Account # Chart #

Rankin Children’s Group, PLLC
Completely Fill

Patient’s 18 years & Older

Completely fill out the entire form. Once a child turns 18 years of age, they must be put on an individual account due to HIPAA rules
and regulations. At that point, the patient must give the parents, guardians, or other individuals permission to get information regarding
their medical treatment and financial aspects of their account if they wish for them to speak on their behalf. If the patient does not give

consent, the parent/guardian will not be able to receive any information regarding their treatment.

Patient’s Full Name Date of birth
(First) (Middle) (Last)
Female Male Social Security # Age
Patient’s Address City State Zip

Still living at home? Yes No

If employed, Patient’s place of employment

If parents not living together, with which parent/guardian do you live with?

Patient’s Home # Patient’s Cell #

Patient’s Work #

Emergency contact, not living in same household

Relation to patient

Emergency contact’s Home # Cell # Work #

IF you are adding your parents to your HIPPA, please complete the following information:

Father’s Name Address City State Zip
Father’s Marital Status Home # Cell # Work #

Mother’s Name Address City State Zip
Mother’s Marital Status Home # Cell # Work #

Primary Insurance- Please list the insured’s information below. The only secondary
insurance that we file is Blue Cross. If you have secondary and it is Blue Cross, please
provide a copy of the card to the receptionist.

Insured’s name DOB

SS# of Insured Effective Date of Policy

Insurance Co. If not Blue Cross, we must have the

claims mailing address:

ID # Group #

Insured’s Place of Employment

Co-Pay OV § Co-Pay Lab $ Deductible $

Financial Arrangements

Payment is due at the time of service. (Any) balance
over 60 days old is your responsibility. You are
welcome to make payment arrangements to avoid
collections. In case of default on this account, I agree to
pay collection costs & collection fees incurred in
attempting to collect this account. I give my consent to
receive communications from Rankin Children’s Group
and/or any collectors though various means such as cell
or landline phones, text, email, auto dialer system,
voicemail, & other forms of communications.

X

(Signature of responsible party)
I would like to discuss the office’s payment policy.
Yes No

e I authorize the doctor to release any information including the diagnosis and the records of any treatment or examination rendered to me

during the period of such care to third party payors and/or other health practitioners.

o I authorize and request my insurance company to pay directly to the doctor/doctor’s group any insurance benefits otherwise payable to me.
e I understand that my insurance is a contract between my insurance company & me, and I am responsible for pre-certification and advising

of any limitations, referrals, etc., required for compliance with this agreement.
e  As a patient, I give the doctors of this group permission to examine and treat me.

Date X

X

(Signature of Patient)

(Printed Name of Patient)







