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President, AAP California Chapter 2

I

receive many inquiries regarding how the AAP
operates. How does the National Office identify
issues that are important to the membership?
How are they prioritized? Who decides what the
AAP does? What say do Chapters or even individual
members have in the overall process of guiding the
National AAP agenda? In fact, these were all questions I had until I attended my first Annual Leadership Forum in Chicago in 2004.

The first ALF took place in 1978. Prior to 1978, the
chapter chairmen (now, chapter presidents and vice
presidents) met with the leadership of the Academy
during the AAP Annual Meeting. These meetings fell
short of chapter chairmen’s expectations and in 1978
the first Chapter Chairmen’s Forum (now, the Annual Leadership
Forum) took place. This dynamic Forum provided a process for
chapter presidents and vice presidents to advise the AAP Board of
Directors on issues of importance from the AAP membership.
Today, the Annual Leadership Forum continues to serve in an
advisory capacity to the Board of Directors, providing a primary
communication link between the grassroots and the policymaking
bodies of the Academy. The aims of the ALF are as follows:
• To draw upon multiple areas of expertise within the Academy to
advise and make recommendations to the Board of Directors.
• To promote communication and networking among the leaders of
chapters, committees, councils and sections.
• To incorporate diverse perspectives in the discussion and debate
of leading pediatric issues.
• To integrate the policy development, education and advocacy
functions of the Academy.
• To provide leadership education for Academy volunteer leaders.
Each chapter is represented at the ALF by the chapter president and
vice president. Committees, Councils and Sections are represented
by their chairpersons or their duly authorized representative who
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must be an Academy Fellow. The ALF is also attended
by national Academy leaders including the Board of
Directors, the District Vice Chairpersons, the National
Nominating Committee, the Chapter Forum Management Committee, the Committee Forum Management
Committee, the Council Management Committee, the
Section Forum Management Committee, the Chapter
Executive Directors, as well as AAP staff and special
guests. In fact the ALF in 2005 was the first to include
heads of Committees, Sections and Councils as full
voting members. The effect was to greatly enhance
the discussion and deliberations and thus to improve
the outcomes.
So how do ideas, proposals or recommendations reach
to the level of the Board of Directors? The main function at the ALF
is to consider the literally scores of resolutions submitted each year
prior to the meeting and vote on them.
The purpose of resolutions is to provide a formal mechanism whereby
the members of the Academy can give input concerning Academy
policy and activities. All resolutions submitted to the Annual Leadership Forum or to the Board of Directors directly are considered by the
Board, but are advisory and, although not binding, serve as a powerful
directive to the Board about the wishes of AAP members.
Useful types of resolutions include:
1) A request that the Academy develop a statement or otherwise take
action on a particular issue.
2) A request that the Academy inaugurates a new program or activity
or reconsiders a current AAP program or activity.
3) A request that the AAP change its operating procedures.
Resolutions may originate from:
1) Chapters, Committees, Councils or Sections
2) Districts
3) Fellows of the Academy with or without group endorsement
This year 92 resolutions were submitted for consideration, 2 from
continued on page 3
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Distance Learning
Opportunity Disaster Preparedness
By Susan Igdaloff, MD, FAAP
Caring For California’s Children: Preparing for
Mental Health Consequences in Time of Crisis
An Online course for primary care providers and their
office staff; sponsored by the California Department
of Health Services, Children’s Medical Services in
collaboration with the UCLA – RAND NIMH Center
for Research on Quality in Managed Care. Topics
of discussion include: prevention, assessment, and
treatment of psychological and behavioral symptoms
following a disaster with links to tools that you
will find useful in your daily practice. Continuing
Education Credits Available. Go to www. CaliforniasChildren.org
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Chapter 2, and a total of 8 from the District.
Resolutions are categorized into one of
three groups, Advocacy and Education,
Health Care Financing and Practice, and
AAP Operations and are referred to Reference Committees for consideration. Each
of the resolutions were then presented
and discussed at one of the Reference
Committees that either recommended
approval or defeat. Each Reference Committee then presented the resolutions to the
assembled delegates for further debate on
the floor. Each was then voted upon by
all the delegates and approved or defeated.
The discussions on each of the resolutions
that I heard were sometimes heated, but
always thoughtful and civil. That included
the resolution presented by Chapter 2 that
encouraged ending of the war in Iraq.

2007 Annual Leadership Forum
March 29 - April 1, 2007
PRIORITIZATION OF 2006/2007
ADOPTED RESOLUTIONS

A

t the close of the 2007 Annual Leadership Forum, Sunday, April 1st, all
voting members present were invited to select the top ten resolutions they
felt were of most importance to the grassroots of the Academy. Of the 192
eligible voting members present, 154 responded (80%). The following shows the top
ten resolutions based on the number of votes received.

Top 10 Votes

Res #

District Title

1 561

57.58SC III/IX

Creation of a Formal Home for Obesity (C)

2 501

38

III

Equitable Vaccine Payments (B)

3 360

34

V

Payment for Pediatricians Providing Mental Health Services (B)

4 357

LR3SB VII

Children’s Rights to Receive Health Care Services Under the
Medicaid Act (Late)

5 327

23SA

X

Protection of Children’s Rights Through Non-traditional Family
Parents (A)

6 323

36

VIII

Pay for Performance (P4P) Programs for Pediatrics (B)

Curren Warf, MD, MSEd, FAAP,
FSAM

7 315

66SC

VIII

Medical Liability Grievance Committee (C)

I

8 286

54

VIII

Critical Action to Support the Children and Adolescents of
American Military Families (B)

9 278

24SA

IX

Protection of Children’s Rights Through Nondiscriminatory
Civil Marriage (A)

III

Transition to Adult Care Settings for Children with Chronic
Medical and Surgical Conditions (A)

Delegates subsequently had an opportunity
to vote on what they considered the top 10
resolutions of the ALF. The resolutions
and their resolved statements from this
year’s ALF proceedings are shown in the
adjoining column.

A GREAT
WEBSITE!
was the AAP representative to
the CMA for the HPV committee last year and they produced
a great website with original documents about every aspect of HPV.
Go to <http://www.calmedfoundation.org/projects/HPV/index.aspx>
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www.calmedfoundation.org/projects/HPV/
index.aspx>
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2006/2007 Resolutions
RESOLVEDS OF THE TOP TEN RESOLUTIONS
Resolveds are given by rank order for the ten
high priority resolutions.
1) Resolution #57.58SC Creation of a
Formal Home for Obesity
RESOLVED, that the Academy establish a
formal entity/home within the AAP such as
a committee or section whose charge will
be to coordinate and support the clinical
activities of chapters, and provide direction to the American Academy of Pediatrics in terms of development of an agenda
to combat obesity.
2) Resolution #38
Payments

