Parents of

We welcome you to our practice and look forward to seeing your child on:

Date:
Time:

Enclosed you will find registration forms which need to be completed prior to
vour appointment. In addition, below is a checklist to assist you and your family
in preparing for your appointment.

Checklist for vour first appointment:
0O Bring your insurance card and present to the receptionist upon arrival.

O Please fax or mail your completed forms back to our office. These are entered
into our database prior to your visit and will save time at your initial visit.

0 IMPORTANT: Bring any diagnostic reports and films related to your
condition with you to the appointment. This will avoid repeating studies and will
assist with your treatment plan. You will need to pick these up from the
radiology department where they were performed.

O Please call our office prior to your appointment to verify we received
necessary information. Without the information (records, films, etc.) we will
have to reschedule your appointment.

O If you need language translation assistance, please bring an adult
translator to your appointment.

O If you will be more than 10 minutes late for your appointment, please call
our office to verify that your appointment can still be accommodated.

O If you are being seen for any bladder/wetting issues, please arrive with a full
bladder.

PLEASE MAKE SURE ALL PAPERWORK AND
DOCUMENTS ARE COMPLETE PRIOR TO YOUR VISIT.

If you have any questions contact our office at (214) 750-0808.

Office services are payable at the time of service. Payment can be made by
Visa, MasterCard, Discover, American Express, cash or check.



PATIENT REGISTRATION FORM

(Please print)

PATIENT NAME: (Last): (First): (MI):
Address: City:

State: Zip: Email:

Home Phone ( ) Cell: ( )

Birth Date: / / Sex: M__ F

Referring Physician Name:

Phone:

Seeing: [ |Dr. Ewalt [ |Dr. Strand [ ] Sallie Robertson, PA [ ] Peggy Jackson, NP

GUARDIAN INFORMATION:

Name: Relationship to Patient:
Marital Status: Single Married Widowed Divorced

Guardian SS#:

Occupation: Work #:

Employer Name:

Address:

Spouse’s Name: Work phone ( ) Ext.
Emergency Contact: Phone ( ) Pager:

PLEASE BRING INSURANCE CARD TO COPY

Insurance Co.

Policy Number

Member Service 800 #/ Provider 800#

Group Number

Medicaid ID #

‘ POLICY HOLDERS INFORMATION (to be completed by parent who holds policy

Name of insured:

(or person financially responsible if uninsured)

Relationship to patient:

Address:
City: State: Zip:
Employer: Employer Address:

Social Security #:

Driver’s License:

DOB: __/__[J___

SIGN HERE:

STATEMENT OF FINANCIAL RESPONSIBILITY
[ understand and agree that, regardless of my insurance status, I am ultimately
responsible for the balance of my account for any professional services rendered.
[ hereby authorize Urology Clinics of North Texas to release any information
necessary to process a claim for insurance benefits. I hereby authorized payment
directly to the physician if the claim is approved.




POLICY ON MANAGED CARE INSURERS

In order to accommodate the needs and requests of our patients we have
enrolled in numerous managed care insurance programs.

While we are pleased to be able to provide this service to you, it is extremely
difficult for us to keep track of all the individual requirements of all of the
plans. Each one has a different stipulation regarding how often services may be
rendered and, even more importantly, where those services may be performed.

Even within the same insurance company the plans differ depending upon what
type of contract your employer has negotiated.

Providing quality medical care for our patient is our primary concern. We are
more than willing to provide that care within your insurance guidelines if you
let us know EACH time of service exactly what those guidelines are.

Unfortunately, if you do not inform us of any special requirement in your
contract and we subsequently order services, such as lab work or
hospitalization, that are not covered, we or the selected medical facility will have
no choice but to BILL YOU DIRECTLY FOR THOSE CHARGES. Payment for those
charges is then your responsibility.

With your cooperation and help, you should be able to receive all of the benefits
offered to you, and we will be able to concentrate on caring for your medical
needs.
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I have read and understand the office policy stated above and agree to
accept responsibility as described.

Signature of Patient/Responsible Party Date

WAIVER TO RELEASE MEDICAL INFORMATION BY ELECTRONIC SUBMISSION

I give my permission for Urology Clinics of
North Texas to release my medical information by electronic submission**. I
release them from all liability in the processing of this act.

** We have a satellite office and thus will enable us to fax your medical records
to the doctor if he is there.

Patient or Parent’s Signature

Date




PATIENT FINANCIAL RESPONSIBILITY STATEMENT

Urology Clinics of North Texas — Pediatric Associates

In order to maintain our fees at the lowest possible level, it is important that we have a good
understanding with our patients regarding financial responsibility. We hope this summary will
be helpful toward that end. We encourage you to discuss it with us and to ask questions.

We understand that your health coverage is provided through:

¢ If you have out-of-network benefits we will be happy to give you a receipt so that you
may file

*  You must pay any co-payment and applicable deductible amounts at the time of service
unless other arrangements have been made with our office.

* The remainder of your bill will be sent to your health plan for direct payment to our
office.

¢ If you insurance carrier has not paid our claim within 60 days, we may expect payment
from you.

¢ If by mistake, your health plan remits payment to you, please send it to us along with
all paperwork sent to you at the time.

* You will remain responsible for any services that are not covered by your insurance
plan.

*  Your health plan may refuse payment of a claim for some of the following reasons:
1) This is a pre-existing illness that is not covered by your plan
2) You have not met your full calendar deductible
3) The type of medical services required is not covered by your plan
4) The health plan was not in effect at the time of service
5) You have other insurance which must be filed first

Although benefits may be verified at the time of service it is not a guarantee of payment on
what was quoted. Pleased understand that financial responsibility for medical services rests
between you and your health plan. While we are pleased to be of service by filing your medical
insurance for you, we are not responsible for any limitations in coverage that may be included
in your plan. If your health plan denies this claim for any of the above reasons, you will then
become responsible for this bill. It is your responsibility as the patient to pay the denied
amounts in full.

Our primary mission is to provide you with quality, cost effective medical care. Together we are
trying to adapt to the changing way that health care is financed and delivered. Again, we value
you as a patient and our priority is to provide you with the best possible care. We are pleased
to welcome you to our practice.

Sincerely,

Urology Clinics of North Texas

I have read and understand my obligations and I acknowledge that I am fully
responsible for payment of any services not covered by my insurance carrier.

Patient/Parent Signature Date

Patient Name - printed
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