
 
Welcome to Kidsville Pediatrics 

 
 

Insurance Acknowledgment Form 
 
Medicaid Recipients: 
I have chosen to bring my child for medical care knowing that at this time I 
have, or intend to, apply for Florida Medicaid.  I understand that since I have 
failed to provide proof of coverage with Medicaid, I am responsible for all visits 
prior to showing proof of coverage.  
 
I also understand that if I choose to have my child/children seen without proof 
of coverage that I am responsible for all charges.  Kidsville Pediatrics will not 
file with Medicaid if it becomes Retroactive. This is our office policy. 
 
I have read the above statement and I am choosing to have my child/children 
seen and understand that I will not be reimbursed by Kidsville Pediatrics for 
the dates that my child/children were seen prior to proof of coverage. 
 
_________________________________  ____________________________ 
Parent or Guardian Signature    Today’s Date 
 
List Child/Children: 
 
__________________________, __________________________, ____________________ 
1.           2.      3.  
 

 
Unable to Verify Insurance Information: 
I understand that due to unforeseen circumstances, Kidsville Pediatrics has 
been unable to verify the insurance coverage for my child/children.  I 
understand that insurance verification is done as a courtesy to patients and I 
am responsible for the effective and termination dates of my child/children’s 
policy.  By signing this statement I agree to pay all charges that may be 
incurred in the event that my child/children’s policy has been terminated, 
suspended, changed, or has assigned my child to another physician.  
 
_________________________________  ____________________________ 
Parent or Guardian Signature    Today’s Date 
 
List Child/Children: 
 
________________________, __________________________, ______________________ 
1.     2.           3.     
 


