NEW PATIENT NAME

970 North Kalaheo Ave
Suite C-103
Kailua, HI 96734

Phone: 808-254-6474
Fax: 808-254-6400
E-mail: info@kailuapediatrics.com

DATE OF BIRTH

Parent/Guardian Information

Parent/Guardian Name:

DOB Sex:

Lives with patient? Y/N SSN

Relationship to patient

Primary address

City

State Zip

Primary phone

Employer:

Cell phone Work phone

Occupation

Personal e-mail

Parent/Guardian Information

Parent/Guardian Name:

DOB Sex:

Relationship to patient

Lives with patient? Y/N SSN

Primary address

City

State Zip

Primary phone

Employer:

Cell phone Work phone

Occupation

Personal e-mail

Primary Insurance

Subscriber's Name:

DOB Sex:

Subscriber ID#:

Subscriber SSN (required for TriCare)

Insurance carrier

Group #: Group name:

Authorized Persons Other Than Parent/Guardian

Persons other than parent/guardian who are authorized to accompany child to appointment include:

Name:

Relationship:

Name:

Relationship:

Note: These persons are required to bring photo ID on the day of the appointment

Emergency Contact Other Than Parent/Guardian

Name: Relationship:
Phone
Name: Relationship:

Phone




970 North Kalaheo Ave
Suite C-103
Kailua, HI 96734

Child

Patient/Child Name:

DOB: Sex:

Primary address

City

State Zip

Language

Nickname:

Ethnicity Race

School Grade

Siblings

Name:

DOB: Sex:

Name:

DOB: Sex:

Name:

DOB: Sex:

Name:

DOB: Sex:

Child's Allergies

Medication Allergy

Reaction

Food Allergy

Reaction

Child's Medications and Pharmacy

Current Medications

Preferred Pharmacy

Child's Medical History

Past Medical History

Past Surgical History

Family History

Please list any family history you think we should be aware of, including relationship to child:




Consent To Treat Minor

I hereby give consent to Kailua Pediatrics to perform any radiology or lab testing, examination, anesthetic, medical,
or surgical diagnosis or treatment and hospital care as deemed advisable by a licensed physician, as well as any
medical assistant, nurse practitioner or physician assistant, on the staff of Kailua Pediatrics to the named minor. I
understand that this authorization is given in advance of any specific diagnosis, treatment, or hospital care being
required. This consent is given to any and all such diagnoses, treatments and hospital care which a licensed
professional at Kailua Pediatrics recommends.

Telemedicine uses secure electronic communication (such as video and messaging) to provide care when the patient
and provider are not in the same location, including for diagnosis, treatment, follow-up, and education. By
participating, I understand that the same standard of care applies as in-person visits; there are potential risks such as
technical issues or rare privacy breaches; visits may be discontinued if the connection is inadequate; and I may
decline or stop telemedicine at any time. I am responsible for ensuring a private setting, and I understand that
telemedicine visits become part of the medical record. I also understand that copayments, coinsurance, or other out-
of-pocket costs may apply, and that insurance coverage may differ from in-person visits.

This authorization will remain in effect until revoked in writing by the parent or legal guardian.

Assignment of Benefits

All professional services rendered are charged to the patient and are due at the time of service, unless insurance
coverage is verified and Kailua Pediatrics, LLC, is a participating provider. Necessary forms will be completed to file
for insurance carrier payments.

I hereby assign all medical benefits, to include major medical benefits to which I am entitled. I hereby authorize and
direct my insurance carrier(s), including private insurance and any other health/medical plan, to issue payment
check(s) directly to Kailua Pediatrics, LLC, for medical services rendered to myself and/or my dependents regardless
of my insurance benefits, if any. I understand that I am responsible for any amount not covered by insurance.

Authorization to Release Information

I hereby authorize Kailua Pediatrics, LLC, to: (1) release any information necessary to insurance carriers regarding
myself and/or my dependent's illness and treatments; (2) process insurance claims generated in the course of
examination or treatment; and (3) allow a photocopy of my signature to be used to process insurance claims. This
order will remain in effect until revoked by me in writing.

