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~ Maryland’s Trusted Rehabilitation Practice ~ 

(410)796-8499 Office • (877)384-9028 Fax 
www.newbeginningpediatric.com 

 

 
 
 
 
Patient Full Name:  ___________________________________  Patient’s Date of Birth:  ____________________________  
 
Parent(s) Name:   ___________________________________  Cell Number:   ____________________________  
 
Address:   ___________________________________ Home Number:   ____________________________  
 

___________________________________  Email:    ____________________________ 
   
        How did you hear of us? ____________________________ 
        (Physician,Google,Friend,Yellow Pages,Other)  
 
 
Authorized method of communication with you relative to appointments, plan of care, & financial  matters (check all that apply)*: 
 

Email Yes No  Text Yes No  Phone Yes No  Mail Yes No  

 
      

 
 
Referring Physician: ___________________________________  Pediatrician:   ____________________________  
 
Address:   ___________________________________  Pediatrician Phone:  ____________________________  
 

___________________________________   
 
Phone:    _____________________   
 
 
   
 
 
 
 
 
 
 
Insurance Company:  ___________________________________  Phone number:    ____________________________ 
 
Policy Holder’s Name:  ___________________________________ Relationship to Patient:  ____________________________  
 
Policy Number:   ___________________________________  Policy Holder’s DOB: ____________________________  
 
Group Number:   ___________________________________  
 
Employer Name:   ___________________________________  Employer Address ___________________________________  
 
 
 
 
 
 
 
 
* Note: Not all texting and email systems are 100% secure. 
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FINANCIAL, CANCELLATION, & INSURANCE CHANGE POLICIES 
     

BILLING  SERVICE:   As a  courtesy  to patients, claims  will be  submitted to your insurance carrier by NBPR on your 
behalf. It  is your  responsibility  to understand  your benefits  and your expected financial responsibility relating to your 
contract with your insurance company.  
 
ASSIGNMENT OF BENEFITS: I hereby assign to and authorize payment of all insurance and health care benefits 
available to me directly to NBPR for services provided to me.  

   
FINANCIAL RESPONSIBILITY: I understand and agree that I am financially responsible for payment of all charges 
incurred which are not paid by insurance, including any and all products provided or services rendered to me which are 
not eligible for payment (non-covered) under health care plans or other insurance or payers (e.g., services rendered by 
health care providers who do not participate with my insurance plan). I am also responsible for co-payments, co-
insurance, &/or deductibles required by my insurance plan and will make payment to NBPR upon receipt of invoice. Such 
charges will reflect on the member's Explanation of Benefits (EOB) form provided by their carrier to the member and 
NBPR. Non-covered services also may include those services my therapist determines to be medically necessary, but are 
later determined unnecessary by the payer. We encourage patients to make payment via Visa/MasterCard through our 
automatic payment system. 
 
LATE FEE/FINANCE CHARGE:   NBPR will charge a $25.00 late fee for any unpaid invoice(s) that is more than 30 days 
old. NBPR will also charge a recurring monthly 1% finance charge for unpaid invoices. 
 
CANCELLATION  POLICY:   Unlike many medical practices, appointments with NBPR are longer in duration and require 
consistency for progress to occur. Your therapist will reserve a dedicated block of time in their schedule for your child's 
care. Missed appointments cannot be filled by another patient within a short window of time and cannot be billed to your 
insurance carrier. Repeated cancellations will result in discharge from care due to the negative impact they cause relative 
to your child's progress & practice scheduling efforts for those children on our wait list for treatment.  For weekly 
appointments, a maximum of 3 cancellations will result in automatic discharge from care since it is a violation of the 
treatment plan recommended by the therapist and physician. 
 
A  courtesy 48  hour  notice  is  requested for  any  cancelled  appointment while a  24 hour notice is the minimum 
notification required.   Failure  to  contact your therapist  within  24  hours  will  result  in  an  $85  cancellation 
 charge.     Please  keep  your  child’s therapist’s cell phone  number  handy.    
 
 
CHANGES  TO  INSURANCE  POLICY:   It  is  the  responsibility  of  the  policy  holder  to  notify NBPR of  any 

insurance  policy  changes.   Many  therapy  visits need pre‐authorization  right  away,  so  it  is imperative  that we  have 

current  insurance  information  on  file  at  all times. Failure  to  notify  the  billing  office  will result  in denials and  the 
policy  holder  will  be  invoiced  for  any  denied visits.   
 
I have read and understand the above items.  
 
Patient Name  _________________________________________________ 
 
Signature of  
Patient’s Guarantor   _________________________________________________Date___________ 
 
Printed name of  
Patient’s Guarantor   _________________________________________________ 
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