weLCOMme TO RUTHErrforD pPeDIATIICS! ¢
2022 REGISTrATION
**Please list all of your children that come to our office**

HOW DID YOU Hedar aBOUT US - Friend wWeBSIT€ FACeBOOK OB/GYN oTHer

Name: DATE OF BIITH: sex: Of
oM

FIFST NOMe LAST NaOme
Name: DAT€ OF BIITH: sex: OF
OM

FIrST NOme LAST Name
Name: DATE OF BIITH: sex: OfF
OM

FIFST NOMe LAST NOme
Name: DATe OF BIITH: sex: OF
oM

FIFST NOMe LAST NaOme
Name: DATE OF BIITH: sex: Of
OM

FIrST NOme LAST NOme
ADDresS: CITY:
STATE: Z1P:

ParenT#1 CeLL

PArenT#2 CeLL

PaArenT name#1

ReLaTIonN:

DOB

ParentT name#2

ReLartIion:

DOB

EMAIL ADDress:

PaArenTs: A MArriedb Q SinGLe Q DIvorced ardrtners Q wWiDOW
CUSTODY: 1 MOTHEr Q faTHer Q JoInTt

*PLedSe ASK THe FronT DeSK STaFf Fora *

TTOT

T” FOrm If YOU ALLOW OTHer

FamMILY memsBers TO BrING YOUr CHILD/CHILDren 10 THe OFFICE€ WITHOUT Your comeany.
THIS WILL SAve YOU TIme LaTer If neebep.

—2>PLedsSe See THe BACK FOr our pOLICIeS anb PLease Sicn!




Insurance infFormarion
IT IS THe reSPONSIBILITY OF THE SUBSCIrIBer TO KNOW THEIr BeNefITS. NOT dLL INSurances cover
ImMMmuNIZAaTions or weLL VISITS. YOU MUuST CALL Your Insurance anb SeLecCT DI. Grace BeCzZ ds Yyour
PCP IF YOUr InSurance reqQuires a seLecrtion. FaiLure 1o bo SO WILL cause THe Insurance 1o
DeCLINe payment. INSUrance musTt B€ CONTACTED TO €nroLL NewBOrnsS wWitHIN 30 DAYS OF BIITH,
AFTer 31 DAYS THE BABY WILL NOT B€ ON THE POLICY.

pPerson resSponsSIBLE FOr Insurance

RELATIONSHIP TO PATIENT BIFTHDATE
EMPLOYED BY: WOrK PHONE #
Insurance comeany: POLICY €fFF. DATE:
POLICY/ID# GIroupP#

*IF DIVOrceD Or separateDd PLedse PUT aDDress BeLow (IF THeY are THe guaranTtor for
THe Insurance).

ADDI€esSsS:

ASSIGNMENT AND ReLease
we WILL SUBMIT CLAIMS TO YOUr Insurance anb arTer we receive paymenTt, YOU WILL B€
reSPONSIBLE FOr any DEDUCTIBLES, CO-INSurance, or any otHer remaininG saLance.
IT IS YOUr respONSIBILITY TO CALL YOUr INSurance comeany anb fIND OUT THe
FOLLOWING:
IS YOUr CHILD enroLLeD In THe INSurance pLan
WHAT dre Yyour BeNnerITS IN Our OFFICe
CHECK IF YOUr CHILD IS COvVereD FOr prevenTtive/weLL BABY VISITS AND IMMUNIZATIONS
FIND OUT YOUr DEDUCTIBLE (IF any)
IF YOU DO NOT HAVE THe COPQAY AT THE TIMe OF THe VISIT THere 1S d $5 Fee
FOr weLLNesS VISITS IF THere 1s d NO CALL, NO SHOW THeEre IS d $50 Fee pPer apPOINTMeENT
FOr ADHD AND ASTHMA FOLLOW UPS IF THEre 1s d NO CALL, NO SHOW THere wWILL Be d Fe€ OF $50
INn THE CAase OF d BOUNCeED CHeCK THere IS d $40 Fee

PNORAONDN S

I HereByY auTHOorize parymenTt DIreCTLY TO RUTHERFORD PEDIATRICS; DR. GRACE BECZ FOI ALL InSurance
BENerITS OTHEerwise paydBLe TO Me FOr ServiCces renpered. I unberstand THAT I am FINANCIALLY
reSPONSIBLE FOI ALL CHArGeS, wHeTHer or NnOT PAID BY INSUrance, anb FOr dLL Services renberebd
on my BeHALF Or my DePenbenTs. I AUTHOrIZe THe dBOVe DOCTOr anD/Or any Proviber or SupPpPLIer
OF Services In THIS OFFICe TO reLedse THe INFOrmartion reQulired TO Secure THe paymenTt OF
BENEeFrITS. I AUTHOIIZEe THe US€ OF THIS SIGNATUre on dLL rnsurance suBmissions.

siGchature Of ReSPONSIBLE PAITY: Dare:




