
THH Pediatrics Metropolitan Pediatrics

INSURANCE INFORMATION

PATIENT INFORMATION

Patient name: Date of birth:

PRIMARY INSURANCE INFORMATION

Policyholder/subscriber name: Policyholder DOB:

Relationship to patient: Insurance company:

Insurance ID: Group #: Copay $:

Effective date:

PERSON RESPONSIBLE FOR PATIENT BALANCE
Responsible for charges not paid by insurance. Complete the billing address in all cases.

Responsible person is the primary policyholder/subscriber

Responsible person's name: Relationship to patient:

Billing address:

City: State: ZIP code:

SECONDARY INSURANCE INFORMATION

Policyholder/subscriber name: Policyholder DOB:

Relationship to patient: Insurance company:

Insurance ID: Group #: Copay $:

Effective date:

AUTHORIZATION AND RELEASE

Cancellation policy and fees: We require a full 24-hour notice prior to your appointment time should you need to cancel. There will be a $75 charge for a cancellation without
proper notice, or if a scheduled appointment is missed. This charge will not be covered by your insurance and will be your responsibility. Copays and deductibles must be paid
at the time of service. Additional service codes will be billed for care provided on weekends or after 6:00 p.m. weekdays.

Photo ID and insurance acknowledgments: I acknowledge that at the time of each visit, I will be asked to present my photo ID and insurance card. I personally guarantee to
cover any charges that are not contractually covered by my insurance company for my child's care.

Release of information and assignment of benefits: I authorize this practice to release any information, including the diagnosis and records of any treatment or examination
rendered to my child during the period of such care, to third-party payers and/or other health practitioners. I authorize and request my insurance company to pay directly to the
doctor or doctor's group insurance benefits otherwise payable to me. I understand that my insurance carrier may pay less than the actual bill for services. I agree to be
responsible for payment of all services rendered on my behalf or my dependents.

Patient/parent signature: Date:

Rev. 08.2026
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