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Please keep the following policy pages for your records.  
Read and sign the accompanying policy signature pages. 

 

Notice of Privacy Practices 

This notice describes how medical information about the patient may be used and disclosed 
and how you can get access to this information.  Please review it carefully. 

The Health Insurance Portability and Accountability Act of 1996 (HIPAA) is a federal program that 
requires that all medical and dental records and other individually identifiable health information 
used or disclosed by us in any form, whether electronically, on paper or orally, are kept properly 
confidential. This Act gives you, the patient, significant new rights to understand and control how 
your health information is used. HIPAA provides penalties for covered entities that misuse 
Protected Health Information (PHI). 

This Notice of Privacy Practices describes how we may use and disclose your Protected Health 
Information (PHI) to carry out treatment, payment or health care operations (TPO) and for other 
purposes that are permitted or required by law. It also describes your rights to access and control 
your protected health information. "Protected health information" is information about you, 
including demographic information, that may identify you and that relates to your past, present 
or future physical or mental health or condition and related health care services. 

Uses and Disclosures of Protected Health Information  

Your Protected Health Information may be used and disclosed by your physician, our office staff 
and others outside of our office that are involved in your care and treatment for the purpose of 
providing health care services to you, to pay your health care bills, to support the operation of 
the practice, and any other use required by law.  

Treatment: We will use and disclose your Protected Health Information to provide, coordinate, 
or manage your health care and any related services. This includes the coordination or 
management of your health care with a third party. For example, your protected health 
information may be provided to a physician to whom you have been referred to ensure that the 
health care professional has the necessary information to diagnose or treat you.  

Payment: Your protected health information will be used, as needed, to obtain payment for 
health care services. For example, obtaining approval for a hospital stay may require that your 
relevant protected health information be disclosed to the health plan to obtain approval for the 
hospital admission.  
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Healthcare Operations: We may use or disclose, as-needed, your protected health information 
in order to support the business activities of your physician’s practice. These activities include, 
but are not limited to, quality assessment activities, employee review activities, and conducting 
or arranging for other business activities. We may use or disclose, as needed, your protected 
health information to support the business activities of this practice. In addition, we may use a 
sign-in sheet at the registration desk where you will be asked to sign your name and indicate your 
physician. We may also call you by name in the waiting room when your physician is ready to see 
you. We may use or disclose your protected health information, as necessary, to contact you to 
remind you of your appointment. We may call your home and leave a message (either on an 
answering machine or with the person answering the phone) to remind you of an upcoming 
appointment, the need to schedule a new appointment or to call our office. We may also mail a 
postcard reminder to your home address. If you would prefer that we call or contact you at 
another telephone number or location, please let us know.  

We may use or disclose your protected health information in the following situations without 
your authorization. These situations include: as Required By Law, Public Health issues required 
by law, Communicable Diseases: Health Oversight: Abuse or Neglect: Food and Drug 
Administration requirements: Legal Proceedings: Law Enforcement: Coroners, Funeral 
Directors, and Organ Donation: Research: Criminal Activity: Military Activity and National 
Security: Workers’ Compensation: Inmates: Required Uses and Disclosures: Under the law, we 
must make disclosures to you and when required by the Secretary of the Department of Health 
and Human Services to investigate or determine our compliance with the requirements of 
HIPAA.  

Other Permitted and Required Uses and Disclosures Will Be Made Only With Your Consent, 
Authorization or Opportunity to Object unless required by law.  

You may revoke this authorization, at any time, in writing, except to the extent that your 
physician or the physician’s practice has taken an action in reliance on the use or disclosure 
indicated in the authorization. 

Your Rights  

The Following is a statement of your rights with respect to your protected health information.  
You have the right to inspect and copy your protected health information. Under federal law, 
however, you may not inspect or copy the following records; psychotherapy notes; information 
compiled in reasonable anticipation of, or use in, a civil, criminal, or administrative action or 
proceeding, and protected health information that is subject to law that prohibits access to 
protected health information.  

