CHATTANOOGA PEDS DEMOGRAPHICS

Patient information:

1. Full Legal Name: DOB: Gender: M/F SS#
2. Full Legal Name: DOB: Gender: M/F SS#

3.Full Legal Name: DOB: Gender: M/F SS#
4. Full Legal Name: DOB: Gender: M/F SS#
Address:

Parent/Legal Guardian information: Email :

Full Legal Name: DOB: Gender: M/F SS#

Address if different from patient:

Cell #: Work# Employer:

Spouse information:

Full Legal Name: DOB: Gender: M/F SS#
Address if different from patient:

Cell #: Work# Employer:

Marital Status of Parents: Single Married Divorced Widowed Separated
Insurance Information:

Primary Company Name: Policy ID: Group #

Policy Holder’s Name: DOB: SS#

Secondary Company Name: Policy ID: Group #

Policy Holder’s Name: DOB: SS#

X Insurance Assignment- | authorize payment of medical benefits from See Copy ID Card insurance company to be paid
directly to Chattanooga Peds for services render

X Cash Policy- | do not have insurance benefits available and agree to pay for all services rendered at time they incur, unless
otherwise agreed to in the form of a financial payment contract. (Good faith estimate available upon request)

X Consent to Treat : | hereby give my consent for Chattanooga Peds to examine and render treatment to Above Name Child

Signature: Date:




FINANCIAL POLICY AND PROCEDURE AGREEMENT

e | ACKNOWLEDGE THAT MY CHILD MAY BE SEEN BY MORE THAN ONE CLINICIAN DEPENDING ON THEIR
NEEDS AND WILL BE BILLED APPROPRIATELY FOR EACH INDIVIDUAL CLINICIAN.

o COPAYS ARE DUE AT TIME OF SERVICE. WE ACCEPT VISA, MASTERCARD, DISCOVER, CHECKS AND
CASH. A FEE OF $50 WILL BE CHARGED FOR ANY RETURNED CHECKS.

e AS A COURTESY, WE FILE YOUR INSURANCE. IF YOUR INSURANCE COMPANY HAS NOT PROCESSED
AND PAID YOUR CLAIM WITHIN 90 DAYS FROM THE DATE OF SERVICE, IT IS YOUR RESPONSIBILITY TO
CLEAR YOUR ACCOUNT.

e WE NO LONGER FILE SECONDARY INSURANCE.

e FOR ANY PATIENT BALANCE THAT CAN’T BE RESOLVED WITHIN 90 DAYS, A PAYMENT PLAN MAY BE
DISCUSSED. THIS MUST BE HANDLED IN A TIMELY MANNER. IF THE DEBT CAN NOT BE RESOLVED,
YOUR ACCOUNT WILL BE TURNED OVER TO AN OUTSIDE COLLECTION AGENCY. YOU WILL BE
RESPONSIBLE FOR ALL COLLECTION AGENCY FEES, ATTORNEY FEES, COURT COSTS AND ANY
OTHER COSTS RELATED TO THE COLLECTION PROCESS.

e WE WILL NOT GET INVOLVED WITH DIVORCE DECREE AGREEMENTS. THE PARENT OR GUARDICAN
THAT BRINGS THE CHILD IS RESPONSIBLE FOR COPAYS AND WILL BE ASK TO RESOLVE ANY
BALANCE ON THE ACCOUNT.

e |F THE PARENT OR LEGAL GUARDIAN IS NOT BRINGING THE CHILD TO THEIR APPOINTMENT, A
CONSENT FORM MUST BE SIGNED. CHATTANOOGA PEDS REQUIRES A HIPAA FORM TO BE SIGNED
YEARLY. THERE IS A SPACE PROVIDED ON THAT FORM TO LIST WHO HAS CONSENT TO BRING THE
CHILD FOR MEDICAL TREATMENT AND/OR RECEIVE MEDICAL INFORMATION.

o WE CAN EMAIL RECEIPT OF PAYMENT MADE BY PHONE BUT IT WILL NOT BE ENCRYPTED.

e ANYONE WHO IS SELF PAY WILL BE GIVEN A DISCOUNT AND PAYMENT IN FULL IS EXPECTED AT
CHECKOUT.

e MOST INSURANCE COMPANIES REQUIRE POLICY HOLDERS TO UPDATE THEIR COB YEARLY. THIS IS
YOUR COORDINATION OF BENEFITS WHICH MEANS THEY ARE VERIFYING IF YOU HAVE ANY OTHER
COVERAGE PRIOR TO PAYING CLAIMS. YOUR EOB (EXPLANATION OF BENEFITS) WILL TELL YOU
WHAT IS NEEDED BY YOUR INSURANCE COMPANY AND WHAT YOUR RESPONSIBILITY IS. IF YOUR
COB IS NOT COMPLETED IN A TIMELY MANNER, THE SERVICES RENDERED ARE PATIENT
RESPONSIBILITY.

