
 Comprehensive Childcare Associates 

Notice of Privacy Practices 
 

 This notice describes how your health information may be used and disclosed, and how you can 
access this information. Please review it carefully. 

 At Comprehensive Childcare Associates, we are required to keep your health information secure 
and confidential, by law. Also by law, we need to give you this notice and to follow the terms of this 
notice. 

 The law permits us to use or disclose your health information to those involved in your treatment. 
For example, a review of your file by a specialist doctor whom we may involve in your care.  Or, 
information may be disclosed to public state health agencies as required by law for certain 
communicable diseases. 

 We may release to state authorities all reasonable suspicion of sexual or physical abuse, neglect or 
domestic violence to the proper authorities.  We may disclose personal health information about 
your child to governmental authorities including social services or protective services agencies 
authorized by law to receive reports of such abuse, neglect, or domestic violence. 

 We may disclose personal health information to state recognized health oversight agency with the 
responsibility for ensuring compliance with the rules of governmental health programs such as 
Medicaid or the CMS Watch program. 

 We may disclose personal health information to a coroner or medical examiner as authorized by law. 

 We may disclose personal health information to prevent or lessen a serious and imminent threat to a 
person’s or public’s health or safety. 

 We may use statistical information for services your child may have received to support budgeting, 
financial reporting and activities to evaluate and promote quality of care.  

 We may use or disclose your health information for payment of your services. For example, we may 
send a report of your treatment or progress to your insurance company. 

 We may use or disclose your health information for our normal healthcare operations. For example, 
one of our staff will enter your treatment information into our computer system. 

 We may share your medical information with our business associates, such as a billing service. We 
have a written contract with each business associate that requires them to protect your privacy. 

 We may use your information to contact you. For example, we may send newsletters or other 
information to you. We may also call and remind you about your appointments. If you are not home, 
we may leave this information on your answering machine or with the person who answers the 
telephone. 

 In an emergency, we may disclose your health information to a family member or another person 
responsible for your care. 

 We will need to release some or all of your health information, when required by law. 
 If this practice is sold, your information will become the property of the new owner, 

 You should take note that under Florida State law certain portions of your child’s records when they 
are 18-years of age will not be available to you without their written permission. 

 Except as described above, this practice will not use or disclose your health information without your 
prior written authorization. 

 You may request in writing that we not use or disclose some or all of your health information as 
described above. We will let you know if we can fulfill your request. 

 You have the right to know of any uses or disclosures we make with your health information beyond 
the above normal uses. 

 You have the right to receive communication about your health information in the manner you prefer. 
We will also use whatever communication method, number or system you prefer to contact you.  

 You have the right to transfer a copy of your health information to another practice. Notify us in 
writing of where you would like us to send a copy of your health information for you. 

 You have the right to see and receive a copy of your health information. Give us a written request 
regarding the information you want to see. If you want a copy of your records, we may charge you a 
reasonable fee for the copies. If you would like a digital copy of your records, let us know which type 
of file you would like and we will try to meet your needs. 

 



 You have the right to request an amendment or change to your health information, in writing. If you 
wish to include a statement in your file, please give it to us in writing. We may or may not make the 
changes you request, but will include your statement in your file. If we agree to an amendment or 
change, we will not remove nor alter earlier documents, but will add new information. 

 You have the right to receive a report to whom we disclose information. 

 If our privacy and security measures or systems are breached in any way, we will notify you. 
 You have the right to receive a copy of this notice. 

 If we change any of the details of this notice, we will notify you of the changes in writing. 

 You may file a complaint with the Department of Health and Human Services in writing (200 
Independence Avenue, S.W., Room 509F, Washington, DC 20201), online (http://www.hhs.gov) or 
by email (OCRComplaint@hhs.gov). You will not be retaliated against for filing a complaint. 

 Please contact our Security Officer, Dede Perry, at (941) 955-5191 for more information, to make a 
request, to file a complaint with us or for assistance regarding your health information privacy.  

 
 

Acknowledgment 

 
I have received a copy of Comprehensive Childcare Associates Notice of Privacy Practices.  

 

Date _____________________ 

 
 
Signed _________________________________ Print Name ___________________________________ 
 
 
If signing as a parent or guardian, please note the name of the patient(s). 
 
