Fort Collins Youth Clinic Financial Policies

The Providers and Staff of the Fort Collins Youth
Clinic want to welcome you and your family to our
Clinic. We want to make sure that every encounter
you have with our Clinic from Patient Care to
Billing is a positive and refreshing experience. In
order to ensure this we have prepared the
following financial policies.

Your Visit

You should be prepared to do the following;

4 Present current insurance card and photo id
at every visit.

4 Produce payment for your visit. We accept;
checks, cash, Amex, Visa, MasterCard, or
Discover. All co-pays and co-insurances are
due at the time of service or a minimum of
$50 towards your deductible.

If you do not have insurance, payment in full will
be due for today’s services. A 10% self pay
discount will be applied.

Estimated Charges

To ensure that we accurately reflect and capture
all charges provided during your visit, encounter
forms are routinely reviewed for accuracy and
appropriateness by trained Coding staff. As a
result your charges for today are an estimate and
may be subject to change upon further review.

Cancelled Appointments

We require 24 hours notice for cancellation of any
well care or medication check. We ask for one
hour cancellation of any other appointment. If not
given appropriate cancellation notice, or the
appointment is missed you will be charged one
fourth of that visit. The charge for missing a nurse
visit will be $ 10.00. These charges are the
patient’s responsibility. The third time you miss an
appointment without cancelling, your account will
be directed to the appropriate Provider for
possible dismissal. Appointments can be
cancelled by calling (970) 482-2515.

Complete Insurance Information

In order to file your insurance we must have
complete insurance information including;

m SS#
m Plan Address

m Insured’s Name
m Group Number

All of the above information is listed on your
insurance card which you will be asked for at
every visit. If you are unable to supply us with a
valid insurance card, we will ask for payment in
full at the conclusion of your visit.

han, InIn n ver

If you have a change in insurance coverage, it is
your responsibility to make sure we have all of the
pertinent information on file including effective
dates. Any medical expenses not covered by your
insurance plan will be billed to you.

Youth Clinic Medical Financial Policy

Non-Participating Insurance Plans

If the Fort Collins Youth Clinic does not participate
with your insurance plan several options are
available.

Non-Participating Insurance Plans (Cont.)

4 You may pay the balance in full today and
request an itemized statement of the visit
and file it with your insurance company.

d The Fort Collins Youth Clinic can file a claim
to your insurance company on your behalf.

d You may contact our Business Office to set-
up a payment arrangement at
(970) 416-6271.

New-Born Insuran ver.

If your child is a newborn, there may be a delay in
the processing of claims. It is your responsibility to
make sure your newborn child is added to your
insurance. If you do not have your child added to
your insurance plan, you will be considered a self-
pay patient and payment in full will be expected
from you.

Primary Care Physician Assignhment

Many insurance plans require a Primary Care
Physician be assigned to manage your child’s
healthcare. It is your responsibility to ensure your
child’s Primary Care Physician is assigned. You
may see any Provider at FCYC regardless of
Primary Care assignment. Any non-covered
services due to Primary Care Physician
assignment will be billed to you.

Insurance Payment Delays

The Fort Collins Youth Clinic is committed to
partnering with its patients to resolve insurance
payment delays. You may be called on to assist us
in resolving issues with your insurance company.
If we experience delays in payment beyond 60-
days you will be notified. It is important that you
contact us immediately so we can resolve any
issues and avoid holding you responsible for
unpaid claims. Please call (970) 221-3489

Coordination Of Benefits

Coordination of benefits will be the responsibility
of the parent. The Fort Collins Youth Clinic will
mail an insurance claim to your secondary carrier
but will not provide copies of Explanations Of
Benefits.

Responsible Parties

Parents who maintain custodial care of their
children will be listed as the Guarantor of the
patient. Billing statements and other
correspondence will only be sent to the address
listed under the custodial parent. FCYC will not
provide joint statements due to joint custody
arrangements. Insurance information from other
responsible parties may be added to the patients
account however responsibility for the payment of
bills owed to the Fort Collins Youth Clinic will be
the responsibility of the custodial parent. Joint
payments are the responsibility of both parents
and the copay, co-insurance or deductible
payments are due at the time of service.

Billing Statements

Statements are sent out by the Youth Clinic on a
monthly basis. Any patient responsible balances
due on your account may be reflected on your
statement.

Returned Checks

A ten dollar service charge will be added to all
checks returned for Non-Sufficient Funds.