I have requested medical services from Kailua Pediatrics, LLC, on behalf of myself and/or my dependents, and
understand that by making this request, I become fully financially responsible for any and all charges incurred in the
course of the treatment authorized.

I further understand that fees are due and payable on the date that services are rendered and agree to pay all such
charges (copay, coinsurance and/or deductible) incurred in full immediately upon presentation of the appropriate

statement. A photocopy of this assignment is to be considered as valid as the original.

Notice of Privacy Practices Written Agreement

The U.S. Department of Health & Human Services has developed Notices of Privacy Practices for health care
providers to communicate with their patients entitled, “Notice of Privacy Practices.” This notice describes how
medical information about you may be used and disclosed and how you can get access to this information. I hereby
understand that this policy can be viewed at Kailua Pediatrics front desk at any time and a copy is available to me
upon request from Kailua Pediatrics staff.

Parent/Guardian Name Signature Date
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Kailua Pediatrics Policies

Insurance

We will verify your insurance eligibility prior to or at the time of your visit as a courtesy. Please bring your
insurance card to each appointment and notify us promptly of any changes to your coverage.

As we participate with many insurance plans, we are unable to know the specific details of every policy. We
encourage you to review your benefits and contact your insurance company with any questions regarding
coverage, copayments, deductibles, and coinsurance.

You are responsible for providing accurate insurance information. If incorrect or outdated information is
provided, you will be responsible for any resulting charges. While we will submit claims on your behalf and
make a good faith effort to assist with payment, your insurance coverage is a contract between you and your
insurance company. If a claim is denied or payment is not received within 60 days, the balance may become
your responsibility.

Copayments and Deductables

In accordance with our agreements with insurance companies, copayments are due at the time of service, and
any additional patient responsibility (including deductibles and coinsurance) will be billed to you. You are
responsible for payment of all balances. If you are unable to pay in full, we are happy to arrange a payment plan
and ask that you contact us promptly upon receiving your statement. For patients enrolled in high-deductible
health plans, we require a Health Savings Account (HSA) card or a credit card to be kept on file. Payment may
be made by cash, check, credit card, or HSA card; a processing fee of up to 3% may be applied to credit card
payments, while debit cards and other payment methods are not subject to this fee. Copayments are required
by your insurance company and cannot be waived. If your deductible has not been met, payment for non-
preventive services may be due at the time of the visit, and coinsurance may apply even after the deductible is
met.

Patients Without Insurance Coverage/Non-Covered Expenses

If you do not have health insurance or if Kailua Pediatrics is out-of-network with your plan, payment is
due at the time of service. Upon request, we can provide a claim form for you to submit to your
insurance company for possible reimbursement.

We do not reconcile or adjust charges based on insurance reimbursement. For patients paying directly or
for non-covered services, a time-of-service discount may be applied if the balance is paid in full on the
day of the visit. This discount does not apply after the date of service and cannot be applied to amounts
designated as “patient responsibility” under an insurance plan, as those charges are already adjusted
based on our contractual agreements with insurers.

Financial Agreements

For your convenience, we accept all major credit cards and checks. Returned checks will be subject to a
$30 returned check fee. If more than one check is returned in any given period, we reserve the right to
require all future payments by credit card or cash to prevent this situation from recurring.

Newborns

Most insurance plans allow up to 30 days to add a newborn to a policy. As a courtesy, we will hold
newborn claims for up to 30 days to allow time for enrollment. It is your responsibility to enroll your
newborn promptly and provide updated insurance information to our office. If enrollment is not
completed within this timeframe, or if a claim is denied for any reason, you will be responsible for the
balance. If your child does not have active insurance coverage, please refer to the Self-Pay / Out-of-
Network section of our financial policies.



Appointments/Cancellations

We ask that families arrive on time so we can maintain an efficient and respectful schedule for all patients.
Same-day sick visits may be available and are scheduled on a first-come, first-served basis. If you need to
cancel or reschedule, please notify our office at least 24 hours in advance. Missed appointments, same-day
cancellations, or late cancellations may result in a $50 fee. After three no-shows or same-day cancellations,
your family may be asked to establish care elsewhere.