Equitable Vaccine

RESOLVED, that the Academy promote
the use of the AAP Business Case for
Pricing Vaccines for educating members,
payers, legislators, and the public in establishing equitable rates of payment by third
parties, and be it further
RESOLVED, that the Academy meet with
third party payers to promote acceptance
of the business case to ensure equitable
vaccine and administration payments to
practitioners.
3) Resolution #34 Payment for Pediatricians Providing Mental Health Services
RESOLVED, that the Academy work with
health plans and other payers to acknowledge pediatricians as providers of mental
health services and to ensure payment to
pediatricians for providing recognized
mental health services, and be it further
RESOLVED, that the Academy advocate
for inclusion of appropriately trained
pediatricians on panels of mental health
provider organizations.
4) Resolution # LR3SB Children’s
Rights to Receive Health Care Services
Under the Medicaid Act
RESOLVED, that the Academy take all
reasonable steps to aid in introducing and
encouraging the passage of Congressional
legislation which would: (1) confirm,
clarify and codify Congressional intent
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that Medicaid-eligible children have an enforceable right to receive EPSDT services
and a right to enforce the equal access
provision; and (2) overturn the reasoning
applied by the Tenth Circuit in OK, AAP
v Fogarty.
5) Resolution #23SA Protection of Children’s Rights Through Non-traditional
Family Parents
RESOLVED, that the Academy support
policy and legislation that would provide
for the safety and security of children being reared by non-traditional parents.
6) Resolution #36 Pay for Performance
(P4P) Programs for Pediatrics
RESOLVED, that the Academy take an
active role in evaluating and developing
appropriate criteria for measuring pediatric practices in Pay for Performance
programs, and be it further
RESOLVED, that the Academy work with
insurance companies implementing Pay
for Performance plans for pediatrics to be
sure that the plans are fair, accurate, and
appropriate and that when appropriate current evidence and best practice be included
in standardizing Pay for Performance.
7) Resolution #66SC Medical Liability
Grievance Committee
RESOLVED, that the Academy establish a Grievance Committee to provide
peer review of expert testimony, and to
receive and review complaints from AAP
members who feel that other AAP members, who have testified against them in
medical liability litigation and in civil and
criminal proceedings such as child abuse
and neglect, gave misleading or erroneous
testimony.
8) Resolution #54 Critical Action to
Support the Children and Adolescents of
American Military Families
RESOLVED, that the Academy create
a policy statement that addresses the
emotional needs and stress challenges of
families on the well being of children and

adolescents in military families experiencing separation, injury or death, and be it
further
RESOLVED, that the Academy educate
pediatricians and youth-serving professionals about the unique culture and needs
of children and adolescents in military
families.
9) Resolution #24SA Protection of Children’s Rights Through Nondiscriminatory
Civil Marriage
RESOLVED, that the Academy support
legislation that would permit nondiscriminatory, gender-neutral civil marriage, as
this is the only way that guarantees equal
protection for the safety and security of
children being raised by same-gender
parents.
10) Resolution #3 Transition to Adult Care
Settings for Children with Chronic Medical
and Surgical Conditions
RESOLVED, that the Academy create a
task force to study obstacles to successful
transition to adult care settings for children
with chronic medical and surgical conditions, and be it further
RESOLVED, that the Academy identify
opportunities for improvements in the area
of transition from pediatric practice, and
develop an agenda for advocacy for the
adult care setting with state and federal
policy makers, insurance carriers, medical
specialty boards, and other stakeholders
that will continue after the term of the task
force expires.
Note that two Resolveds, numbers 1 and 9
emanated from District IX.
The next step in the process is that the
Board of Directors will take these and
all the other approved resolutions under
consideration and decide if and when the
Resolveds can be translated into recommendations or policy of the AAP.
What impact do the approved resolutions
have on AAP Board policy and following
that effect pediatric health and health care?

2006/2007 Resolutions
continued from cover
Certainly, not every resolution becomes
policy of effects change for the betterment
of children. However, many do result in effective change. For example, from a 2005
ALF resolution regarding the reformulation of the WIC Food Package, in 2006
the USDA revised the Package to follow
the AAP recommendations to delay the
introduction of juice for infants until after
6 months of age. In addition, a resolution
calling for the making of pseudoephedrine
a “behind the counter drug” became law
the following year through an amendment
supported by the AAP to the “Patriot Act”.

Finally, the AAP formally adopted the
care of foster children as part of its strategic plan because of a resolution passed
in 2005 at the ALF.
In addition to the Resolution process,
the ALF offered a number of seminars
and conferences for officers to address
issues within their Chapters regarding
membership, legal liability, quality of
care, media relations, work/life balance,
and electronic communications.
Mary Doyle and I were both impressed by
the democratic quality, the organization,

the substantive debate, and the generally
productive outcome of the meeting and we
anticipate a number of the resolutions adopted to result in meaningful improvements
in health care for children in the future.
What’s the connection between our furry
friend depicted above and the ALF? He
was adopted several years ago as a mascot
for the meeting and has occupied a special
place on the dais during the meeting ever
since. His TV show was cancelled but
ALF lives on.

PRESIDENT-ELECT CANDIDATES 2007
James E. Shira, MD, FAAP, Denver, CO
A native of Massachusetts, Jim Shira received his
M.D. from Tufts University and then completed
his pediatric training at Fitzsimons Army Medical
Center and his Allergy/Immunology Fellowship
at the University of Kansas. After 20 years in the
Army, which included assignments as Chief of
Pediatrics at Fitzsimons and Walter Reed Army
Medical Centers, he retired from the military to
become Chair of Pediatrics at The Children’s Hospital, Denver,
where he continues to practice and teach part time as Professor of
Pediatrics at the University of Colorado School of Medicine.
Jim has served as Vice President and President of the Colorado
Chapter and Vice Chair for District VIII. Other Academy activities
have included the Chapter Forum Committee, appointments to two
national committees and participation as a faculty member at over
40 local and national AAP meetings and CME courses.
In Colorado, Jim serves on the Medical Advisory Board of the
Cherry Creek School District and on the Boards of the Colorado
Children’s Campaign (state advocacy coalition for children), the
Inner City Health Center of Denver (for the medically underserved), and the Colorado Children’s Immunization Coalition.
Internationally, he has also been privileged to care for children
in Central and South America, Romania and Mongolia as a
member of medical mission teams devoted to clinical care and
education.
Jim and Paula have three sons with wonderful wives and four terrific grandchildren. Beyond the joys of family and church, they
indulge themselves in gardening, skiing, biking and golf.
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David T. Tayloe, Jr, MD, FAAP, Goldsboro, NC
Dave Tayloe, Jr., is in full-time general pediatric
practice. He founded a solo practice in Goldsboro,
NC, in 1977, after completing medical school at the
University of North Carolina and pediatric residencies at St. Christopher’s Hospital for Children and
NC Memorial Hospital. The practice has grown to
include 12 pediatricians, 7 mid-level providers, a
psychologist, and 2 certified lactation consultants
who provide comprehensive child health services in
four offices coordinated by an electronic health records system.
Dr. Tayloe has extensive experience in his community as a visionary
leader in efforts to address school health issues, child abuse prevention,
and adolescent pregnancy prevention.
Dave has served in the leadership of the NC Chapter since 1985. When
he was President (1993-95), North Carolina won the Outstanding
Chapter Award of the AAP.
Dr. Tayloe has been one of the architects of the very successful child
health system in North Carolina that includes the NC Universal
Childhood Vaccine Distribution Program, the physician-directed
Medicaid managed care initiative, and the NC Health Choice Program
(SCHIP).
Dave has served in a leadership position with the national AAP since
1989: Committee on State Government Affairs; Chapter Forum
Committee (Chairperson, 1999); Committee on Community Health
Services; District IV Vice-chairperson; and as District Chairperson.
He is the Board Liaison to the Task Force on Immunizations.
As a member of the Long-range Planning Committee of the American
Board of Pediatrics (ABP), he has led the effort to incorporate mental
health competencies into the agenda of the ABP.