Service Charges

If your account has a patient balance over 60
days old, there will be a $5 service charge added
to your account monthly until the balance is paid
in full.

llection L

If you receive a collection letter from us the most
important thing you can do is contact us. We have
courteous helpful staff that can assist you in
setting up satisfactory payment arrangements.

Payment plans are available by contacting our
Business Office at (970) 221-3489 Monday
through Friday between the hours of 8:00 AM and
4:30 PM.

llections/Termination

Balances not paid within ninety days will be
reviewed for placement with an outside collection
agency. Patients whose accounts are placed with
an outside collection agency are terminated from
the practice. Patients who are terminated from the
practice may be reinstated by contacting the
Business Office at (970) 221-3489 and
requesting a reinstatement application.

Bankruptcies

Parents who file for Bankruptcy on behalf of
patients attending the Youth Clinic may be subject
to termination from the practice. Patients who are
terminated from the practice may be reinstated by
contacting the Business Office at (970) 221-3489
and requesting a reinstatement application.
Medicaid Patien
Parents of Medicaid patients enrolled in a Primary
Care Physician program must ensure that a Youth
Clinic Provider is selected as the Primary Care
Physician. Failure to do so will result in delayed/
cancelled appointments until the situation is
corrected. If FCYC is unable to verify eligibility you
may be asked to reschedule.

Phone Charges

As an extension of our total care our providers are
committed to be available to patients by phone 24
hours a day. After hours phone calls or
prescription calls to a pharmacy may result in a
charge at the Providers discretion. If the Provider
is called after hours, there is a minimum $10.00
charge and/or a $15.00 charge if a prescription
needs to be called into a pharmacy. Even though
the patient care occurred on the telephone, the
Provider still takes responsibility for your child’s
healthcare at that time.

| have read and understand the above policies. | hereby agree to the terms outlined above

Signature:

Social Security #

Date:

Failure to sign Financial policy will result in dismissal from the practice.
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Patient Consent Form for Use and Disclosure of Protected

Health Information
Fort Collins Youth Clinic

By signing this Consent Form, you give us permission to use and disclose protected health
information about you for treatment, payment, and healthcare operations except for any
restrictions specified below to which we have agreed. Protected health information is
individually identifiable information we create or receive, including demographic information,
relating to your physical or mental health, for provision of healthcare services to you, and to the
collection of payment for providing healthcare services to you.

Our Notice of Privacy Practices provides information about how we may use and disclose
protected health information about you. You have the right to receive a copy of our Notice of
Privacy Practices before signing this Consent Form. As provided in our Notice, the terms of the
Notice of Privacy Practices may change. If we change our Notice, you may obtain a revised copy
by contacting our information Privacy Officer at 970-416-6286, who is also available to respond
to any questions or receive any complaints you may have concerning your protected health
information.

You have the right to request that we restrict how protected health information about you is used
or disclosed for treatment, payment, or healthcare operations. We are not required to agree to
any restrictions, but if we do, we are bound by our agreement. If you wish to make a restriction,
please request a copy of our Form to Request Restrictions.

If you do not sign this Consent form, we have the right to refuse you treatment unless a licensed
healthcare professional has determined that you require emergency treatment or we are required
by law to treat you. We are required to document any circumstances in which we do not obtain
your consent, yet carry out treatment. We will offer you a copy of this documentation should you
decide not to sign this Consent Form.

You have the right to revoke this consent, in writing, except where we have already made
disclosures in reliance on your prior consent. You may request to use our Authorization for
Release of Information Form for purposes of requesting your revocation, or you may simply send
us a letter in writing.

PRINT PATIENT NAME DATE OF BIRTH

PRINT PATIENT PERSONAL REPRESENTATIVE NAME

SIGNATURE OF PATIENT OR PERSONAL REPRESENTATIVE

DATE OF SIGNATURE
This consent form references our Privacy Policies Dated 4-14-03
This consent is valid for six years from date of signature or from the date the consent was last

in effect.
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PATIENT INFORMATION AND CONSENT FORM

Date Account #
Child's Name Date of Birth
First M.I. Last
Ethnicity [ Hispanic or Latino Gender M/ F
0 Not Hispanic or Latino Religion

Race [ White
O American Indian or Alaskan Native
O Asian

Language Is English your child's primary language?

