
2008 NORTH CENTRAL INDIANA PEDIATRIC CENTER FINANCIAL POLICY 

 
Thank you for selecting North Central Indiana Pediatric Center (NCIPC) for you child’s medical care.  In order to prevent any misunderstandings concerning 
the responsibility for payment, it is important that our patients have a clear understanding of our financial policy. 
 

It is important that you understand the following: 
 
--Your insurance policy is a legal document between your insurance company and yourself.  Your policy outlines the payment obligations that you and your 
insurance company have for services rendered by NCIPC.  To assist you, NCIPC will file your claim with your insurance company.  In all cases, you are 
ultimately responsible for the payment of your bill.  Please note that this financial policy does not apply to approved workers compensation patients. 
 
--All co-payments and co-insurance, when applicable, are to be paid at the time of your visit.  Payment options include cash, check, Visa, MasterCard, 
Discover and American Express.  NCIPC does charge a $25.00 fee on all returned checks due to non-sufficient funds. 
 
--You are responsible to pay for all usual and customary charges for services rendered.  In addition, you are responsible to pay for all charges that are NOT 
covered by your employer, insurance company, or other third party payer due to denial or non-coverage of services rendered. 
 
--Patient balances are to be paid in a timely manner.  If NCIPC takes any steps to collect this account, you will be responsible for the costs of collection.  
Collection costs include, but are not limited to collection agency commissions or charges, court costs (small claims) and reasonable attorney fees. 
 
--If you anticipate a problem in paying for services rendered, you must make payment arrangements with a member of our Patient Accounts Department or our 
medical billing service.  If a payment plan is required, we reserve the right to establish the minimum payment amount, due date, and length of the 

payment   plan.   If you cannot make a payment or your account is delinquent, you may be asked to reschedule your appointment until after your account 
becomes current. 
 
--Parent or custodial parent must accompany all minors.  In the event the custodial parent cannot bring their child to their appointment, the child’s 

caregiver must have the consent to treat form signed previous to the appointment.  In addition, a listing of who is allowed to accompany the child to 

the visit must be listed.  Any minor or dependent accompanied by anyone other than the custodial parent, guardian, or guarantor, the individual accompanying 
the child will be responsible for payment for the rendered service unless prior payment arrangements have been made. 
 
--An additional fee will be added to basic services rendered after regular office hours.  
 
--It is important to keep scheduled appointments or inform us if you cannot make your appointment.  Three missed or canceled appointments may result in a 
patient(s) discharge from NCIPC. 
 
--I have read and understand the financial policy of NCIPC and accept its terms.  

 

ASSIGNMENT OF INSURANCE BENEFITS:  I hereby authorize direct payment of medical benefits to North Central Indiana Pediatrics Center for 
services rendered by him/her in person or under his/her supervision.  I understand that I am financial responsible for any balance not covered by my insurance. 

 
AUTHORIZATION TO RELEASE INFORMATION:  I hereby authorize North Central Indiana Pediatric Center to release any medical or 

incidental information that may be necessary for either medical care or in the processing applications for financial benefit. 

 
I hereby authorize North Central Indiana Pediatrics to furnish information concerning my child’s present illness/condition.  I direct the insurer to pay, without 
equivocation, directly to North Central Indiana Pediatric as a result of this claim.  Although covered by insurance, I am aware that I am personally responsible 
for all charges.  A photocopy of this authorization will be valid as the original. 
 
 

Signature: ____________________________________Please Print Name: _______________________________ Date: _____________ 

                    Patient/Insured/Responsible Party 

 

PATIENT 
NAME _______________________________________________________DOB______________SEX   M   F   SS#___________________ 
                       Last                                    First                                 MI 
 
             _______________________________________________________DOB______________SEX   M  F    SS# ___________________ 
 
             _______________________________________________________DOB _____________ SEX   M   F   SS#____________________ 
  

_______________________________________________________DOB _____________ SEX   M   F   SS#____________________ 
 
ADDRESS _____________________________________________________________________ TELEPHONE  (          )          -__________ _                                       
                         Street/ PO Box                                     City                         State               Zip 
 
PHYSICIAN REQUESTED:__________________________________________________________________________________________ 

 



 

MOTHER ________________________________________________________  SS # ___________________________________________ 
 
ADDRESS _______________________________________________________________________ DOB ____________________________ 
                          Street/PO Box                                        City                           State                      Zip Code 
 
PHONE   (           )           -                              WORK PHONE   (          )          -                               EMPLOYER ________________________ 

 
FATHER ________________________________________________________________  SS # __________________________________________ 
 
ADDRESS _______________________________________________________________________ DOB ____________________________ 
                          Street/PO Box                                         City                           State                     Zip Code 
 

PHONE  (          )           -                                WORK PHONE   (          )         -                                EMPLOYER_________________________ 

 
PRIMARY INSURANCE: 
INSURANCE NAME _____________________________________________GROUP # _____________ID#__________________________ 
 
POLICY HOLDER _____________________________________DATE  OF BIRTH____________ RELATIONSHIP___________________ 
 
EMPLOYER _____________________________EFFECTIVE DATE ____________________________SS#__________________________ 

 
SECONDARY INSURANCE: 
INSURANCE NAME ______________________________________________GROUP # _____________ID#_________________________ 
 
POLICY HOLDER ______________________________________DATE OF BIRTH_____________RELATIONSHIP__________________ 
 
EMPLOYER ______________________________EFFECTIVE DATE ____________________________SS#_________________________ 

 
EMERGENCY CONTACTS: 

NAME ____________________________________________________ PHONE _____________________ RELATIONSHIP ____________ 
 
NAME ____________________________________________________ PHONE _____________________ RELATIONSHIP ____________ 
 
 
 
 
 
 
 

AUTHORIZATION TO TREAT A MINOR 

 
--I (We) the undersigned parent, parents and/or legal guardian of _______________________________________ DOB ___________________,  
______________________DOB_____________, ______________________________DOB________________, _________________DOB___________and 
_______________________DOB_________________minor(s), do hereby authorize and consent to any x-ray examination, anesthetic, medical or surgical 
diagnosis rendered under the general or special supervision of any duly licensed physician licensed under the provisions of the laws of the state of Indiana.  It is 
understood that this authorization is given in advance of any specific diagnosis, treatment, or hospital care being required but is given to provide authority and 
power to render care which the aforementioned physician in the exercise of his/her best judgment may deem advisable.  It is understood that effort shall be 
made to contact the undersigned prior to rendering treatment to the patient, but that any of the above treatment will not be withheld if the undersigned cannot 
be reached. 
 

 

Signature: _________________________________________________________________________ Date: __________________________ 
                        Father, Mother, or Legal Guardian 
 
The following people may present the above minor(s) for treatment: 
 
Name: ____________________________________________________________ Relationship: _____________________________________ 
 
           _____________________________________________________________                      _____________________________________ 
 
           _____________________________________________________________                      _____________________________________ 

THIS CONSENT SHALL REMAIN EFFECTIVE FOR ONE CALENDAR YEAR 