Director’s Update
Kris Calvin, AAP-CA CEO/ED
* This week the State Democratic Legislators have traveled to
Washington DC to advocate for California’s needs there. As a
result, little will be accomplished in Sacramento. That includes
efforts to move forward on health care reform for our state.
* Recently, the federal Health and Human Services Agency confirmed that the $5 billion dollars in federal money estimated to be
forthcoming for the Governor’s health care proposal is available
“under current law.” Some interpret this choice of language as an
indication that changes might be forthcoming that could reduce
that amount. However, for the present, count this as a win for the
Governor’s team, who asserted those funds are available now,
and have received that confirmation.
* AAP-CA continues to reach out to policy leaders involved in
the various health care reform proposals, as well as to work on
a myriad of bills in areas of interest to pediatricians, including
access, immunizations, obesity prevention and healthy lifestyles,
and the viability of pediatric practices. As letters of comment
are sent to the authors of these bills, copies will be distributed
to you through this listserve. Once AAP-CA has gone on record
publicly with a position on a bill, feel free to advocate on behalf
of AAP-CA for that stated position directly with your legislator.
You may also work through your chapter on grass root campaigns
for any bills where an AAP-CA letter has been sent.

*If you have questions, please contact
your Chapter SGA representative.
Chapter 1
Shannon Udovic-Constant, MD
sudovic@hotmail.com
Chapter 2
Damodara Rajasekhar, MD
drajasekhar@charter.net
Chapter 3
Mark Sawyer, MD
mhsawyer@ucsd.edu
Chapter 4
Michael Weiss, MD
mweiss3@cox.net

* Watch for weekly Director’s updates as the legislative session heats up...

Letter to the Editor
By Dr. Richard Fueille published in Times
Dear Sir:
I am a pediatrician in private practice and I read with interest your article in today’s (May 14, 2007) issue of the
L.A.Times. At the bottom of the second column on page
B7 is the statement “Many doctors say it would amount
to at least 4% of their take-home pay. This is a gross
underestimation. The true number would be at least 7%
and more likely 8-10%. How could this be?--you might
ask. The proposal is for 2% of REIMBURSEMENTS.
This is 2% of gross payment received by the physician’s
office. In pediatric practices, overhead (rent, employees
wages, HEALTH INSURANCE, unemployment, supplies,
malpractice, etc.) runs 55-65% of gross revenues. In other
specialties this usually runs about 50%) This makes the
tax 2-2.3 times the 2%. We are now up to a 4-4.6% tax.
But it doesn’t end there. State and federal tax on last dollar income runs 50-60% for virtually all physicians. We
must now multiply by 2-2.2, again. We now have a tax of
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8-10% of ‘take-home’ pay. What sounds like a modest tax,
would, in fact, be a severe tax.
Also, as you may be aware, there is a general paucity of
primary care physicians graduating from training programs
across the country. Will this kind of measure further discourage medical students from entering primary care, especially
in California.
Thank you for your attention.

Sincerely,
Richard H. Feuille, Jr., MD

What Would You Say To Pediatricians Who
Look At The Cost Of Membership And Wonder
Whether Being A Member Of The AAP Is
Really Worth It?
David T. Tayloe, Jr, MD, FAAP
Goldsboro, NC

James E. Shira, MD, FAAP
Denver, CO
Yes, the cost of AAP Membership is significant…but
I can’t think of a more valuable and rewarding investment for all pediatricians, be they in primary care or
a subspecialty. First and foremost, you join forces
with 60,000 professional men and women who share
your dedication to children and your commitment to
pediatrics. You become part of a robust, visionary
organization that continues to grow more vibrant
with increasing numbers of young people, especially
women. Your membership includes benefits that are specifically tailored
for pediatricians and unavailable through any other resource.
As a member, you have ready access to:
• AAP News, Pediatrics and the Red Book and, at discounted prices,
more than 400 educational products and publications for you and
your patients.
• Policy Statements, Clinical Reviews, Technical Reports, Clinical
Practice Guidelines and practice management tools written by pediatric
clinical scholars, and specifically designed to expand your acumen and
to advance the quality and efficiency of your practice.
In addition, Academy membership provides countless opportunities
for you to:
• Stay current and earn CME credits through online study (PediaLink
and EQIPP) or PREP at home or through participation in cutting-edge
CME courses offered around the country.
• Contribute to the enrichment of pediatric health care through participation in clinical research in your office as part of the PROS program or
through implementation of a community project funded by a CATCH
grant.
• Expand your subspecialty or pediatric practice interests through participation in Section, Council and Committee activities.
And, perhaps most important, you join fellow pediatricians in well
planned, well orchestrated, data-driven advocacy efforts to benefit
children and those who provide their health care.
There is much more. The AAP is a unique organization. It is the convening, synthesizing body of our discipline, bringing together pediatricians
from diverse backgrounds to pool their expertise and energy principally
to advance the health and welfare of children everywhere and, at the
same time, to enhance the professional and personal lives of its members.
From my perspective, AAP membership is far more than a business
consideration for the pediatrician; it is an essential investment!
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I believe the AAP gives pediatricians an excellent
return on their investment. From the challenges of
coding and reimbursement to the rigors of federal
government lobbying, the Academy helps us work
together to serve children, families, and pediatricians.
The extremely competent and dedicated AAP staff
brings us together with our volunteer leadership
(Chapters, Sections, Committees, Councils, Task Forces) to share
our thoughts about pediatrics. Our lives are often frustrating and
exhausting. Through meetings, teleconferences, and listservs, we
obtain the support of colleagues in user-friendly formats. We need
the stabilizing power of fellowship with like-minded professionals
as we struggle with business and market forces, political realities,
and educational challenges to develop health systems that benefit
children, families, and pediatricians.
The Academy provides superlative educational programs for health
professionals who are focused on the needs of children and families.
From face-to-face CME to a variety of on-line opportunities, general
and subspecialist pediatricians can be assured that their practices are
“state of the art.”
The AAP prepares pediatricians to be effective leaders and advocates,
and coordinates national and state advocacy efforts. As a member
of the North Carolina Chapter’s leadership since 1985, I could not
imagine trying to address the advocacy agenda in our state without
the assistance of the AAP and the Chapter. Our collective advocacy
benefits children and their families, AND assures that pediatricians
are adequately paid for working daily to improve the child health
system.
The Academy’s strategic plan assures that we know where we are in
our pediatric journeys, where we hope to go, and what kind of child
health system we are leaving for our children. My pediatrician father
worked with the national AAP and the NC Chapter to leave me a
better system than the one he inherited in 1955. I would like to think
that we can advocate for, and play a leadership role in developing, a
child health system that my pediatrician children will find superior
to the one I entered in 1977. We need our Academy to lead us to
a brighter future for all the children, families, and pediatricians of
the next generation.

