Our kids pediatrics                                                             registration form 
Patient’s Name __________________________________________________________________________________________________					Last				First  			Middle               			               Sex	Male ______     Female ______			Birthdate _______________________________    											          Month             Day	  	Year                                                    Child’s Social Security Number Social ________ - _____ - __________ 
 Street Address________________________________________________________________________________________
City ______________________________	State __________________		Zip _____________
Home Phone (            ) _______-___________ 	Cell Phone (             ) __________-______________
Email Address _____________________________________    Circle the way you’d like to be contacted first:   Email     Phone                                                                                                                  
(If appointment time needs to be changed)  Phone (         ) _________ - ____________                                                                         Do we have you’re your permission to photograph your child for his/her medical chart?  Yes ___ No ___  
                                                                                                                                                                                                                                       Parent or Guardian ______________________________________ 	Relationship to Patient _____________________________            Address (If different)  ________________________________________________________________________________________          Employer ______________________________________________	Occupation _______________________________________        Business Address ____________________________________________________ 	    Phone __________________________                 Parent or Guardian Birthdate _________________                                                                                                                                                            Parent or Guardian Social Security #__________________________________                                                                                                                                                Parent or Guardian Driver’s License # _________________________________
Parent or Guardian  _____________________________________ 	Relationship to Patient _____________________________           Address (If different)  ________________________________________________________________________________________      Employer ______________________________________________	Occupation _______________________________________           Business Address _____________________________________________________  	Phone ____________________________                Parent or Guardian Birthdate _________________                                                                                                                                                                          Parent or Guardian Social Security #___________________________________                                                                                                                         Parent or Guardian Driver’s License # __________________________________                                                                                                           Brothers of Patient _______________________________________  Sisters of Patient _________________________________________
 
Name of drug store you use _______________________________________________________________                                                              How did you hear about us?  ______________________________________________________________ 
                                                                                                                                                                                                                                                                      INSURANCE AUTHORIZATION AND ASSIGNMENT
Does your child have Medicaid?  Yes __    No __ Medicaid # ____________________  Do you have other medical insurance? Yes__  No__                                                                           Name of medical insurance ____________________________ Policy number _______________________________                                                                                 (We need a copy of your insurance card each time you receive a new one from your insurance company)
Name of insured parent ________________________________________, I request that payment of authorized Medicare/Other Insurance Company benefits be made                  to either me or on my behalf to OUR KIDS PEDIATRICS for any services furnished me by the physician/supplier. I authorize any holder of medical information about me                            to release to the Health Care Financing Administration and its agents any information needed to determine these benefits or the benefits payable for related services. 
I understand that my signature requests that payment be made and authorize the release of medical information necessary to pay the claim. If item 9 of the                                   HCFA-1500 claim form is completed, my signature authorizes the releasing of the information of the insured or agency shown. In Medicare/Other Insurance Company                  assigned cases, the physician/supplier agrees to accept the change determination of the Medicare/Other Insurance Company as the full charge, and the patient is                     responsible only for the deductible, co-insurance, and non-covered services. Co-Insurance and the deductible are based upon the charge determination of the                    Medicare/Other Insurance Company. 
Signature _________________________________________________________ 		Date _____________________________________
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OUR KIDS PEDIATRICS

NO SHOW POLICY

This practice reserves the right to charge a $15.00 no show fee to patients who do not cancel or no-
show their appointments without contacting the practice 24 hours prior to the appointment.

As a courtesy to other patients who are waiting to schedule appointments, please contact the office
through your child’s patient portal, send a text through our Doctible text messaging system, or call 706-
886-1309 to cancel your appointment.

If you do not cancel or reschedule your appointment with at least a 24-hour notice, you will be

charged a $15.00 “no-show” fee. This is not reimbursable by your insurance company, and you will be
billed directly.

After three no-shows, our practice can exercise its right to terminate its patient-doctor relationship with
you. To keep you informed of appointments, we request that you keep your contact information up to
date. If you can not be reached for appointments, this will be considered a “no-show” and you will be
charged.

I understand the “no-show” policy of Our Kids Pediatrics. | understand that I must cancel or reschedule
all appointments at least 24 hours in advance in order to avoid a no-show fee.

1, {please print) , have read and understand the No Show
Policy.
Parent/Guardian/Guarantor Date:

(signature)





