Office and Financial Policy
We would like to thank you for choosing Gold Pediatrics. We are committed to providing you with the
best care possible. To do so, we would like to keep you informed of our current office and financial
policies. We require a signature to document that you have read and understand these policies. If you
have any questions, do not hesitate to ask a member of our staff.
Appointments
1. You are required to bring proper identification and a current insurance card to all appointments.
2. We require 24 hours advance notice if you are unable to keep your scheduled appointment. If
you do not give notice or notify us less than 24 hours prior to your appointment then it will be
listed as a no-show. After three no-shows you may be dismissed from this practice.
3. If you arrive more than 15 minutes late for your appointment it may be necessary to reschedule.
4. All appointments must be scheduled. We do not accept walk-ins. If you do walk-in without an
appointment, you make be asked to schedule the appointment for a later time or may have to wait
until the provider has seen her scheduled patients.
Payment
1. Payment is required in full at the time of services rendered. This includes co-payments for
participating insurance companies, full payment for self-pay patients, and full payment if we do
not participate in your insurance plan.
2. Gold Pediatrics accepts cash, VISA, MASTERCARD, DISCOVER, and American Express.
Checks will not be accepted.
Insurance
1. It is your responsibility to provide us with current insurance information and to present an active
insurance card at each visit. If the insurance company you designate is incorrect, you will be
responsible for payment of the visit and to submit the charges to the correct plan for
reimbursement. If you are unable to pay for the visit, you may be asked to reschedule.
2. If your plan requires, you must designate Dr. Stephanie Gold as your primary care provider prior
to your scheduled appointment. If Dr. Gold is not named as your primary care physician you may
be asked to reschedule your appointment or you will be financially responsible for the visit.

3. It is your responsibility to understand your benefit plan. This includes knowing what services are
covered, what services are not covered, participating laboratories and radiology centers, etc. You
will be responsible for payment of services rendered that are not a covered benefit.
4. According to your insurance plan, you are responsible for any and all co-payments, deductibles,
and coinsurances. Co-payments are due at the time of service.
Referrals
1. Advance notice is required for all non-emergent referrals. Please allow 5 business days to
complete the referral.
2. It is your responsibility to know if a selected specialist participates in your insurance plan.
Prescription Refills
1. We require 48 hours advance notice for all prescription refills.
2. Dr. Gold is responsible for all controlled substance prescriptions written. If you have a
prescription that has expired or is not going to be filled, then you must return it to Dr. Gold.
3. There is a $10 fee for providing a new prescription if a controlled substance prescription has been
lost or damaged.
Medical Records
1. Gold Pediatrics will provide you with a copy of your child’s medical record for a fee of $25.
2. Please allow us 5 business days to complete your request.
3. We will only provide records for visits rendered at Gold Pediatrics (including consultations from
specialists received while a patient of Gold Pediatrics). If you need records from a previous
physician, you must request them directly from that physician.
4. There is a fee of $15 for completion of FMLA forms and $10 for school/sports/camp physicals
that are not brought in at the time of the visit.
Conduct
1. It is our responsibility as adults to serve as good role models for our children. Gold Pediatrics
will not tolerate inappropriate/foul language, yelling, name-calling or temper tantrums from any
adults. If you are unable to act in an appropriate manner you will be asked to leave the office
immediately and may be dismissed from our practice.

I have read and understand this office policy and agree to comply and accept the responsibility for
any payment that becomes due as outlined above.

Patient Name(s) ________________________________________

Date ______________________

Parent/Guardian Name ________________________________________________________________

Parent/Guardian Signature _____________________________________________________________