California Dental Association Informs The
Public About The New Kindergarten Dental
Check-Up Requirement
Christine Schachter, Elmets Communications

Sacramento, Calif. – In order to educate parents,
children, teachers and others about the importance of
good oral health and new legislation requiring children
to have a dental check-up by May 31st of their first
year in public school, the California Dental Association
has launched a statewide outreach campaign.

Radio announcements, featuring California Assembly Speaker
Fabian Núñez, Senator Leland Yee and Assembly Members
John Laird and Van Tran have already begun to air throughout
the state, promoting the new Kindergarten Dental Checkup
Requirement to parents. CDA plans to build on such outreach
with the help of its member dentists, through multilingual print
advertisements, public television segments, direct mail and
partnerships with like-minded organizations.
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“Good oral health is a lifelong process that should begin at a
very early age,” remarked Dr. Ron Mead. “The implications
of tooth decay are numerous and if not adequately addressed,
can lead to more severe and damaging consequences. Ensuring that our children have healthy smiles is critical to helping
them achieve bright futures.”

n 2006, Governor Arnold Schwarzenegger signed AB 1433,
landmark legislation that directs schools to notify parents
that children must obtain an oral health assessment, and
which furthermore, establishes a standard for that assessment.
Tooth decay is the most common chronic childhood disease,
more common than both asthma and obesity, affecting nearly
two-thirds of California’s children by the time they reach
third grade. Although tooth decay is easily preventable, it is
a progressive infection that does not heal without treatment.
Left untreated, dental disease can have debilitating effects,
including chronic pain, distracting children from learning and
impacting their ability to eat properly, smile, and feel good
about themselves.
AB 1433 promotes the importance of oral health and assist
children in receiving the early and ongoing dental care they
need to remain healthy and ready to learn. This new dental
check-up requirement applies to kindergartners in their first
year of public school, or first graders, if they did not attend
kindergarten. Dental evaluations that have occurred within the
12 months prior to school entry also meet this requirement. If
a dental check-up cannot be obtained, parents may be excused
from this requirement by filling out the waiver portion of the
form provided by the child’s school.
The ultimate goal of CDA’s outreach program is to connect
children with a regular source of dental care - a “dental home,”
identify locally specific barriers-to-care to assist communities in
responding to their children’s oral health needs, and provide important data that can be used for further oral health advocacy.
The new law also encourages the enrollment of uninsured
children into Medi-Cal and Healthy Families. “It is estimated
that half of California’s uninsured children are actually eligible
for existing government insurance programs and it makes good
sense for families to utilize these programs to get their children
the care they need,” noted CDA President, Dr. Ron Mead.
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Copies of the required forms can be obtained from the child’s
school, on the Department of Education web site at www.cde.
ca.gov or through a link from the CDA web site at cda.org,
which offers dental information in many languages, including
Spanish, Hmong, Chinese, Russian and Vietnamese.
The California Dental Association (CDA) is the nonprofit
organization representing organized dentistry in California.
Founded in 1870, CDA is the largest and most high profile constituent of the American Dental Association. CDA contributes
to the dental health of consumers in California through various
comprehensive programs aimed at improving dental health.
CDA’s membership consists of more than 21,000 dentists.

2006 – 2007
DUES UPDATE

I

n February 2007, we wrote dues-paying members to request they remit $20.00 to
the Chapter to “make whole” the underpayment of 2006 – 2007 dues. To date,
nearly 50% of members have sent this payment. If you have not already done
so, we would appreciate it if you would participate in this effort.
Excerpts from the February letter: “Since the early ‘80’s, the four AAP chapters in
California have been participating in the support of the District office (California
District IX) for their work on legislative issues, educational events, state policy and
other programs in California that impact children and pediatricians. A portion of
each member’s dues ($40) was used for this purpose. Due to increases in activity
on the legislative level and overall increases in costs, in February 2006, the District
asked the Chapters for a $20 per member increase effective July 1, 2006. In late
March, Chapter 2 voted to increase member dues from $145 per year to $165 per
year permitting our Chapter to remit $60 per member to District IX. In the meantime, AAP National sent dues statements to all AAP members in mid-April based
on the prior ($145) amount.
Therefore, in your dues billing statement in Spring 2006, the $20 per member dues
increase promised to District was not included. In order to meet Chapter budgetary
constraints, it is necessary to collect the $20 per member shortfall. We are asking
that you send $20 to the Chapter to make whole the dues increase voted upon by
your Board in late March 2006. Chapter dues for the 2007-2008 billing cycle will
be $165.00. The dues amount for Chapter 2 is comparable to or below the dues
amounts for other Chapters in California.”
You may make your $20 dues payment by check or credit card. Please complete
the information paragraph below and return it to the Chapter at AAP CA2, Box 527,
4067 Hardwick Street, Lakewood, CA 90712. Make checks payable to AAP CA2.
Should you wish to fax your information (for credit card payments), please fax to
970/314-9984. For additional information, call 213/250-4876.

Member name:________________________________________________
Paid by: _____check _______cash _____credit card (check one)
Credit card: ________Visa ________MasterCard
Card #______________________________________________________

PROS
Heide Woo, MD, FAAP

• When do boys start going
through puberty?
• Are there differences based
on race?
• Are there differences based
on BMI?
• Does it correlate to onset of
puberty in the parents?
Are you and the parents of your patients interested
in these questions? If so, you can be part of the
study to answer them!
PROS (Pediatric Research in Office Settings) is
a group of interested AAP members nation-wide
who do office based research to answer questions
that general pediatricians want answered.
SSCIB (Secondary Sexual Characteristics in
Boys) is a study currently under way to answer the
above questions, and we are recruiting pediatricians to join in the study.
Other studies currently or soon to be under way
are looking at:
Adolescent Smoking Cessation
Parental Smoking Cessation Counseling
Obesity Prevention
Telephone based parent training
If you are interested in any of the above studies or
just want to learn more about PROS, please check
the website: www.aap.org/pros, or feel free to
call me at (310) 825-6208 or email me at hwoo@
mednet.ucla.edu.
PROS will be meeting in San Francisco at the NCE
on the Friday and Saturday October 5-6. Check
your NCE listings or contact me. We would love to
have you join us—just stop by and check it out!

Expiration Date: __mo/__yr.
ZIP Code of credit card billing address _____________________________
Signature: ____________________________________________________
Date:________________________________________________________
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PROS (Pediatric Research in Office
Settings) is a group of interested
AAP members nation-wide who do
office based research to answer
questions that general pediatricians
want answered.