« A COPY OF YOUR INSURANCE CARD MUST BE PROVIDED AT EACH VISIT TO PROCESS YOUR CLAIM.

e ANY NON-COVERED CHARGES WILL BE IN YOUR RESPONSIBILITY. Good Faith estimate effective 1-1-2022

e IF YOUR ACCOUNT IS IN BAD DEBT AND SENT TO THE COLLECTIONS AGENCY, | UNDERSTAND THAT
IF | DO NOT SET UP A PAYMENT PLAN WITH THEM OR PAY MY BALANCE IN FULL THAT
CHATTANOOGAPEDS PEDS CAN DISMISS ME FROM THE PRACTICE.

e« EVERY CHILD IN THIS PRACTICE MUST STAY UP TO DATE WITH ALL VACCINA T/IONS

REQUIRED BY THE CDC AND THE STATE. IF | DO NOT KEEP MY CHILD UP TO DATE ON
SHOTS, | UNDERSTAND THAT CHATTANOOGA PEDS RESER VES THE RIGHT TO DISMISS

THE FAMILY FROM THE PRACTICE.

e |IF MY FAMILY CHANGES PRACTICES, CHATTANOOGA PEDS RESERVES THE RIGHT TO NOT ACCEPT
US BACK IN THE PRACTICE.

e You are and active patient in our system, so we are responsible for your medical records. You will not
become inactive until your BALANCE is paid in FULL. At that time, we will release your records to you or
the facility of your choosing.

e | AUTHORIZE RELEASE OF ANY INFORMATION NECESSARY TO PROCESS MY INSURANCE CLAIMS
AND ASSIGN AND REQUEST PAYMENT DIRECTLY TO CHATTANOOGA PEDS

e | AUTHORIZE CHATTANOOGA PEDS TO EMAIL MY STATEMENTS AND LEAVE MESSAGE ON MY

PHONE.
e THESE POLICIES AND PROCEDURES ARE SUBJECT TO CHANGE

Date:

Parent/Legal Guardian Signature



Chattanooga Peds

3328 Jenkins Road, Suite 200, Chattanooga, TN 37421
Phone (423) 825-4040 Fax (4230 825-4043

Notice of Privacy Practices (NPP) Policy

Effective date of policy: 06/01/2013

The Chattanooga Peds Notice of Privacy Practices (NPP) is in compliance with all appropriate laws and
regulations, federal, state, and local. An abbreviated notice is posted prominently in our office. A copy
of this policy is also available on our website.

Every reasonable effort will be made to assure that each patient gets a Notice of Privacy Practice on his or
her first date of service and annually thereafter. We will document this effort in writing. We must obtain
written documentation from every patient that he/she has received or been offered this notice.

In the event that the patient does not get a notice while in the office, we will mail the notice to them on the
same day. Documentation will be made as to why it was not given to the patient at the time of service and
that the notice was mailed.

This office will comply with all aspects as printed in our Notice of Privacy Practices.
By signing below you acknowledge that you have read and been offered a personal copy of the
Chattanooga Peds Notice of Privacy Practices.

Please list below all individuals authorized to receive protected health information and/or to bring
patient into our office in the absence of a parent or legal guardian:

Patient’s Full Legal Name Patient’s Date of Birth
Patient’s Full Legal Name Patient’s Date of Birth
Patient’s Full Legal Name Patient’s Date of Birth
Signature of Parent or Legal Guardian Date of Signature

Printed Name of Parent or Legal Guardian Relationship to Patient



Dr. Jeanie Jung, MD

Jared Amos, MD

Chattanooga Peds .o

Stephanie Nidiffer, NP

Jason Steadman, Psyd

Patients in our practice may be contacted via email and/or text messaging to remind you of an appointment. If at any
time you provide an email or text address at which you may be contracted, you consent to receiving appoint reminders
and other healthcare communications and information at the email or text address from the Practice.

I consent to receive text message from the practice to my cell phone/email and any
number forwarded or transferred to that number or emails to receive communication as stated above. | understand
that this request to receive emails and text messages will apply to all future appointment reminders/healthcare
information unless | request a change in writing. | authorize to receive text messages for appointment reminders and
general health reminders/information to the following cell phone number and email address.

Email address:

Cell Phone Number:

Patients Name(s):

Signature:

Printed Signature:

Date:

This practice does not charge for this service, but standard text messaging rates may apply as provided in your wireless

plan. (contact your carrier for pricing plans and details)

3328 Jenkins Road Ste 200 . Chattanooga, Tn 37421 . P 423-825-4040 . F 423-825-4043

Chattanoogapeds@gmail.com



