[image: image1.jpg]& HealthKare

3 Developmental &
%j Behavioral Pediatrics




 SEQ CHAPTER \h \r 1
 SEQ CHAPTER \h \r 1Developmental and Behavioral Pediatric Services
Helene Hubbard PhD, MD      Karen MacDougall RN, MA

408 Manatee Ave, East    

941-922-5366    fax 894-3487  gethelp@kidsdoingbetter.com         
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Financial Agreement
Your insurance covers part of the cost for a developmental-behavioral evaluation to determine your child’s diagnoses and to recommend treatments you may find useful.   (Child’s name) ______________________ may need testing, reports or other services not covered by your insurance.  
Your insurance covers routine follow-up and management for many of the possible conditions your child may have.  Certain conditions or services may not be included in your plan.  If your child needs care not covered by your insurance, you will need to pay out of pocket – or arrange to obtain those services from other sources.  (Ask!  We may be able to help you.)
For covered services, you are responsible for your deductible and co-pays.  Any charges for services not covered by your insurance will be subject to a 30% discount applied if paid in full on the day of service.  (Third party payers may receive the same discount if they pay in full the day of service.)  It is your responsibility to find out from your insurance carrier which services are or are not covered by your policy.  We accept cash, check and major credit cards.

You may refuse any care not covered by your insurance; you may refuse any care you wish to decline for any reason.  Our job is to recommend a comprehensive treatment program for your child; your job is to choose the treatment options you feel will be the most helpful for your child.  Only your family lives in your house, so you are the best qualified to decide what is best for your family.  We will support you in your decision-making process and try to help you arrange the best care possible from the available alternatives.
This financial agreement states that you understand that you may decline any services you choose, that you understand that at the first visit you are responsible for your co-pay (plus any unmet deductible) and out-of-pocket expenses for care your child receives which is not covered by your insurance plan.  Our procedures (with their prices) are listed on the reverse of this sheet.  
Parent or guardian ________________________________    Date ________________