New AAP Policy on Early Detection of
Developmental and Behavioral Problems
Frances Page Glascoe, Professor of Pediatrics, Vanderbilt University

M

ost health care providers attempt to identify children with
developmental and behavioral problems in order to ensure
that patients receive the enormous benefits of early intervention. Unfortunately, 70% of pediatricians rely on informal milestone
checklists. These lack reliability, validity, accuracy or scoring criteria.
The result is that only one-fourth of children eligible for early intervention services actually receive them.
To address this problem, the American Academy of Pediatrics (AAP)
issued a new policy statement (Pediatrics, July, 2006) that calls for
enhanced developmental surveillance. Surveillance includes eliciting
and addressing parents’ concerns at every well visit. Most suitable for
this task is Parents’ Evaluation of Developmental Status (www.pedstest.
com), a 10 question measure that indicates, based on evidence, when
to refer, screen further, advise parents, or reassure.
But, surveillance also involves routinely monitoring milestones and
screening periodically, and again, using quality tools is absolutely
essential for accurate detection. A new measure can help with these
additional recommendations, Parents’ Evaluation of Developmental
Status: Developmental Milestones (PEDS:DM). The PEDS:DM is
for children birth to age eight and consists of 6 to 8 questions per visit,
one per developmental domain: fine motor, gross motor, social-emotional, self-help, expressive language, receptive language, and for older
children, reading and math. Parents can answer these on their own or
providers can elicit the skills directly from children (but parent report
saves time and is equally accurate). Each question serves as a screen
for the domain from which it is derived and problematic performance is
tied to a cutoff at the 16th percentile or below (the point below which
children have great difficulty with regular curricula). Standardized and
validated on more than 1600 children around the US, who participated
from health care settings as well as day care centers and preschools, the
PEDS:DM has sensitivity and specificity across domains as well as age
ranges of 83% to 84%, well within standards for screening tools.
There are many interesting features to this measure. It consists of a book
of laminated forms, one for each age range, that parents complete with
a dry erase marker. The 6 – 8 questions per form are written at the high
first grade level and answered, via multiple choice, and in less than 5
minutes. Parents are then encouraged (optionally) to read to their child
a short story that is presented in the book on the opposite page. The
stories focus on child development and positive parenting practices
(such as talking and reading to your baby, giving toddlers choices,
making clean-up time into a game, etc.). Since parents are known to
learn about child developmental through assessment, the fact that the
PEDS:DM actively promotes healthy development and parenting is
exciting as are the accompanying photographs and drawings that reflect
the diverse ethnicities within American society . In addition, the PEDS:
DM manual contains photo-copiable parent education handouts, a list
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of links helpful for finding local services, and referral letter templates
(all are also downloadable at www.pedstest.com).
A single scoring template is laid on top of the completed PEDS:DM
form to reveal correct and incorrect answers. These are then transferred
to a one-page longitudinal growth chart that remains in the patient
record. Over time, the growth chart builds a graph of children’s developmental strengths and weaknesses.
The second section of the PEDS:DM Family Book contains supplementary measures (also laminated) that together with (optionally)
Parents’ Evaluation of Developmental Status are helpful in fully
complying with the AAP’s new policy. The supplementary tools
include: the Modified Checklist of Autism in Toddlers (M-CHAT)
recommended by the AAP at 18 and 24 months; the Pictorial Pediatric
Symptom Checklist-17 (a screen for depression, attention, and conduct
problems in older children); the Brigance Parent-Child Interactions
Scale (to determine whether parenting style is likely to lead to healthy
development); the Family Psychosocial Screen (a measure of parental
depression and other risk factors); the Safety Word Inventory and
Literacy Screener (SWILS) (a measure of school skills for older
children); and the Vanderbilt ADHD Scale (a diagnostic measure of
attention, hyperactivity and impulsivity). The PEDS:DM manual suggests when to use supplementary measures, since not all are needed
at any single well-visit.
In terms of electronic applications, PEDS (the measure eliciting and
addressing parents’ concerns), and the (optional) M-CHAT are already
available online. The site can be used with or without integration
with electronic medical records. The PEDS:DM will be added to the
website by late Summer, 2007.
A Spanish language version of the PEDS:DM should be available this
summer (PEDS and the M-CHAT are already published in Spanish
and PEDS has been translated into many other languages). Vanderbilt
University is trialling PEDS plus the PEDS:DM via a waiting room
computer kiosk.
Also of note, the PEDS:DM was created with items from
several of the Brigance Diagnostic Inventories. Albert
Brigance and his publisher, Curriculum Associates, along
with Ellsworth & Vandermeer Press have jointly agreed to
donate a portion of PEDS:DM sales to the American Academy
of Pediatrics’ Section on Developmental and Behavioral
Pediatrics in support of its website devoted to helping health
care providers learn about screening and surveillance, www.
dbpeds.org including other screening tools. More information
on PEDS and the PEDS:DM, including slide shows and other
training materials, can be found at www.pedstest.com/dm.

Reimbursement Hassles?
Help is on the Way!
Christopher Tolcher, M.D., F.A.A.P.

H

assling with insurance payers about
coding and reimbursement problems
is the way of life for the private practice pediatrician. Now more than ever, we are
having to fight more vigorously for the reimbursement we have earned, at a time when our
operating costs have climbed due to—among
other things—skyrocketing costs of stocking
vaccines. While we have struggled alone with
this for years, we have often been forced to
ask, “Where is the AAP when we need them?”
This has led to a certain amount of dissatisfaction with the AAP’s inability to support and
advocate for the common pediatrician.
While the AAP cannot get involved in individual disputes we may be having with insurance payers, the organization is taking a much
more active role in helping out those of us “in
the trenches” of private practice. On a local
and national level, the AAP has made it a high
priority to do be a greater advocate on behalf
of the practicing pediatrician with regional and
national insurance payers. Pediatric Councils
are being formed across the country to be a
channel of communication between pediatricians, insurance payers, state departments of
health and managed care, and state legislators.
The California District IX has just formed its
Council and the Council needs YOUR HELP
to be successful and effective!
Your help is critical to this effort. The Pediatric Practice Committee and our California
Pediatric Council needs to hear from you
about the major hassles you are having with
payers! We need you to go to the AAP website
(www.aap.org), go the Member Center, and
enter the Private Payer Advocacy section of
that site (found under the “Practice Management Online” section on the Member Center
page). You will find a link to the “Hassle
Factor Form” (a somewhat odd, yet appropriate name), and on this form you need to give
information about the nature of the problem.
You are asked to identify whether the problem deals with issues of administration or
communication, payment processing, claims
adjudication, contractual issues, or any other
areas. There is a section for you to include a
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brief narrative description of your “hassle”.
There should be a copy of this form included
with this newsletter for your review.
Once completed and sent, your form goes first
to the Private Payer Advocacy section at the
national AAP office. It is also forwarded to
our District Pediatric Council for review. This
form allows you to communicate directly with
national and state leaders in advocating for
us. It is important to realize that you will not
get a response to submitting a Hassle Factor
Form, for it is not a vehicle to get advice. It
is a reporting system, or “tracking system”,
for the AAP to gather information and identify key problem areas on which to focus the
advocacy efforts.
If you also need specific, immediate help with
difficult issues regarding coding and health
plan coverage, the AAP Coding Hotline can
be a useful source of information (at AAPCodingHotline@aap.org, or 800-433-9016,
ext. 4022).
Another way in which your AAP is helping
you manage the financial side of your practice
is by organizing seminars on coding and reimbursement. Be sure to attend our upcoming