If you arrive more than 15 minutes after your scheduled appointment, we may need to reschedule your
visit or offer the next available opening, as patients who arrive on time will be prioritized. If your child is
ill at the time of a scheduled well visit, the appointment may be converted to a sick visit and the well visit
rescheduled. Depending on your insurance coverage, additional charges may apply.

Guarantor/Divorce Decrees

The parent, legal guardian, or authorized adult who accompanies the child to an appointment at Kailua
Pediatrics may consent to care and is responsible for payment of all charges due at the time of service,
including copayments, coinsurance, and deductibles. The individual who signs the patient’s paperwork is
the guarantor and is responsible for all outstanding balances.

We are not a party to custody or divorce agreements and will not bill another parent or guardian. The
accompanying adult is responsible for payment at the visit. Any arrangements between parents are a
private matter. If the guarantor changes, a new set of paperwork must be completed.

Late Payment Fees

I understand that my account becomes deliquent if not paid within 30 days after billing and the unpaid
balance becomes subject to a monthy finance chart of 1.5% (18% APR) or $35, whichever is greater. Any
further deliquency will warrant the balance and any administrative fees being assigned to a collection
agency.

Assignment and Release

I authorize payment to be made directly to Kailua Pediatrics by my insurance company, and I accept
financial responsibility for all services not covered by my insurance. I authorize release of any medical care
information requested by my insurance company. My signature below acknowledges that I have read and
understand this information.

Credit Card on File Policy

Kailua Pediatrics is committed to making our billing process as simple and easy as possible. You may leave
the credit card on file with us. Credit cards on file can be used to pay copays and other charges (such as
toward the deductible or for non-covered services) at the time of the visit.

Forms

We ask that all forms be brought to your child’s well-child visit, when they can often be completed during
the appointment. Forms submitted outside of a well-child visit will only be completed if the child is up to
date with well-child visits. If not, we are happy to assist you in scheduling an appointment and ask that
forms be brought to that visit. A standard processing time of up to 7 business days is required, especially
for more extensive requests.

I have read, fully understand, accept and agree to comply with all the above policies. I consent to the
assignment of authorized health insurance benefits by my health insurer to Kailua Pediatrics for any
services furnished to my dependent or ward and understand that failure to make payments timely may
result in additional collection fees. I also understand and agree that the practice may amend such terms
from time to time



Notice of Privacy Practices Written Agreement

The U.S. Department of Health & Human Services has developed Notices of Privacy Practices for
health care providers to communicate with their patients entitled, “Notice of Privacy Practices.” This
notice describes how medical information about you may be used and disclosed and how you can get
access to this information. I hereby understand that this policy can be viewed at Kailua Pediatrics front
desk at any time and a copy is available to me upon request from Kailua Pediatrics staff.

PRACTICE POLICIES AND EXPECTATIONS

Please review the following policies, which support safe, consistent, and high-quality care for all
patients.

After Hours

In the event of a life-threatening emergency, please call 911. We recommend you take your child to
Kapiolani Medical Center for Women and Children Emergency Department if you are seriously
worried about your child’s health, or your closest emergency department. Non-urgent matters such as
medication refills, appointment requests, and forms should be addressed during regular office hours
through the patient portal, phone or text. For after hours general questions, please look at the back of
your insurance card. We recommend contacting your insurance company’s 24/7 nurse advice line for
guidance. The on-call doctor is available after hours for urgent medical concerns only. Please reserve
after-hours calls for issues that cannot safely wait until the next business day. Medications will not be
refilled after hours.

Vaccination Approach

Kailua Pediatrics follows the American Academy of Pediatrics (AAP) recommended immunization
schedule and strongly believes in timely vaccination to protect children and our community. We rely
on a foundation of mutual trust and a shared commitment to evidence-based care. For this reason, our
practice is not a good fit for families who do not plan to vaccinate their children.

