEDIATRICS, L.L.C.

RECEIPT OF NOTICE OF PRIVACY PRACTICES
WRITTEN ACKNOWLEDGEMENT FORM

PLEASE CHECK ONE

O I, , have received a copy
(PATIENT)

of Village Pediatrics, L.L.C. Notice of Privacy Practices.

O I, , refuse to accept a copy
(PATIENT)

of Village Pediatrics, L.L.C. Notice of Privacy Practices.

Signature of Patient Date
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