You have the right to request a restriction of your health information. This means you may ask 
us not to use or disclose any part of your protected health information for the purposes of 
treatment, payment or healthcare operations. You may also request that any part of your 
protected health information not be disclosed to family members or friends who may be involved 
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in you care or for notification purposes described in this Notice of Privacy Practices. Your request 
must state the specific restriction and to whom you want the restriction to apply.  

Your physician is not required to agree to a restriction you may request. If your physician believes 
it is in your best interest to permit use and disclosure of your protected health information, your 
protected health information will not be restricted. You then have the right to use another 
Healthcare Professional.  

You have the right to request to receive confidential communications from us by alternative 
means or at an alternative location. You have the right to obtain a paper copy of this Notice 
from us, upon request, even if you have agreed to accept this Notice alternatively (i.e. 
electronically).  

You may have the right to have your physician amend your protected health information. If we 
deny your request for amendment, you have the right to file a statement of disagreement with 
us and we may prepare a rebuttal to your statement and will provide you with a copy of any such 
rebuttal.  

You have the right to receive an accounting of certain disclosures we have made, if any, of your 
protected health information. We reserve the right to change the terms of this Notice and will 
inform you of any changes. You then have the right to object or withdraw as provided in this 
Notice. 

Complaints  

You may complain to us or to the Secretary of Health and Human Services if you believe your 
privacy rights have been violated by us. You may file a complaint with us by notifying our privacy 
officer of your complaint at our office and main telephone number. We will not retaliate against 
you for filing a complaint. 

This Notice was published and becomes effective on/or before November 1, 2018 and was 
updated on August 1st, 2022. 

 

KidMed 

3560 Delaware Street  
Suite #1202  
Beaumont, Texas  77706 
 

08-01-2022 
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Assignment of Benefits 

Assignment of benefits, assignment of rights to pursue ERISA and other legal and administrative 

claims associated with my health insurance and/or health benefit plan (including breach of fiduciary 

duty) and designation of authorized representative 

 

I hereby assign and convey directly to KidMed, as my designated authorized representative, all medical 

benefits and/or insurance reimbursement, if any, otherwise payable to me for services, treatments, 

therapies, and/or medications rendered or provided by the above-named health care provider, regardless 

of its managed care network participation status. I understand that I am financially responsible for all 

charges regardless of any applicable insurance or benefit payments. I hereby authorize the above-named 

health care provider to release all medical information necessary to process my claims. Further, I hereby 

authorize my plan administrator fiduciary, insurer, and/or attorney to release to the above-named health 

care provider any and all plan documents, summary benefit description, insurance policy, and/or 

settlement information upon written request from the above-named health care provider or its attorneys 

in order to claim such medical benefits. 

In addition to the assignment of the medical benefits and/or insurance reimbursement above, I also assign 

and/or convey to KidMed any legal or administrative claim or chosen action arising under any group health 

plan, employee benefits plan, health insurance or tortfeasor insurance concerning medical expenses 

incurred as a result of the medical services, treatments, therapies, and/or medications I receive from the 

above-named health care provider (including any right to pursue those legal or administrative claims or 

chose an action). This constitutes an express and knowing assignment of ERISA breach of fiduciary duty 

claims and other legal and/or administrative claims. 

I intend by this assignment and designation of authorized representative to convey to the above-named 

provider all of my rights to claim (or place a lien on) the medical benefits related to the services, 

treatments, therapies, and/or mediations provided by the above-named health care provider, including 

rights to any settlement, insurance or applicable legal or administrative remedies (including damages 

arising from ERISA breach of fiduciary duty claims). The assignee and/or designated representative 

(above-named provider) is given the right by me to (1) obtain information regarding the claim to the same 

extent as me; (2) submit evidence; (3) make statements about facts or law; (4) make any request including 

providing or receiving notice of appeal proceedings; (5) participate in any administrative and judicial 

actions and pursue claims or chosen action or right against any liable party, insurance company, employee 

benefit plan, health care benefit plan, or plan administrator. The above-named provider as my assignee 

and my designated authorized representative may bring suit against any such health care benefit plan, 

employee benefit plan, plan administrator or insurance company in my name with derivative standing at 

provider's expense. 