“Coding for Dollars”, our local seminar on
improving coding and maximizing reimbursement in pediatric practice. It will be held on
Saturday, July 21, 2007, from 8:00 AM until
12:30 PM at Encino-Tarzana Regional Medical Center. We have three excellent speakers
lined up covering the major areas of coding
and collecting. It will prove to be the best
$50 you’ve spent on improving your practice.
The last Coding for Dollars seminar was very
popular, so sign up now (see the program and
registration form in this newsletter).
So don’t just complain about the problem—become a part of the solution! Don’t let the AAP
decide from afar what your problems are. Let
us hear directly from you about these hassles,
so that your problems can become a part of
our effort to find solutions! Without your help,
the Pediatric Council is not as effective a voice
for the common pediatrician. Use the Hassle
Factor Forms so that with a small investment
of your time, the national AAP Private Payer
Advocacy section, the California Pediatric
Council, and our Chapter 2 Pediatric Practice
Committee can identify common areas of
concern needing attention, identify trends, and
be a much better advocate on your behalf.
Help us to help you!

Hassle Factor Form Components
Section A: General Information
Physician Name:___________________________________________________________________________________________
Subspecialty:_____________________________________________________________________________________________
AAP Member ID:__________________________________________________________________________________________
Practice City, State_________________________________________________________________________________________
Practice Type:_____________________________________________________________________________________________
Person completing this form:_________________________________________________________________________________

Section B.
Administration:
• Calls not returned
• Claim/appeal lost by organization
• Credentialing delay/problems
• Excessive wait on telephone
• Failure to notify enrollees of denied services
or failure to do so in a timely manner
• Grievance procedure problems
• Inaccurate data entry following clean claim
• Insufficient pediatric sub specialists in the
network
• Medical records request problem
• Numerous calls for single claim
• Organization missing supporting documents
• Uncustomary request for patient information
Payment Processing:
Related to a specific CPT, ICD-9-CM, HCPCS
Level II code
Specify the code: ….. CPT… ICD9-CM… HCPCS
• Denial of payment
• Reduction of payment
• Payment incorrect as per contract
• Late payment problem(s)
• Failure to follow CPT guidelines
• Non-recognition of modifiers
• Changing units of service
Claims Adjudication:
• Denial of preauthorization (specify whether
hospital or other)
• Excessive delay in processing claims
• Excessive denials of referral
• Excessive emergency room service denial
• Excessive mental health service denial
• Excessive operative report requests
• Excessive prepayment or post payment review
• Lack of clear communication on EOB, written
communications
• Length of stay dispute

Contractual Issues (based on reviewing your managed care contract):
• Lab tests cannot be performed at preferred
location
•Reimbursement denied due to carve out
provisions
• Fee schedule not provided or excessive •
delay in obtaining it
• Managed care formulary
• Uncompensated for language interpretation
Other problem not listed (Briefly describe in Section C)

Section C:
Name of carrier with whom the hassle is related:_________
________________________________________________
Type of Plan:____________________________________
How frequently does this occur:______________________
Briefly describe the problem(s) including any actions you
have taken (phone call, letter, etc.) and any responses:_______
_______________________________________________

Section D:
Disputes files as part of litigation settlements: Since you
identified a carrier that is involved in the managed care litigation and has agreed as part of the settlement to the dispute
process, please respond to the following: (for information on
the settlements, see www.hmosettlements.com)
Have you filed a Dispute about this issue?
If yes, is the dispute related to (check all that apply)
…Billing Dispute
…Compliance with terms of settlement dispute
…Medical necessity dispute
Please note that completion of the Hassle Factor Form does
not constitute filing a dispute as part of the settlement. Pediatric practices must file the settlement dispute as the AAP
does not submit the settlement dispute.
The on-line Hassle Factor Form can be accessed at the AAP
website members, only channel at www.aap.org/moe/reimburse/hasslefactor
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New Pediatric Environmental Health
Toolkit is Available!
Curren Warf, MD, FAAP
especially true for neurotoxins such as lead, mercury, polychlorinated biphenyls (PCBs), alcohol and other solvents in which
the timing of exposure can be critical in determining overall
neurological impact. Toxicity testing in adult animals fails to
account for different susceptibility due to age and stage of development.
Many toxins have long latency periods making early life exposure
particularly alarming. This is especially true for carcinogens like
arsenic and asbestos and radon, and some neurotoxins whose
effects may not be recognized until problems arise in school or
later in life. Early exposure to carcinogens may increase the risk
of adult cancer, or make certain cancers appear earlier in life.

Toxic burden of human milk

T

he new “Pediatric Environmental Health Toolkit: Key
Concepts in Pediatric Environmental Health,” endorsed by the American Academy of Pediatrics, is
now available. As environmental toxins are increasingly
implicated in the development of diseases including autism,
mental retardation, breast cancer, and others, this toolkit is
timely and important.

Children’s vulnerability
Children are more vulnerable to environmental toxins than
adults. Proportional for body weight they breathe more air,
they drink more water and eat more food. In the first six
months, they drink seven times more water than adults, and
from age one to five years they eat four times more food. The
child’s diet typically exposes them to more contaminants;
e.g. pesticides that are used heavily on grapes. Normal play,
with hand to mouth behavior, expose children not only to
dirt and dust, but to toxic contaminants. The young child’s
greater surface area to body mass ratio increases exposures
to toxicants absorbed through the skin.
Nearly 75% of commercial chemicals that are produced in
quantities of over a million pounds per year have undergone
no toxicity testing. Those that have been studied have been
studied on mature, adult animals. Children’s exposures, and
their ability to metabolize and excrete chemicals, varies
greatly depending on their growth and development. For
example, while an adult will absorb 10% of ingested lead, a
toddler absorbs 50%.
From fetus to child to adult, there are differing periods of
vulnerability when specific toxins can be harmful. This is
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Human milk is considered the optimal nutrition for infants, but
research has shown that many human milk samples contain toxins
that are reflective of the maternal body burden of these chemicals.
Most of these chemicals are widely dispersed in the environment
and the breast feeding alternatives, formula and the water that is
used to prepare it, may contain similar contaminants.
Sweden and the United States use human milk in surveillance to
monitor general human exposures to chemicals. Polybrominated
diphenyl ethers (PBDEs), a group of compounds used widely
as flame retardants and added to plastics, foams, televisions,
computers and textiles in furniture, mattresses, and pillows
found in most households, have similar effects to PCBs on the
developing brain. Analyses of breast milk showed that PBDE
contamination had risen rapidly during the 1990’s in Sweden
and they enacted precautionary regulatory controls, including
manufacturing restrictions. This was followed by a decline in
milk levels of PBDEs.

Prevalence of human exposure
The National Exposure Report from the CDC released in 2005
includes the results of testing of a representative sample of 10,000
people nationwide analyzing the blood levels of 149 potentially
hazardous chemicals. (There are over 80,000 chemicals in commercial use, most of which have little information regarding
health effects individually, much less synergistic effects of
multiple exposures). The National Exposure Report gives health
care providers a snapshot of the types and quantities of chemicals that people have ingested or absorbed, and raises concerns
about children’s potential exposure in at least four areas: methyl
mercury, phthalates, pesticides and second hand smoke.