 
________________________________     __________     _________________     __________________
  
         Child Name                                             Gender            Date of Birth                   Last 4 – Soc Sec # 
 
 
________________________________     __________     _________________     __________________
  
         Child Name                                             Gender            Date of Birth                   Last 4 – Soc Sec # 
 
 
________________________________     __________     _________________     __________________
  
         Child Name                                             Gender            Date of Birth                   Last 4 – Soc Sec # 
 
 
________________________________     __________     _________________     __________________
  
         Child Name                                             Gender            Date of Birth                   Last 4 – Soc Sec # 
 
 
________________________________     __________     _________________     __________________
  
         Child Name                                             Gender            Date of Birth                   Last 4 – Soc Sec # 
 
 
 
 



DISCLOSURE TO OTHERS 
 

 

I give my permission for the person(s) listed below to obtain and discuss with 
Comprehensive Childcare Associates and or members of the medical staff my 

child’s medical information to include but not be limited to, making appointments, 
discussing appointments, bringing my children to appointments, obtaining lab 
results, pathology results, and radiology results. 
 
 
 
 

1. ____________________________________________          _______________________ 
         Print Name                                                                                                                Relationship to Patient 

 
 
2. ____________________________________________         ________________________ 

               Print Name                                                                                                               Relationship to Patient                                                                                                       
 
 

3. ____________________________________________         ________________________ 
           Print Name                                                                                                               Relationship to Patient                                                                                                       
 
 

4. ____________________________________________        ________________________ 
           Print Name                                                                                                               Relationship to Patient                                                                                                       
 
 
 
 
 
 
X_______________________________     ___________________________        __________ 
   Signature of Guardian or Parent         Printed Name                                 Date 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



Comprehensive Childcare Associates 
FINANCIAL POLICY 

 
Thank you for Choosing Comprehensive Childcare Associates for your family’s pediatric care.  The following is a statement of our financial policies.  

All patients must accept our FINANCIAL POLICY before receiving treatment. 

 

Financial Policies are not created or enforced to create tension or ill will between patients, families and Comprehensive Childcare Associates 

physicians or staff.  Treating your child’s health is very important to us.  Unfortunately there will be times when unpleasant situations will arise and 

the parents/guarantors will be asked to contact their insurance companies or pay an outstanding balance.  Comprehensive Childcare Associates 

staff will make every effort to assist parents/guarantors through these times. 

 
METHOD OF PAYMENT:  We accept cash, check, Visa, MasterCard, Discover, American Express and Health Savings Plan credit cards.  Payment 

plans may be available on an individual basis.   
 
INSURANCE:  As a courtesy to you, we will submit medical claims to your insurance company for payment.  Any balance after the processing of 

your claim by your carrier is your responsibility.  Your policy is a contract between you and your insurance company.  In order to correctly submit 

your claim and receive payment from your insurance company we will need your most current and up to date insurance card and information. 

Parents must be responsible for understanding their insurance plan and benefits, especially when pertaining to which providers, radiology groups 

and labs are within your policy’s network.  Your particular plan may not cover all of the services provided for your child.  Therefore, any services or 

amounts not covered by your insurance company could become the responsibility of the guarantor even if the insurance company states that the 

services were bundled or experimental.  

             

INSURANCE CARDS ARE REQUIRED AT EVERY VISIT 
 

Your child can still be seen without an insurance card, as long as we have a valid copy on file and the coverage can be verified.    However, the 

appointment will be treated as Self-Pay and the claim/charges will not be submitted to your insurance carrier until the insurance card has been 

presented.  Please note:  Submitting claims/charges to your insurance carrier is time sensitive. 

 

CO-PAYMENT:  All co-payments are due prior to treatment and at the time, you check in.  Should your insurance card not indicate a specific co-

payment amount on the card, a minimum of $25.00 maybe collected at the time of check-in. 

 

REFERRALS/AUTHORIZATIONS:  If your insurance requires a referral or authorization, we will do all we can to help you.  However, it is the 

parent’s responsibility to obtain a referral or authorization for your appointment with a specialist.  Referrals or authorizations may take up to 72 
hours to obtain and your patience is appreciated. 

 

DEDUCTIBLE:  A deductible is an annual dollar amount established by your insurance plan.  This amount is your obligation and may be collected 

prior to your visit with the physician.  All efforts will be made to verify your deductible amount due at check-in for your current visit.  If an actual 

amount cannot be verified by your insurance company, 70% of the estimated office visit will be collected at check-in.   

 

COINSURANCE:  An insurance policy provision under which the insurer and the insured share costs incurred after the deductible is met, 

according to a specific formula.  This amount is your obligation and may be collected prior to your visit with the physician. 
 

RETURNED CHECKS:  A service fee will be added to your account for a check payment returned to the office for any reason.  Some examples 

are:  Non-Sufficient Funds (NSF), Return to Maker, Account Frozen or Closed and Stop Payment.  

 

CHANGE OF ADDRESS/DEMOGRAPHICS/RETURNED MAIL:   Every effort will be made to communicate to you through the information 

provided to Comprehensive Childcare Associates.  Account statements or mail returned to Comprehensive Childcare Associates by the US Postal 
Service may incur a Bad Address Fee to cover postage and administrative costs. 

