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Guarantor Statement of Financial Responsibility
 I understand that Meyer Pediatrics isa primary care physician's office (PCP).

I understand
any deductibles, co-pays, and non-covered services are collected at the time of the office visit. I
understand if my insurance is inactive or is unable to be verified, I can expect to pay for the office
visit and possibly file my own claim. I understand I am responsible for any service deemed noncovered by my insurance. Further, if my account is sent to collections, any costs collecting past due or
delinquent charges will be added to my account. I authorize the release of any medical information
to my insurance company for claims processing. This authorization/ agreement is effective until
revoked in writing.

 I understand Meyer Pediatrics "missed appointment" charge of $50.00 for failure to give 24 hours

notice to cancel or reschedule a well visit. I understand the need to give at least 24 hours notice for
prescription refills and for the completion of health forms. I understand access to Meyer
Pediatrics "on call"or "after hours" (24 / 7) coverage. I also understand the policy for nurse
callbacks and provider callbacks. I understand the Patient Portal is the preferred method for these
requests when possible. I understand five (5) working days notice is required for completion of
referral to a specialist's office. I understand it is my responsibility to provide required information
to Meyer Pediatrics.

 I understand Meyer Pediatrics ĚŽĞƐ ŶŽƚ ƉƌŽǀŝĚĞ ŝŵŵƵŶŝǌĂƚŝŽŶƐ to patients insured by Medicaid
or Medicaid HMO's, patients will be referred to the local health dept for shots. It is my
responsibility to make sure that Meyer Pediatrics is designated as my child's primary care
physician (PCP) and my responsibility to make sure my child is assigned to an HMO that Meyer
Pediatrics is contracted with. Those are: CMS, Coventry, Molina, Sunshine, and Staywell Health. I
must notify Meyer Pediatrics within ten days of any changes to my insurance. I am responsible for
any unpaid charges that may occur as a result of these changes.

 ,/W WZ/sz WK>/z <EKt>'DEd͗   I acknowledge that I have received the

Health Information Privacy Policy Notice as required by the HIPAA Act of 1996. I may call Meyer
Pediatrics and request to speak to the Privacy Officer regarding my children's or dependents
protected health information, privacy concerns, or for an explanation of any issues regarding my
rights as detailed in the HIPAA Act. I have received a copy of the entire Notice of Privacy
Practice. I understand Meyer Pediatrics may use or disclose my protected health information to
others only for treatment, payment, or healthcare operations, unless I give my written permission.
I understand that I have the right to inspect, correct, amend, or receive copies of my children's or
dependents protected health Information (with certain exceptions).

 Please list caretakers, relatives, day care, school officials, and/or anyone who you give permission

to share and/or bring your child to this office for medical treatment. I give permission to release
my children or dependents Protected Health Information (PHI) to the following individuals.
Name: __________________________________

Relationship: ______________ Date: _____________

Name: __________________________________

Relationship: ______________ Date: ____________

I have read and understand the Policies & Procedures of Meyer Pediatrics. I am financially
responsible for this account.
Printed name Guarantor/Parent/Guardian: __________________________________________
Signature of Guarantor/Parent/Guardian:

__________________________________________

Today's Date: ____________________
Revised 3.2016

 
         
           