Mercury, PCB’s, organophosphates
Methylmercury has contaminated the world’s oceans principally
through the burning of coal. The mercury is concentrated in saltwater fish and poses a danger to the fetal neurodevelopment of
exposed pregnant women. Even with the current precautions ad-

vising restricting or eliminating salt water fish, 1 in 18 of women
of child bearing age have blood levels of methylmercury within
a factor of ten of the level linked with adverse fetal neurodevelopment. The continued use of coal fired power plants virtually
guarantees that this problem will continue to get worse for the
foreseeable future, affecting future generations globally.
Polychlorinated biphenyls were used in industrial insulation.
They were banned in 1977 in the United States because of links
to cancer; they do not degrade and are pernicious and prevalent
in the environment. Low-level fetal exposure to PCB’s is linked
to low IQ, attentional problems, and most recently in animal
experiments, to autism. They are lipid soluble and found in the
environment, particularly near rivers such as the Hudson that
were used for industrial waste. They selectively accumulate
in fresh water fish, and in this way, and others, enter human
consumption.
Chloropyrifos, an organophosphate pesticide banned for residential use in the U.S. in 2000, was found in more than 50% of
human samples and most highly concentrated in children aged
6 to 11 years old.
Cotinine (a metabolite of nicotine) levels in non-smokers have
decreased over the years, but cotinine levels in children remain
about twice that of non-smoking adults.

Infant neurotoxicity and
decreasing tolerance
As we have learned more about the toxicity, particularly the
neurotoxicity of environmental chemicals, the interpretation of
what constitutes a dangerous threshold has fallen. For example,
in 1960, the toxic blood level of lead was set at 60 mcg/dl, but
the upper limits of acceptable exposure is now 10 mcg/dl. The
most current scientific evidence demonstrates measurable neurological damage at even lower levels. The physiologic level for
lead is zero. There is no evidence that there is any such thing
as a safe blood lead level. This downward trend of tolerable
levels of toxins in children will almost surely take place for
other chemicals as well, including mercury, arsenic, dioxins,
PCBs and organophosphate pesticides.
But the story does not stop here.

Disproportionate toxic burden of
impoverished and immigrant children
Just as the United States is a land of great wealth and great
poverty, toxic exposures are not distributed equitably. Communities of color, cultural minorities, economically disadvantaged
and socially marginalized groups are often at greater risk from
toxic exposures. For example, because of economic necessity
and cultural traditions, subsistence fishing among immigrant
communities such as the Vietnamese, Cambodian and others
results in increased exposure to fish-borne neurotoxins. Agricultural workers and their children have a higher exposure
risk to organophosphate pesticides, and urban areas close to
hazardous waste or industrial sites bear a disproportionate
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burden of environmental toxic exposures and diesel and other
air pollutants.
Significantly, since rates of smoking in the home increase with
decreasing adult educational levels and family income, the
rates of exposure to tobacco smoke among low income children
is roughly double that of the national rate. This is even more
significant for certain ethnic minorities such as the children of
Native American and Southeast Asian American men.
Though through an intensive coordinated effort, and particularly through removing lead for gasoline and other products,
the number of US children age 1-5 with toxic lead levels has
dropped from 4.4% in the early 1990’s to 1.6% in 1999-2000.
There remain subpopulations of children with disproportionately high lead levels; these include urban non-Hispanic African American and Mexican American children, those from
families living in poverty, immigrants, and those who reside
in housing built before 1950.

Future generations and the continuing
accumulation of toxins in the environment
We should not forget that the contamination of the environment with toxins is cumulative. All the lead in the leaded
gasoline spilled on the ground throughout Los Angeles up
until the 1990’s is still there. It does not leach out, evaporate
or disappear. The mercury emitted into the atmosphere through
coal burning power plants is deposited into the oceans and
selectively absorbed by fish will not disappear on its own,
and continues to accumulate, threatening future generations
of infants into the foreseeable future.
As pediatricians, we care passionately about the health and
welfare of children. We also care about the health and welfare
of future generations. As we learn more about the neurological,
pulmonary, and carcinogenic effects of environmental toxins
we need to ask ourselves what kind of world are we leaving our
children. As we become more aware of the perniciousness of
the toxins in the environment and their unremitting continued
accumulation, we need to ask not only about the future of our
children but of future generations. There is no other planet
for them to inherit.

The Pediatric Environmental Health Toolkit, called
Healthy Environment, Healthy Child was produced by
the Greater Boston Physicians for Social Responsibility
and the San Francisco Bay Area Physicians for Social
Responsibility and endorsed by the American Academy
of Pediatrics. The Pediatric Environmental Toolkit
includes professional and parent educational material,
in English and in Spanish, posters and cards. It can be
downloaded without charge from: http://psr.igc.org/pedtoolkit-materials.htm

A Big Year For Immunization
Bills in the Legislature-SB 676
Leads the Way

T

here are a number of bills being
actively considered by the California
State Legislature related to childhood
immunization. The California District IX
of the American Academy of Pediatrics
and the California Coalition for Childhood
Immunization (C3I) are cosponsoring a
bill that Senator Mark Ridley-Thomas is
carrying, Senate Bill 676.

entry into any private or public elementary or
secondary school, childcare center, day nursery, nursery school, family day care home or
developmental center. It permits the State
Department of Public Health to modify the
list at any time, and requires the Department
of Health to annually review and modify
immunization requirements as set forth by
ACIP for pupils.

With the advent of a number of vaccines being
recommended for children at 11 years of age
by ACIP and AAP Committees, the old law
mandating immunization of children prior to
entry to school has become obsolete. The old
law does not mandate appropriate immunization for children after 7-years-of-age. Since
many of the new vaccines are recommended
for children 11-years-of-age, the old school
mandate law requires modification. SB676
has two essential recommendations. It requires the State Department of Public Health
to maintain a list of diseases and conditions
for which immunization is required prior to

It also requires pupils entering the 7th grade to
be fully immunized against pertussis.
Given the number of outbreaks of pertussis
in schools, especially in Northern California
reported recently, the pertussis vaccine booster
given as Tdap, is especially important. However, going forward it is necessary to change
the infrastructure of the law to allow for
mandating the completion of all recommended vaccines to children for school
entry including those required of children
beyond 7-years-of-age.
The bill was passed out of the Senate Com-