O Black or African American
O Native Hawaiian
O Other Pacific Islander

O Yes [ No - Please specify

Child lives with [ Both Parents [ Mother O Father [ Other

Parents relationship to each other [ Married [ Divorced [0 Separated [0 Widowed [ Other

Are there any custodial restrictions we need to be aware of? [1 No [J Yes - Please specify

Do we have a custodial agreement on file? [0 Yes [ No - If no, please provide agreement to our office.

Other adults(s) involved in child's life

Name

Name

First

M.L

Last

First

M.L

Last

Relationship

Relationship

AUTHORIZATION FOR TREATMENT IN CASE OF EMERGENCY: In case of emergency, if I cannot be reached, the
Youth Clinic has my permission to treat the members of my family as necessary.

Signature

Date

update: 10/13/2011
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FAMILY CONTACT INFORMATION

Date Account #
Children Names DOB Gender School Goes By Cell Phone #

M/F

First M.I. Last
M/ F

First M.I. Last
M/F

First M.I. Last
M/ F

First M.I. Last
M/F

First M.I. Last

Email Address

Mother's Name

First M.L Last
Mother's Employer Occupation
Primary Phone # Alt Phone # Alt Phone #
Father's Name
First M.I. Last
Father's Employer Occupation
Primary Phone # Alt Phone # Alt Phone #

update: 10/13/2011



tom of this form.

ical History, please include their names on the bot

If you have other children with the same Family Med

Patient Name

FAMILY MEDICAL HISTORY
Date of Birth

There are some medical conditions or illnesses that

can be passed on to family members. To treat your

Date

Account #

child, we need to be aware of any of the following

*Family members include child's parents and siblings, Mother's parents and siblings, and Father's parents and siblings.

conditions.

MEDICAL CONDITION

Patient's Mom

Patient's Dad

Patient's Siblings

Patient's Grandparen

ts

Patient's Aunts and
Uncles

Other

Reviewed

ADD/ADHD

Alcoholism

Allergies

Lazy Eye (Amblyopia)

Asthma

Bipolar

Blood Clots or Clotting Disorders

Cancers

Specify type of cancer

Celiac Disease

Cystic Fribrosis

Stroke

Drug Addiction

Born with Heart Disease

Depression

Diabetes-Type 1 (juvenile)

Diabetes- Type 2 (adult)

Eating Disorder

Glaucoma

Hearing Loss (under 60 yrs of age)

Heart Disease at less than age 50

High Cholesterol

High Blood Pressure

Hyperthyroid (overactive)

Hypothyroid (low)

Inflammatory Bowel Disease (Crohn's or Ulcerative
Colitis)

Kidney Disease

Learning Disabilities (Math, Reading)

