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Signature: ___________________________________________ Date: ___/___/______ 

 

First and Last Name: ___________________   Relationship to patient: ________________ 

Annual Administrative Fee: At Milk and Honey Pediatrics, coordination of care is central to making 

sure that children get good quality healthcare. This means several hours are spent providing services that 

insurance does not pay for. Some of these services include processing various administrative requests, 

handling refill requests outside of office visits, providing after-hours calls to parents, performing phone 

consultation with other pediatric specialists, securing medical records from other providers, providing a 

patient portal, and filling any forms needed for school or camp without charging a fee for each form. 

I have read and agreed to the family plan fee. I Understand that this fee is for non- clinical services which 

are not covered or reimbursable by my insurance plan.  

The cost of the annual fee is:Families with 1 Child: $150 per year. 

Families with 2 Children: $250 per year. 

Families with 3 or more Children: $350 per year. 

This fee will be collected annually on the anniversary of your original payment. 

Please list your child/children below:  

Child’s name:____________________________   Date of Birth: ____________________ 

Child’s name:_____________________________ Date of Birth: ____________________ 

Child’s name:_____________________________ Date of Birth: ____________________ 

Child’s name:_____________________________ Date of Birth: ____________________ 

                                                   

Cash: _____ 

 

Debit/ Credit Card: _____ 

 

I have read, understand, and  

agree with the financial policy 

stated above.  

 

Name on card: _______________________ 

Card# _______________________________ 

Exp Date: ____________________________ 

Billing Zip code: __________________________ 

** Please note by signing and agreeing to have card on file you 

will receive prior notification from us before any charges 

outstanding payments or unpaid balances. 
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