55 E. Loop Rd. Suite 301
Wheaton, Il 60189

Wheaton Pediatrics, Ltd |t soesersoe

www.wheatonpediatrics.cc

General Information:

Child’'s Name Date of Birth: Age: Sex: I:l Male |:| Female
(Last-First-Middle):

Siblings: Name, Gender, & Date of Birth

Parent/Guardian who holds insurance: Date of Birth: Marital Status: Social Security Number:
Home Street Address: Home Phone: Cell Phone/pager:
City, State, Zip: E-Mail Address: Child lives with: D Both Parents D Mom D Dad

Guardian (specify):

Employer Name: Occupation: Work Phone:

Employer Address:

Name of Other Parent: Date of Birth: Marital Status: Social Security Number:
Address if different than above: Home Phone (if different than above)| Cell Phone/pager:

Employer Name: Work Phone: E-Mail Address (if different than above):
Employer Address: Occupation:

Emergency Contacts:

Nearest relative not living with you: Relationship: Phone Number:
In case of emergency, please notify: Relationship: Phone Number:
Nearest neighbor/friend not living with you (in the event of an emergency and one of the above cannot be reached) Phone Number:

Insurance Information:

Primary Insurance Company Name*: Plan Type (circle): Address (City, State Zip): Phone Number:

HMO / MC / POS /EPO

QPOS / PPO / OTHER
ID Number: Group Number: Name of Insured: Relationship to patient:

*You are responsible for submitting to secondasuiance. Copy of Insurance card obtained? D Yes D No Date obtained:

| understand, and agree that, (regardless of myange policy), | am responsible for the entireahaé on my account, for all professional
services provided to the patient (or myself). Véaead all the information contained in the finahpolicy and have completed the above
answers. | certify that, to the best of my knowgedthis information is correct and true. | widitifiy this office in case of any changes to my
dependents health (or my health) or any of the aliaformation.

Signature Date

(See Reverse of Form to Complete)




Welcome!

{

Welcome to Wheaton Pediatrics. Thank you for chmgpas as your health care provider. We are cotachtb your
treatment being successful. Please understangdlyaient for your services is considered a paybaf treatment.
Your clear understanding of your financial polisyiinportant to our professional relationship. Béeask our cashier or
billing representative if you have any questionsulour fees or financial policy.
In addition: A patient registration form must berguetedprior to seeing the doctor or nurse practitioner
Payment is required at time of service
For payment, we accept cash, check, Visa, Mastdr@anerican Express and DiscoverCard

{

Consent to Treat

The signing of this registration form hereby auihes the clinicians of Wheaton Pediatrics, Ltdptovide medical
services to my child.

Minor Patients

{

For unaccompanied minors, please provide themwuitihen authorization (accompanied by a parent/diaar
signature) for our medical staff to provide cavée may deny non-emergency care unless a minormggsess with such
authorization. The adult accompanying a minortlledparents or guardians are responsible for paymen

UCR (Usual and Customary Rates)

{

Wheaton Pediatrics is committed to providing thst beatment possible for our patients and we ehesftat is usual
and customary for the Wheaton area as determinélaeayajority of insurance carriers. You are resiue for
payment regardless of any insurance company’srdétation of usual and customary rates unless otserdictated by
a managed care contract.

Insurance

{

As a courtesy to our families, we submit all clatmgourprimary insurance company and accept assignment of
insurance benefits. Families with managed card paystheir co-pagt the time servicesarerendered as stated in
your benefits plan. For your convenience, we qgiyaco-payments to a major credit card with youtharization on
file. If your insurance company has not paid thleldalance within 45 days, then the balance of ymecount will be
transferred to your responsibility. Please be sstithat some (and perhaps all) of the servicezmaer may be
considered “non-covered” by your insurance compadnythis case, they are not considered necessarthais are not
covered under your medical insurance plan. Yoiparsonally responsible for payment of these noresa services.

Insurance is a contract between you and your inseraompany. We are not a party to this contraletss you have a
managed care plan. We request that you providedit card number with authorization to bill yowcaunt for any
applicable co-payments and the balance not paidhyinsurance. You are responsible for the tinpelyment of your
account. Please call our office if your insuraobanges so we may update our records.

Please contact your insurance company in advance to seeif they cover well child care and vaccines. |f they DO NOT,
please ask us about the vaccinesfor children program.

Missed Appointments

{

Please help us serve all of our patients’ bestd®pkg your scheduled appointments. If you needi$s an
appointment, please notify us 24 hours in advaRees may be attached for missed or no-show appeimsn
Please ask to see the No show policy for specifarimation.

Signature of Responsible Party Date




