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Weber Pediatrics, PLLC  -  Insurance Policy and Guarantor Agreement Form

Weber Pediatrics actively participates in multiple major insurance PPO plans and select HMO plans within our region, welcoming most insurance plans. These plans typically have arrangements with healthcare providers to reduce expenses for patients. 
Our staff makes every effort to keep up-to-date records on our doctors and their participating insurance networks, but coverage may be different, depending on your employer's plan. We recommend confirming with your insurance carrier whether Weber Pediatrics  is an in-network facility/provider and if the services planned are covered within the benefits of your specific plan.
To confirm whether a provider is in-network or out-of-network, we suggest you call the number on the back of your insurance card. Ultimately, it is the patient's responsibility to confirm insurance status before the appointment. 
If You Have Insurance
Co-payments or a minimum payment of $100 toward your deductible is expected upon your appointment. We're glad to assist with your insurance filing, pending receipt of the necessary information from your insurance card. For any coverage-related inquiries, we suggest contacting your insurance carrier directly. Your insurance company might request additional details to process the claim; timely submission of such requests ensures prompt claim settlement.
We will bill your insurance as a courtesy. Once we receive payment or denial from your insurance company, or after a reasonable duration, any outstanding balance becomes your responsibility. If any part of your account shifts to a personal balance, a statement will be issued. Should you require payment arrangements upon receiving the statement, kindly get in touch with us promptly. Failure to communicate will result in the entire balance becoming due by the printed due date on your statement.
If You Do Not Have Insurance
If you lack insurance coverage, a $100 minimum pre-payment is required before each appointment. Payment methods accepted include cash, check, money order, Visa, Mastercard, Discover or American Express. Our staff are available at any time for a discussion regarding your account.
[bookmark: _7a7ldebwaeo0]Patient(s) Information
[bookmark: _3sek83pa12lh]Child’s Full Name: _______________________________________________ Date of Birth: ___________________________
[bookmark: _cqjefwdtt8m]Child’s Full Name: _______________________________________________ Date of Birth: ___________________________
[bookmark: _frz5dlxlc3rh]Child’s Full Name: _______________________________________________ Date of Birth: ___________________________
[bookmark: _rgs9snd43ood]Child’s Full Name: _______________________________________________ Date of Birth: ___________________________
[bookmark: _v283o550f0td]Child’s Full Name: _______________________________________________ Date of Birth: ___________________________
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[bookmark: _4cbnxjy0wd4r]
[bookmark: _gedg36t4rfi]
Weber Pediatrics, PLLC  -  Insurance Policy and Guarantor Agreement Form cont.

[bookmark: _xidn6idegnas]Guarantor Information
(Person financially responsible for the patient’s account)

Full Name: _______________________________________________ Date of Birth: __________________________

Relationship to Patient: ☐ Parent ☐ Legal Guardian ☐ Other: ______________________________________

Address: __________________________________________ Phone Number: ______________________________


[bookmark: _7yvvjc789bxs]Acknowledgment of Financial Responsibility
I understand and agree to the following:
1. I am the guarantor for the patient(s) listed above and accept full financial responsibility for all medical services provided by Weber Pediatrics.
2. I understand that insurance coverage is a contract between the insured and the insurance company, and I am responsible for any charges not covered, denied, or delayed by insurance.
3. I agree to pay all applicable co-pays, deductibles, coinsurance, and any non-covered services at the time of service or upon receipt of billing statements.  I understand that if I do not have insurance coverage, I am responsible for paying at least the minimum amount listed above or the full cost of services out of pocket at the time of service.
4. I will notify Weber Pediatrics of any changes in insurance, custody, or contact information.
5. In case of divorced or separated parents, I acknowledge that the parent who brings the child in is responsible for payment, regardless of custody or court orders.
[bookmark: _1yn64aq5cjb5]Signature
I have read and understand this Guarantor Agreement and agree to its terms.
Guarantor Signature: __________________________________________________ Date: _________________________
Printed Name: ________________________________________________________________________________________
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