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e following information is essential in forming a complete and accurate record on your child. Please answer all questions fully.

Today’s Date: Account #:

Child’s Full Name: Name Used:

Birth Date: Sex: Home Phone:

Address:

County: City: Zip Code:

Does Your Child Have Any Allergies?

PARENTAL INFORMATION
Please give rst, middle and last name. You may write “same”in address if same as child’s.

Father's Name: Birth Date:

SSN: Home Phone: Cell Phone:
Home Address:

City: Zip Code:

Occupation; Work Phone:

Employer or if Self-Employed name of Business:

Mother’s Name: Birth Date:

Maiden Name:
SSN: Home Phone: Cell Phone:

Home Address:

City: Zip Code:
Occupation: Work Phone:

Employer or if Self-Employed name of Business:

Custodial Stepmother / Stepfather's Name: Birth Date:
SSN: Home Phone: Cell Phone:
Home Address:

City: Zip Code:

Occupation; Work Phone:

Employer or if Self-Employed name of Business:

Who is responsible for payment? Home Phone:
Home Address: Work Phone:
Emergency Contact Person: Phone:
Address: Zip Code:
Parent / Guardian Signature: For O ce Use Only:
Date: Date:

Initials:
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Parental Consent @&

I give permission for the names listed below to bring my child,

(patient’s name)
to Children’s Medicine P.C. for medical treatment.

(name) (relationship to patient)
(name) (relationship to patient)
(name) (relationship to patient)
(signature of parent or guardian) (date)
g p gu

*FOR MINORS, AGE 16 AND UP

I give permission for my child, to be seen and receive treatment without a parent or
(patient’s name)
legal guardian present.
(signature of parent or guardian) (date)

*revised 5/01/2006
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Patient Contact Authorization &=

In general, the HIPAA privacy rule gives individuals the right to request a restriction on uses and disclosures of their protected
health information (PHI). The individual is also provided the right to request confidential communications or that a communication
of PHI be made by alternative means.

Patient Name: DORB:

Parent/Guardian: Relationship to Patient:

I'wish to be contacted in the following manner (check all that apply):

Home Telephone:

O O.K. to leave message with normal results
or

O Leave message with call back number only

Work Telephone:

O O.K. to leave message with normal results
or

O Leave message with call back number only

Cell Phone:

O O.K. to leave message with normal results

a ireave message with call back number only
Written Communication:

O O.K. to mail to my home address

O O.K. to leave test results with:

Name:

Name:

Signature: Print Name:

Date: Account Number:
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Managed Care Insurers

In order to accommodate the needs and requests of our patients we have enrolled in numerous managed care insurance programs.

While we are pleased to be able to provide this service to you, it is extremely difficult for us to know all the individual requirements
of the plans. Each one has different stipulations regarding how often services may be performed.

Even with the same insurance company the plans differ depending upon what type of contract your employer has negotiated.

Providing quality medical care for our patients is our primary concern; we are more than willing to provide that care within your
insurance contract guidelines if you let us know at each time of service what those guidelines are.

Unfortunately, if you do not inform us of any special requirements in your contract and we subsequently order services, such as lab
work or hospitalization, that are not covered, the selected medical facility or we will have no choice but to bill you directly for these
charges. Payment for those charges is then your responsibility.

Also, any services not covered by your insurance will be your responsibility.

If services are provided and your coverage is not in effect on that day, the fees submitted and denied by your carrier will become your

responsibility.

With your cooperation and help, you should be able to receive all of the benefits offered to you, and we will be able to concentrate on
caring for your medical needs.

I have read and understand the office policy stated above and agree to accept responsibility as described.

Parent or Guardian Date

Patient name Date of birth Account number



