
Your Family Matters  
10330 Meridian Avenue North Suite 210 

    Seattle, WA 98133-9451 
(206) 368-6080 Fax (206) 368-6088 

northseattlepediatrics.com 

Thank you for choosing North Seattle Pediatrics for your medical care.   
Please review our policies and procedures below and sign where indicated. 

PATIENT NAME:_________________________________________ 

• Patients must arrive 15 minutes before their scheduled appointment time and provide their insurance card, photo ID
and insurance copay if applicable at check-in. We have a contractual obligation to your insurance company to collect
copays at time of service.   Copays not paid at time of service will be assessed a $15.00 fee.

• A no show or late cancellation fee of $50 will be charged to patients who do not provide 24 hour notification to
cancel an appointment or for patients who miss their appointment.  After 3 no shows or late cancelled appointments
you may be discharged from the practice.

• If you arrive 15 or more minutes late to your appointment you may be asked to reschedule.
• If your child is being seen for a Well Child Check and you have other concerns that are not related to routine,

wellness care, those concerns may generate other charges to your insurance.
• Any outstanding balances due to deductibles, co-payments, and services not covered by your insurance are your

responsibility. All balances must be paid promptly. If you are unable to pay the balance in full please contact our
billing department to make payment arrangements.  Non-payment of charges will result in the account being turned
over to a collections agency and your family will be discharged from the practice.

• Our phones are open 8:00am-5:30pm Monday-Friday, and 9:30am-12:00pm on Saturdays.  After hours, we offer a
telephone triage consultation service that puts you in touch with a pediatric-trained triage nurse. Our office is
charged for each call placed to this nurse triage service.  In order to offset this expense we charge $10.00 per call
which is a portion of this fee. Your insurance will not be billed for this fee and it will be your responsibility.

• Please allow 3 business days for all forms and prescription refill requests.
• North Seattle Pediatrics will use and disclose health information about the patient in compliance with the HIPAA Act.

You are entitled to receive a copy of the Notice of Privacy Practices as outlined by Federal Regulations.  You have the
right to ask that some or all of the patient’s health information may not be used or disclosed in the manner
described in the Notice of Privacy Practices.  North Seattle Pediatrics is not required by law to agree to such
requests.  Your signature below acknowledges that you are aware of your rights in accordance to HIPAA.

• We keep a record of the health care services we provide your child.  You may ask us to see and copy that record
(copy charges may apply).  You may also ask us to correct that record.  We will not disclose your child’s record to
others unless you direct us to do so or unless the law authorizes or compels us to do so. Contact the Record’s
Custodian to see the record or to get more information about it.

I,________________________________,the parent or legal guardian of______________________________authorize 
and consent to routine and emergency medical treatment for my child when deemed necessary by qualified medical 
personnel.  This authorization will be in effect until revoked in writing by me. 

I acknowledge with my signature that I have read and understand the information above. 

__________________________________________________     _______________________ 
Parent/Guardian/Patient Signature              Date 
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