Dffice Tolicy Quick Dvenview

Shari Kushwaha. M.D.

Medical Questions During Office Hours: During office hours, our staff and Dr. K will be happy to
answer questions. Please allow us time to review your questions and we will return your call. If you
need a refill on a prescription, please have your pharmacy fax us a refill request. Please allow us time
to complete the request.

Scheduling Appointments: You may call or email the office to schedule your child's next exam. Well
Child Checks, Adolescent Physicals, and Sports Physicals should be scheduled four to six weeks in
advanced. Please remember that many schools require physical exams for general admittance
and/or participation in school sports. By reviewing your school district’s calendar and scheduling
your appointments well in advance, you can avoid a last minute rush.

*We understand that iliness is never convenient. For any sick visits, we recommend you call first thing
in the morning to set up a sick appointment.

Insurance & Billing: We accept most insurance plans. It is your responsibility to verify network
participation, covered benefits, and eligibility on your plan. Our front office staff can assist you,
should you need further information.

Payment: All co-pays are due at time of visit. If you're on a high-deductible insurance plan, you will
be required to pay a $50 pre-payment. If you're on a co-insurance plan, after meeting your
deductible, you will be responsible for paying your percentage portion at checkout. Once again,
our front office staff can you assist you. The person bringing the child in for his/her appointment will
be responsible for payment. You may pay with cash, check, Visa, Master Card, or Discovery. Please
make yourself familiar with our Financial Policy. You may request a copy from our front office staff.

Cancellation/No Show Policy: If you are unable to make it to your scheduled appointment time and
need to cancel, please call af least 2 hours ahead of time. Ifit is after-hours, please leave a message
on the general mailbox. If you no show to an appointment or cancel less than 2 hours prior to your
appointment time, you may be charged a $25.00 fee. After a total of three no shows or
cancellations per family, you may be dismissed from our practice and need to find another provider.

Account Balances: If you are unable to pay your account balance in full, please call our office to
make payment arrangements. If you fail to make payment as signed and agreed upon, your
account will be referred to a professional collection agency. You will be responsible for all collection
costs and will be dismissed from our practice.

*Please note, failure to keep your child/children’'s account balance current may require us to
reschedule or cancel your appointment. Also, if you have a balance on your account and cannot
pay in full, we will refer you to the health department for any vaccines your child may need until the
accountis clear.

Requests for Shot Records, Medical Records, or Physical Forms for School: You may call, fax, email, or
request in person copies of shot records, medical records, physical forms for school/daycare. For
requesting medical records, you will need to sign a release. Please allow 24 hours for shot records
and any forms for school/daycare to be completed. Please allow 48 hours for medical record
requests. $25.00 fee for printing entire medical record may apply.




Shari Kushwaha, M.D.

Patient Information

Dr. K's Kids Pediatrics
Patient Registration

Last Name First Name Ml Date of Birth Gender
Home Address City State Zip Code
Father's Information

Last Name First Name Ml Date of Birth

Social Security #

Driver's License #

Employer Name

Home Phone # Cell Phone # Email Address
Mother's Information
Last Name First Name MI Date of Birth

Social Security #

Driver's License #

Employer Name

Home Phone # Cell Phone # Email Address

Is the patient’s address different from Father and/or Mother's? YES NO
If yes, please write address below:

Address State Zip Code

Insurance Information

Name of Insurance Company

Policy Holder's Name

Date of Birth

Identification # & Group #

Employer

Relationship to Patient

| certify that the information provided is true and correct. | authorize the payment for services rendered should be made payable to Dr,
K's Kids Pediatrics. | authorize release of medical information necessary to process any claims. | understand that | am financially

responsible (the guarantor) to all charges not paid by insurance. | have read all the terms and conditions contained in this agreement
and agree to be bound by these terms and conditions.

Signature of Parent/Legal Guardian

How did you hear about us?

Date







