


	
                                      ANNUAL WELL VISIT POLICY  
Thank you for selecting ROYALKIDS CLINIC. We are dedicated to delivering quality healthcare 
that meets your needs, including health maintenance and illness prevention.  

Your well visit(preventive care) includes the following services: vital signs, medical history,            
review of medications, physical exam,(according to age), orders for screening tests as indicated 
by your history and indicated by age, and refills of chronic prescriptions.  

Please be aware that lab test, including some screening tests, may not be covered by your        
insurance under preventive care.  

If a medical problem or illness is addressed or an abnormality is encountered in the exam and 
the problem is significant enough to require additional time for assessment by the provider, a 
separate office visit may be charged in addition to your well visit exam. Please be advised that 
this additional visit is accepted as “billable” by the American Medical Association and may or 
may not be covered by your insurances. You will be responsible for any office visit co-pay          
designated by your insurance coverage for the added offie visit.  

Sometimes, in the interests of having adequate time to properly address medical problem(s) 
and provide the attention you deserve, you may instead be asked to come back for a           
“problem” visit and consultation with the provider. In some cases, your preventative                     
examination may be rescheduled if your medical issues take medical precedence.  

We know that understanding insurances coverage and benefits can be challenging. We advise 
maintaining familiarity with your insurance coverage and updates to you plan by keeping          
regular contact with your insurance company.  

Please indicate your understanding of this policy by signing below:  

Patient/Legal Representative (Print Name):_______________________________  

Patient/Legal Representative Signature: _________________________________                             
Date: ________Time:_______AM/PM 
If signed by other than patient, indicate relationship to patient:_____________  

Witness: ___________________________ Date:________Time: ______AM/PM  


