












To All Parents with Newborns: 

 

Please be advised that you have thirty days from the date of birth to add your child to 
your insurance policy.  Failure to do so can result in your child not being added to your 
policy until your company’s next enrollment. 

 

When filling out your Add ON enrollment form, please remember to keep a copy for 
your records.  Also, if you have not received information from your insurance confirming 
that your child has been added after 2 weeks, please contact your insurance. 

 

After your child is over thirty days of age, please bring one of the following documents: 

1. Insurance card with your child’s name on it (if applicable) 
2. A copy of your child Add On enrollment form. 

 

Without the above insurance information, our office will be unable to verify coverage 
and you will be asked to pay for the visit in full at the time services are rendered.  Once 
confirmation has been received verifying your child’s eligibility, our office will be happy 
to credit your account or issue a refund check. 

 

Please have this information prior to your visit to avoid any delays in your child being 
seen by the physician.  If you have any questions, please contact the office as soon as 
possible. 

 

 

I HAVE READ, UNDERSTAND AND AGREE TO ABIDE BY THE ABOVE POLICY 

 

Signature: _______________________________________  Date: _____________________________ 
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