We recommend the standard immunization schedule as the safest and most effective approach. At the
same time, we understand that some families may have questions or concerns and we are committed
to having open, respectful conversations. If families are actively working toward vaccinating their
child, we will work with them on an individualized plan that is agreed upon with their physician.

Alternative schedules are not considered optimal and may require additional visits, which may result
in additional charges depending on insurance coverage. Families who decline recommended
vaccinations without plans to catch up may ultimately be asked to establish care with another
provider, and we will assist with transition of care.

Newborn Vitamin K Policy

Kailua Pediatrics follows the American Academy of Pediatrics (AAP) recommendation for vitamin K
administration at birth. Vitamin K is essential for preventing serious and potentially life-threatening
bleeding in newborns. Our practice is not able to accept patients under 6 months of age who did not
receive vitamin K injection prior to discharge from the hospital. We do not have the capability to
administer vitamin K in the office and consider it an essential component of newborn care.
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Respectful Environment

We are committed to maintaining a safe and respectful environment for our patients, families and
staff. Behavior that is disruptive, threatening or includes abusive language towards staff or patients,
whether in person or through electronic communication, will not be tolerated and may result in
dismissal from the practice.

I have read and agree to the policies above.

Parent/Guardian Name Signature Date



Anriada Nassif
Line

Anriada Nassif
Line

Anriada Nassif
Line


	1 - New-Patient-Registration-Form-OCP.docx
	2 - Consent to Treat
	3 - CONSENT FORM FOR TREATMENT OF MINOR CHILD
	4 - Hipaa Long Form (Vero Beach Pedatrics)
	Blank Page
	Blank Page
	Kailua Pediatrics Policies
	Kailua Pediatrics Policies
	Blank Page
	Blank Page
	Blank Page
	NEW PATIENT NAMEDATE

	NEW PATIENT NAME 1: 
	Relationship to patient: 
	SSN: 
	Primary address: 
	City: 
	State: 
	Zip: 
	Primary phone: 
	Work phone: 
	Cell phone: 
	Employer: 
	Occupation: 
	Personal email: 
	ParentGuardian Information_2: 
	Lives with patient below_2: 
	Relationship to patient_2: 
	SSN_2: 
	Primary address_2: 
	City_2: 
	State_2: 
	Zip_2: 
	Primary phone_2: 
	Work phone_2: 
	Cell phone_2: 
	Employer_2: 
	Occupation_2: 
	Personal email_2: 
	Subscribers Name: 
	DOB_2: 
	Subscriber ID: 
	Insurance carrier: 
	Group: 
	Group name: 
	Name: 
	Relationship: 
	Name_2: 
	Relationship_2: 
	Name_3: 
	Relationship_3: 
	Name_4: 
	Relationship_4: 
	PatientChild Name: 
	DOB_3: 
	Primary address_3: 
	City_3: 
	State_3: 
	Zip_3: 
	Language: 
	Ethnicity: 
	Race: 
	Nickname: 
	School: 
	Grade: 
	Name_5: 
	DOB_4: 
	Name_6: 
	DOB_5: 
	Name_7: 
	DOB_6: 
	Name_8: 
	DOB_7: 
	Medication Allergy: 
	Reaction: 
	Food Allergy: 
	Reaction_2: 
	Current Medications 1: 
	Current Medications 2: 
	Preferred Pharmacy 1: 
	Preferred Pharmacy 2: 
	Past Medical History 1: 
	Past Medical History 2: 
	Past Surgical History: 
	Please list any family history you think we should be aware of including relationship to child 1: 
	Please list any family history you think we should be aware of including relationship to child 2: 
	DATE OF BIRTH: 
	PARENT 1: 
	Sex: 
	y/n: 
	DOB: 
	DOB 2: 
	Phone: 
	Phone_4: 
	sex 2: 
	Text5: 
	sex 3: 
	Text6: 
	Text7: 
	Text8: 
	Text9: 
	Text10: 
	Text11: 
	Text12: 
	Text14: 
	Text15: 
	Text16: 
	SSN of subscriber: 


