
 

 

 
 
 
 

NEWBORN / NEW PATIENT MEDICAID AGREEMENT 
 
 
Today’s Date: ______________________ 
 
 
____________________________________________________ __________________ 
Child’s Name        Date of Birth 
 
 
*  I understand that Lansing Pediatric Associates is Not accepting new patients with  
Medicaid.  I am waiving my right to use Medicaid at Lansing Pediatrics and accept  
responsibility for payment of all services.  I understand if I present a Medicaid insurance 
I will need to find a new physician within 30 days from today ______________. 
         Date 

 
 
____________________________________________________ __________________ 
Parent or Legal Guardian Signature     Relationship to Patient 
 
 
____________________________________________________ __________________ 
Witness        Date 
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