Pediatric Council
Laura Mabie, MD, FAAP

A

Pediatric Council for District IX is being formed to address
the issues related to reimbursement to pediatricians and
access to care for the state’s children. Pediatric councils
in other states have been successful at getting third-party payers
to sit down and discuss issues such as immunization costs, carve
outs for mental health benefits and denials of legitimate claims.
Jeffrey Penso, MD, a former President of Chapter 2, has been
appointed as the Chapter 2 representative to the Committee on
Pediatric Council for the District. He met with the Chapter Pediatric Practice Committee at its most recent meeting to discuss
priorities for the council group to consider when it had its first
meeting at the end of May.
One of the ways the practicing pediatrician can get input to the
committee is to fill out the ‘Hassle Factor’ form. See Dr. Tolcher’s
article on page 12 for more information.
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mittee on Health on April 18th by a nine-tozero vote based on testimony provided by a
number of backers of this vaccine including
Bill Mason, who testified before the committee on behalf of the American Academy
of Pediatrics.
There are a number of other immunizations bills before the legislature, including
AB16 (Hernandez), which was originally
to mandate human papilloma virus vaccine
but has subsequently been amended to also
address the infrastructural problems in the
current law. In addition, SB533 (Yee) adds
pneumococcal conjugant vaccines to a list
of required immunizations for childcare or
family day care admissions.
Currently, there is work going on behind
the scenes to align the language in all three
bills, especially around the changes in the
infrastructure of the law so that there will
not be confusion as to the requirements of
the law if all three bills are passed.
Members should be watchful for announcement of votes regarding these bills, especially
on SB676, and contact state legislator indicating your support of this Bill prior to
the vote. If you require information of
clarification of the law, contact Bill Mason
at the following addresses: wmason@chla.
usc.edu or 323-361-2509.

American Academy of Pediatrics,
California Chapter 2
Application for Membership
Please fill out your name and birth year________________________________________________________________________
First

Middle

Last

Birth Year

Please check category of membership
AAP Fellow and Specialty Specialty Fellow Chapter 2 annual dues: $165.00
Chapter 2 Affiliate Member -- non-board-certified in pediatrics
All rights and privileges of AAP Fellows except voting and right to hold office.
Chapter 2 annual dues: $165.00 (must accompany application).
** Please complete Academic History.
AAP Candidate Fellow $120.00

Fellow Emeritus (ill) $50.00

AAP Resident Fellow

Fellow Retired $75.00

No Chapter 2 dues.
Chapter 2 Life Member
May be any one of the above (please check appropriate block).
10 x annual dues (must accompany application).
Your listing for the Directory of Members: Please make listing exactly as you want it published.
Name:__________________________________________________________________________________________________
#1 Address_______________________________________________________________________________________________
Street:__________________________________________________________________________________________________
Suite: __________________________________________________________________________________________________
City/State/Zip: ___________________________________________________________________________________________
Phone Number: ___________________________________________________________________________________________
Fax Number: _____________________________________________________________________________________________
E-mail Address: __________________________________________________________________________________________
#2 Address_______________________________________________________________________________________________
Street:__________________________________________________________________________________________________
Suite:___________________________________________________________________________________________________
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Membership Application Continued from page 17
City/State/Zip: ___________________________________________________________________________________________
Phone Number: ____________________________________________________________________________________________
Fax Number: ______________________________________________________________________________________________
E-mail Address: _____________________________________________________________________________________________
Specialty: Bd. Cert. __________________________ Bd. Elig __________________________
Subspecialty: Bd. Cert. ________________________Bd. Elig __________________________

Check preferred mailing address (#1 or #2) above. If different than listing, add here:

Street: _____________________________________________________________________________________________________
City/State/Zip: ______________________________________________________________________________________________
** Academic history: (Affiliate Member only)

Medical School:_____________________________________________________________________________________________
Year Grad:__________________________________________________________________________________________________
Internship: _________________________________________________________________________________________________
Year: ______________________________________________________________________________________________________
Residences: ________________________________________________________________________________________________
Year: ______________________________________________________________________________________________________
Postgraduate Work: __________________________________________________________________________________________
Hospital Staff: ______________________________________________________________________________________________
Percentage of professional time devoted to pediatrics: %
For now, please mail or fax the completed form and your check for dues to:

American Academy of Pediatrics, Chapter 2
AAP CA2, Box 527
4067 Hardwick Street
Lakewood, CA 90712
(213) 250-4876
Fax: (970) 314-9984

Please make checks payable to: American Academy of Pediatrics
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You are cordially invited to attend

“CODING FOR DOLLARS”
(a seminar on improving reimbursement in pediatric practice)
Sponsored by the Pediatric Practice Committee
American Academy of Pediatrics, California Chapter 2

SATURDAY, JULY 21, 2007, 8 AM – 12:30 PM
Encino Tarzana Medical Center, Auditorium
18321 Clark Street, Tarzana, CA 91356

PROGRAM
8:00 – 8:30 am Registration, Hot Breakfast, and Social
8:30 – 8:45 am Introduction and Opening Remarks: Chris Tolcher, MD, FAAP Committee Chair
Moderator: Glenn Schlundt, MD, FAAP
8:45 – 9:30 am Allan D. Schwartz, MD, FAAP
Member, AAP National Committee on Coding and Nomenclature
“Code Well, Charge Well”
9:30 – 10:15 am Wendy Karsten, CEO, CFO, Huntington Medical Foundation
“Charge Well, Collect Well” (demographics, cost of rework, collecting copays, accounts receivable management and follow-up, charge capture, workflow)
10:15 – 10:30 am Coffee Break
10:30 – 11:15 am Yvonne Mart Fox, Practice Management Consultant
“Collect Well and Keep It”( maximizing efficiency in your office, human resources issues)
11:15 – 12:15 pm Panel Discussion, Case Studies and Q & A Facilitated by Glenn Schlundt, MD, FAAP
12:15 – 12:30 pm Closing Remarks: Chris Tolcher, MD, FAAP
(meeting supported in part by GlaxoSmithKlineVaccines and Merck Pharmaceuticals)
This meeting is directed to pediatricians and office staff responsible for coding, billing, and practice operations. There is a $50.00
per person charge. Reservations and inquiries: (213) 250-4876 or email: kshematek@aap.net. Mail checks/registration to AAP CA2,
Box 527, 4067 Hardwick Street, Lakewood, CA 90712 or fax to (970) 314-9984. Registration by July 10, 2007 is required.

ADVANCE REGISTRATION – “Coding For Dollars”
Name and title of attendees________________________________________________________________________________
Telephone___________________________________________Email______________________________________________
Credit Card:

Master Card

Visa (check one) __________________ Card #:_______________________________________

Expiration Date: __________________________________________________Signature:_______________________________
Name on Credit Card (please print)_____________________________________________________________________________
Address:______________________________________________Zip Code on CC Billing Address________________________
Total Amount:__________________________________________Security Code on back of credit card_____________________
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Guidelines For Articles For Chapter Newsletter
AAP CA Chapter 2
Our publication is distributed to over 2,000 pediatricians and allied health care workers, and thus serves as a valuable resource for educational material and information. The following are some guidelines that we would like for you to keep in mind when writing/submitting
your article:
1.
2.
3.
4.
5.
6.

Articles should contain information that will be relevant to a pediatrician or allied health care worker.
In general, they should be up to 1 page in length, consisting of 3-7 paragraphs, and 500-1000 words.
Please include the name of the author, his/her title, affiliated organization, and any references when appropriate.
Except in special circumstances, physician authors should be members of the AAP CA Ch2.
Articles longer than 1 page (up to 2000 words) will be considered if clinically relevant.
As always, the editor reserves the right to edit the article as appropriate for space limitations.

AAP CA2 Box #527
4067 Hardwick Street
Lakewood, CA 90712
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