 

NO SHOW POLICY – CANCEL LESS THAN 24 HOUR NOTICE:   Unfortunately, appointments resulting in a no show or cancellation without 

giving a 24-hour notice maybe subject to fees. Excessive missed appointments may result in dismissal from the practice. 

 

PAYMENT POLICY:  Statements will be mailed monthly and balances are due upon receipt.  Payment of any outstanding balance is due at the 

time of check-in.  Outstanding balances that are 30 days or older may incur a late fee.   Accounts with balances over 90 days may be turned over to 

our collection agency.  Any fees, costs or balance percentage add on assessed by the collection agency may be added to the outstanding balance.  

An account turned over to the collection agency that is not paid maybe reported to the credit bureaus.  Please note that Comprehensive Childcare 

Associates cannot control the delivery of your statement or correspondence through the US Postal Service.   

 

APPOINTMENT COURTESY CALLS:  Please understand that we will try to call you with a reminder of your appointment if time permits to the 

telephone number you have provided.  This is not always possible and is done as a courtesy only.  Your appointment time is your time and no one 
else’s with the Physician.  Should you not be able to keep your appointment, a 24-hour cancellation notice is required.  Appointments resulting in a 

no show or cancellation without given 24-hour notice maybe subject to fees.  Families who continually cancel or miss appointments may be 

dismissed from the practice. 

 

PHONE CALL CHARGES:   Telephone calls between parents/guardians and a physician during or after business hours to discuss symptoms or 

treatment may result in a consultation fee.  Any amount not covered by insurance will become the responsibility of the parent or guardian. The 

amount charged depends on the complexity of the treatment or advice and the time involved.   

 

MISCELLANEOUS CHARGES:    Fees are assessed to services requested by parents or guardians and payment is due prior to the completion of 

the request.  Examples, but not limited to, copies of medical records, additional copies of vaccine or physical forms, itemized statements, copy of 

super bills, researching account activity, etcetera.  

 

PLEASE BE NICE!  We understand that everyone has a bad day every once in a while.  However, it is not appropriate to yell, or use bad language 

when addressing anyone of our staff.  Please do not make us ask you to leave our practice for bad behavior. 
 

I UNDERSTAND AND ACCEPT THE TERMS OF THIS FINANCIAL POLICY 
 
 
 

X __________________________________________________________          DATE ______/______/______ 
     SIGNATURE OF GUARANTOR 
 

Terms and Conditions Subject to Change – Updated Policies Available Upon Request

http://www.investorwords.com/2517/insurance_policy.html
http://www.investorwords.com/3916/provision.html
http://www.investorwords.com/2523/insurer.html
http://www.investorwords.com/2519/insured.html
http://www.investorwords.com/4525/share.html
http://www.investorwords.com/1148/cost.html
http://www.investorwords.com/1339/deductible.html
http://www.businessdictionary.com/definition/formula.html


Comprehensive Childcare Associates 
Demographic Information 

 

Mother’s Information: 
    Name: ___________________________________________ 
 

Email Address: _________________________________________________ 
 
  Mailing Address: ___________________________________________________ 
 
     ___________________________________________________ 
 
 Employer & Occupation: ___________________________________________________ 
 
      Home Phone: _______________     Work Phone: _______________     Cell Phone: _______________ 
 
 Social Security #: ____________________________     DOB: ______________________ 
 

 

Father’s Information: 
    Name: ___________________________________________ 
 

Email Address: _________________________________________________ 
 
  Mailing Address: ___________________________________________________ 
 
     ___________________________________________________ 
 
 Employer & Occupation: ___________________________________________________ 
 
      Home Phone: _______________     Work Phone: _______________     Cell Phone: _______________ 
 
 Social Security #: ____________________________     DOB: ______________________ 
 

 

Which physician would you prefer to see:   □ FEATHERMAN    □ CARROLL   □ MINELLA   □ MURPHY 

 

 
Children 

 
   Child’s Full Name    DOB  Gender Primary Insurance 

  

______________________________  ________  M    F  __________________________________ 

 
   Child’s Full Name    DOB  Gender Primary Insurance 

  

______________________________  ________  M    F  __________________________________ 

 

   Child’s Full Name    DOB  Gender Primary Insurance 

  
______________________________  ________  M    F  __________________________________ 

 

   Child’s Full Name    DOB  Gender Primary Insurance 

  

______________________________  ________  M    F  __________________________________ 

 
 

__________________________________________________________________________________ 

                          Signature                                                   Relationship                          Date 
 