Lupus

Migraines

Multiple Sclerosis

Neurologic Diseases

Specify type

Newborn with dislocated hip

Rheumatoid Arthritis

Schizophrenia

Seizure Disorder

Sickle Cell Anemia

Scoliosis

Thalassemia

Unexplained Sudden Death

Other conditions that run in the family

Siblings Names

rev 08/09




HISTORY
BIRTH THROUGH FIVE YEARS

PATIENT NAME: DATE OF BIRTH:
PREGNANCY AND BIRTH: CIRCLE ONE:
1. Did you have any illnesses during YOUr Pregnancy ......cceeeuveenieeusiessresnseenreenssessseennees Yes No
2. Did you carry him/her t0 term?......ieeiei e No Yes
3. Where was your baby born?
4. How much did he/she weigh at birth? Ibs. 0z.
5. Did your baby have any trouble starting to breathe? .........cccocoiiviiiiiii e, Yes No
6. Did your baby have any trouble in the hospital?..........ccooviiiiiiii e, Yes No
7. Did your baby go home from the hospital with you?.........cccovviiiiiiiiiiiis e No Yes
8. How long did he/she stay in the hospital? days.
FEEDING AND DIGESTION:
1. Did your baby have severe colic or any unusual feeding problems during the first
three (3) Months Of [If@? ... e s Yes No
2. If on vitamins, what kind and how much?
3. [If still on formula, which one do you use?
4. 1Is your child’s appetite usually good? ........ccuuiiiiiiiiiiiiiiiie e No Yes
5. Do any foods bother him/her? ..o Yes No
6. Does he/she often have diarrhea or runny bowels?.......cc.coiiiiiiiiiiin i, Yes No
BABY SHOTS, TESTS AND DEVELOPMENT:
1. Do you have your immunization records with you today?.........ccccceviiiiiiiiiiiiinnienns No Yes
2. Has your child had:
All 4 Of hiS/her “DPT"” SNOLS .ivuitiiieiiiiiiri it e rarearansareanen No Yes
All 3 doses of polio vaccine by mouth or shot?........ccccovviiiiini e, No Yes
MMR shot (Measles, Mumps, and Rubella)? .........cccovviiiiiiiiiiiiin e No Yes
5] TR =TS o {0 = Yes No
3. Did your child sit alone before 7 months of age?..........ccovvvviiiiiiiiiiiiii s No Yes
4. Did your child walk alone before 15 months of age?........ccovviiiiiiiiiiicii e No Yes
5. Did your child say any words by 12 years of age?.......ccovveiiiiiiiinieinninsee e No Yes
6. Is he/she as quick in learning as your other children?............ccceiiiiiiiiinii e No Yes
ALLERGIES:
1. Has you child had:
ECZEMA OF NIVES? ..oeeiiiiii it r e e s s e e s e e e s e en e s ern e anenes Yes No
Wheezing or @SthmMa? ......uiiiiii i e e e s Yes No
Allergies or reactions to any medicines/injections or fo0ds?..........ccuvvvieeiniiernnnnns Yes No
Does he/she have a constant cold, hay fever or sinus trouble? ...........ccccoovvvnene. Yes No
FAMILY-SOCIAL HISTORY:
1. Are there any members of your child’s immediate family (brothers, sisters, parents,
grandparents, aunts or uncles) with a serious health problem (mental or physical)?...Yes No
List each problem and who has it
2. How many people live in your home? Children Adults
3. With whom does the child live? (circle one)
Both Parents Mother Father Legal Guardian Other
4. Does anyone help you take care of your child on regular basis?..........ccccceerevviennrennn. Yes No
5. Does anyone at home SMOKE? ......civuiiiiiiiiiiiii e r e e e enas Yes No

PLEASE COMPLETE THE BACK OF THIS PAGE



INFECTIONS, ILLNESSES AND OTHER PROBLEMS.:

Has your child:

HEwoONoUhRWNE

= O

Had more than 6 colds or throat infections each year? .........ccooviviiiiiivcnin e, Yes
Had more than 3 €ar iNfECHiONS? ......vv i e e ea e Yes
Had any trouble hearing?.......cviiei i e e enas Yes
Had his/her hearing tested? .......cviiiiiiiiii e No
Had any trouble SEEING? .......cuuiiiiiiiiiii e e e e Yes
Had his/her eyes teSted?. .. .. i e No
Had any trouble with his/her teeth........ooviviiiii i Yes
Seen @ dentist reCaNTIY? ... cu. i No
Had any trouble passing hiS/her UNE? .......cicvuiviiiiiiiiiiie e e Yes
. Ever had a convulsion, fit, or fainting spell?.........cccveiiiiiiiii Yes

. Circle any of the following that your child has had:

10 day measles  Chickenpox  Mumps  Whooping Cough

Pneumonia Recent Bronchitis
12. Had Other diSEaSE? .......ieeu i e e e e Yes
If yes, please list
13. Had to stay in the hospital OVernight?........ccoveeviiiieiiiiii e Yes
If yes, Age Hospital
Reason
ACCIDENTS:
1. Has your child had any serious acCidentS?........c.cvvieeiiiiriiniirinr e eeaans Yes
Burns Poisoning Cuts needing a doctor Broken bones
2. Does your child use a car seat or seat belt in the car? .......ccocovviviiiiiiicn e, No
3. Do you know how to prevent an infant from smothering or choking? ............c.ccevuunees No
4. Do you have firearms (loaded or unloaded) in your hOme? ........cccovevviiriiiniiienieennennn, Yes

BEHAVIOR AND DISCIPLINE:

1.
2.

3.

Is he/she more difficult to raise than your other children?...........ccoeviiiiiiiiiiies Yes
What is the most effective way of disciplining your child? (circle one)
Spanking Putting to Room  Taking privileges away Other
Are you concerned about any of the following? (circle which ones)
Bad Temper Thumb Sucking Won't pay attention Won't mind
Over-reactive Holds breath Speech problems Slow to learn
Can't toilet train  Eats dirt or paint  Sleep problems Very shy

COMPLETED BY:

DATE:

No
No
No
Yes
No
Yes
No
Yes
No
No

No

No

No
Yes

Yes
No

No

Nail biting
Jealousy