Unless revoked, this assignment is valid for all administrative and judicial reviews under health care reform 

legislation, ERISA, Medicare and applicable federal and state laws. A photocopy of this assignment is to 

be considered valid, the same as if it was the original. 
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KidMed Financial Policy 
 

Thank you for selecting KidMed as your healthcare provider.  Our personnel will be happy to discuss 

our fees and this policy with you at any time.  Payment for services is due at the time services are 

rendered.  For any portion of your balance that is not covered by insurance, or for our private pay 

patients, we accept cash, check, VISA, MasterCard and Discover. 

 

1. Your insurance policy is a contract between you, your employer and the insurance carrier.  We are 

NOT a party to that contract.  Our relationship is with you.  We cannot become involved in disputes 

between you and your insurer regarding deductibles, co-payments, covered charges, secondary 

insurances, and “usual and customary charges.” 

We are, however, contracted with most managed care plans.  Please present your insurance card at 

the front desk so that we can file a claim on your behalf.  We will follow their guidelines for submission 

of claims, co-pay amounts, and reimbursements.  Any contractual provider discounts will be deducted 

from your balance. 

2. All charges are your responsibility whether your insurance company pays or does not pay.  Not all 

services are a covered benefit in all contracts.  Some insurance companies and some employers decide 

what a covered benefit is and what is not.  Please check your insurance plan document for any 

questions.  Fees for these services along with unmet deductibles and co-payments are due at the time 

of treatment or upon receipt of a balance statement. 

3. Co-Payments not paid at the time of service are subject to a $10 processing fee.  All balances more 

than 60 days past due are subject to a penalty of $10 per month to cover the cost of sending additional 

statements. 

4. If your insurance company does not pay your claim within 30 days, it is your responsibility to contact 

your insurer to expedite payment.  If your insurance company does not pay within 60 days, you will 

be responsible for payment. 

5. Returned checks and balances older than 90 days may be subject to collection placement and 

collection fees which will be charged to the responsible party. If we are forced to send your account 

to a collection agency, a 40% fee will be added to your balance. 

6. Please note that all cancellations for scheduled appointments must be made at least 24 hours in 

advance, which allows us to care for other patients in need of our services.  If you fail to cancel your 

appointment, you may be charged a $25 service fee which will not be covered by your insurance plan.   

7. There will be a $35 Non-Sufficient Funds charge on all returned checks. 

8. Occasionally an insurance payment results in overpayment on your account and generally this balance 

remains on your account as a credit for use at a future visit.  You may request a refund of 

overpayment by notifying the Office Manager. 

9. We understand that temporary financial problems may affect timely payment of your balance.  We 

encourage you to communicate any such problems to our Office Manager, so that we can assist you 

in management of your account with a payment plan. Failure to make payments on one or more of 

your account balances may result in dismissal from the practice. 
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Patient Responsibility Agreement 

 

1. Demographic Information: We rely on our patients to keep us up-to-date with your family's 

personal information. It is your responsibility to contact our office should any of the following 

change: Home address (No P.O. Box information will be accepted without a valid home address), 

current phone numbers for both parents, and Emergency contact information.  

 

2. Insurance Information: We understand that your health insurance information may change 

from time to time, however, it is your responsibility to contact our office immediately should any 

changes occur. Should you fail to provide us with the most accurate information in a timely 

manner you will be responsible and billed for all charges that result in non-payment or denial by 

your insurance company. An invoice will be sent to you and payment is expected within 30 days 

of receipt.  

 

3. Payments: All copayments are due at time of service. The person bringing the child(ren) to 

the office for their appointment is responsible for any and all payments due at the time of the 

appointment. This means that all co pays or unpaid deductibles are due the day of your 

child(ren)'s appointment(s). Failure to submit payment could result in a $10 billing fee to cover 

the cost of an invoice being mailed to you.  

 

4. Appointments: We work diligently to stay on schedule and ask that you arrive 10 to 15 minutes 

prior to your appointment time to fill out any necessary paperwork. If you will be more than 5 

minutes late for your appointment, we request that you call our office to inform us. If you arrive 

more than 15 minutes after your appointment time, your appointment may be canceled, and you 

will have to reschedule for another date and time. If you are unable to make your well child visit, 

we ask that you cancel a minimum of 24 hours in advance. If we do not hear from you or you 

do not call to cancel your appointment, a $25 fee (per person) may be charged to your account. 

