Cambridge Pediatrics, LLC

3500 Old Washington Road, Suite 101

Waldorf, MD 20602

(301) 645-1133 (301) 843-9236 (301) 884-5240

Please Print Clearly
	INSURANCE INFORMATION


	
	


	
	ID OR POLICY NUMBER


	GROUP/CODE




	
	CITY
	STATE
	ZIP
	POLICY BEGIN DATE



	
	SOCIAL SECURITY #


	
	CITY
	STATE
	ZIP
	RELATION TO PATIENT

	HOME PHONE


	WORK PHONE


	CELL PHONE


	



	
	


	
	ID OR POLICY NUMBER


	GROUP/CODE




	
	CITY
	STATE
	ZIP
	POLICY BEGIN DATE


	
	GENDER
	DATE OF BIRTH
	SOCIAL SECURITY #


	
	CITY
	STATE
	ZIP
	RELATION TO PATIENT

	HOME PHONE
	WORK PHONE


	CELL PHONE


	


PATIENT AUTHORIZATION
	CHILD’S INFORMATION
	

	NAME   Last                     First                     Middle
	GENDER
	DATE OF BIRTH

	STREET ADDRESS
	APT # OR PO BOX
	SOCIAL SECURITY #

	CITY
	STATE
	ZIP
	HOME PHONE NUMBER

	PARENT OR GUARDIAN
	

	LAST NAME                             FIRST NAME        MIDDLE 
	RELATIONSHIP TO PATIENT
	E-MAIL ADDRESS


	
	APT # OR PO BOX
	CITY
	STATE
	ZIP

	HOME PHONE #


	WORK PHONE #
	CELL PHONE #


	GENDER


	



I, 




, hereby authorize Cambridge Pediatrics to apply for benefits on my child’s behalf for covered services rendered. I request payment from his/her insurance carrier be made directly to the above named provider. I certify that all of the information I have reported on this form is correct. I understand that falsification of this form may result in termination from the practice of Cambridge Pediatrics, LLC. I also understand that it is my responsibility to report any changes to the above listed information to Cambridge Pediatrics, LLC. 


I further authorize the release of any necessary information, including medical information for this or any related claim to the above named billing agent and/or the insurance company named above. I permit a copy of this authorization to be used in place of the original. This authorization may be revoked by either me or the above-named carrier at any time in writing. I request that payment of authorized Medigap benefits be made either to me or on my child’s behalf to the above-named provider for any services furnished me by that physician/supplier. I authorize any holder of medical information about my child to release to his/her insurance carrier any information needed to determine these benefits payable for related services. 

X















Signature of parent or guardian


Relationship to patient



Date

POLICY CONCERNING PAYMENT OF MEDICAL BILLS


Our policy is that payment is to be made at the time services are rendered. Whether or not your insurance company pays in full, a portion, or no portion of your medical bills is a matter between you and your insurance carrier. Unless prior arrangements have been made, any unpaid balance is due within 30 days of treatment. Payment is accepted in the form of cash, check, money order, Visa or MasterCard. Payment in full of any past due balance is expected prior to being seen in our office in the future. All in house fees incurred while attempting to collect a debt will become the responsibility of the guarantor.  All balances that reach 90 days past due will be sent to a collection agency. Should your account be sent to a collection agency, you will be financially responsible for all collection fees and legal fees that our office incurs the process utilized to collect the outstanding delinquent balance. In addition, any patient whose account has been sent to a collection agency will be terminated from the practice.


I agree to promptly pay all charges when billed for medical services rendered and accept legal responsibility for any and all charges for the patient named above.

X















Signature





Relationship to patient



Date