Failure to call before your appointment time is considered a “no-show.”  More than 3 no-shows 

could result in discharge from our practice. If you are a new patient and you fail to show up or 

cancel your appointment within 24 hours, a $50 fee (per person) will be charged to your account 

and will have to be paid before an appointment can be rescheduled. More than 1 no-show of a 

new patient appointment may result in discharge from our practice. More than 2 no-shows of 

a telemed appointment will result in loss of telemed privileges, requiring that you attend all 

appointments in person for the duration your child(ren) are patients at KidMed. 
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5. After Hours Phone Calls: KidMed strives to provide comprehensive care to all of our patients 

even after our office is closed. We have a provider on call 24/7 when the office is closed. Please 

keep in mind that after hour calls are for EMERGENCY QUESTIONS/CONCERNS ONLY. Please call 

back during normal business hours for all non-urgent requests. If you need to contact our after-

hours service, should you have an urgent matter, please call our answering service at (409) 363-

5711. Please allow up to an hour for a return call from the covering provider. Abuse of the 

answering service for non-urgent concerns may result in charges being added to your account or 

discharge from the clinic.  

 

6. Explanation of HDHP (High Deductible Health Plan) (Medical Care/Services): The providers at 

KidMed are well aware of increasing insurance deductibles and co pays for medical care. We urge 

each family to familiarize themselves with the requirements of their specific insurance plan.  

- Please be aware that a medical service MAY go towards your deductible or generate a co pay, 

even if this service is provided at a routine well visit. An example of this would include a child 

being seen for a well visit, during which time an acute problem is identified and treated. We are 

required to report these additional diagnoses to your insurance company and are prohibited 

from “adjusting” or “writing off” any charges generated, as this would be considered insurance 

fraud.  

- We understand that these are financially challenging times; however, we want to provide the 

best medical care to your family in a timely manner. We thank you for your cooperation in this 

matter.  

 

7. The following services may not be covered or could generate a co-pay depending on your 

insurance coverage or if you have a “high deductible” plan:  

- After Hours Charges: For the convenience of our patients, and at the request of various 

insurance companies, KidMed offers 24/7 after hour phone services. These phone visits may be 

billed to insurance depending on the circumstance. Please be advised that some insurance 

companies may not cover this service and you may be charged for this.  

- Developmental Screening Assessments: Our office follows the American Academy of Pediatrics 

recommended screening schedule for autism and depression. Autism screening takes place at 

the 18 month and 24 month visits, while depression screening is done yearly starting at age 12. 

Please be advised that some insurance companies may not cover this service and you may be 

charged for this, even if it is done as part of the routine well visit.  

- Lab Orders: Your insurance company may limit where you can get your blood work done. Please 

be advised that your insurance company will not cover your lab work if you use the wrong 

laboratory. Please contact your insurance company to assure you do not encounter any 

unexpected charges or fees. KidMed will not be responsible for any unpaid balances in the event 

that you use the wrong laboratory.  



 

8 
 

8. Collections: You are responsible for any fees associated with the collections process. KidMed 

reserves the right to refer your account to a third party for collection of any account balances 

that have gone unpaid for 120 days. Should your account go into collections, you will be asked to 

leave the practice and have 30 days to find a new pediatrician. We will send you a written notice 

of the above along with the necessary forms to request your child's medical records.  

9. ACKNOWLEDGMENT OF “ABUSE FREE ZONE”: At KidMed we appreciate and respect our staff. 

It is our belief that our staff should have an environment free from verbal and physical abuse. 

We expect you to treat each one of our staff members as you would like to be treated. Outbursts, 

rudeness, or vulgarity against our staff or other patients will not be tolerated and may result in 

your discharge from our practice.  

10.  KidMed requires that all patients agree to be seen by any and all providers employed by 

KidMed. 

 

 

Keep these pages for your records and sign the Policy Signature Page provided 


