
 
 

Alicia Anderson, APRN, NP 
138 Eastbrooke Court, Suite 115 
Mount Washington, KY 40047 

(502) 617-4068 
 

Mt. Washington Pediatrics Patient Information 
 
Patient Information: 
Name:  
Date of Birth:   Sex: M / F Mother’s Maiden Name:   
Address:     
City:  State:  Zip:   
Home #:    

SIBLINGS: 
Name:   DOB:   
Name:   DOB:   
Name:   DOB:   

 
**Preferred Pharmacy (Name, Address, Phone Number and/or Cross Street): 

 

Parents or Guardians: 
Child lives with: Mother  Father  Other     
Mother’s Name:   DOB   
Relationship to Child:    
Address:    
City: State: Zip:   
Home Phone   Cell Phone:   
E-Mail:   

 
Father’s Name:  DOB   
Relationship to Child:     
Address:     
City: State: Zip:    
Home Phone   Cell Phone:   
E-Mail:   

 
 
 



 
 

Alicia Anderson, APRN, NP 
138 Eastbrooke Court, Suite 115 
Mount Washington, KY 40047 

(502) 617-4068 
 

 
 
 
Emergency Contact:(other than Parent/Guardian NOT living with you) 
Name:   Relationship:   
Home Phone:    
Work Phone:   
Cell Phone:   

Insurance through: Mother  Father  Other:   Effective Date:   

Subscriber Name:   Subscriber DOB:   
Primary Insurance:   
ID Number:   Group Number:    
Address:      
City:  State:  Zip:  
Phone:  

 
HOW DID YOU HEAR ABOUT US:  Please take a moment and let us know ~ THANK YOU! 
 Friend / Family Referral  Internet Search  Chamber of Commerce   Facebook   Norton Cares 
 OB/GYN Referral  Norton Hospital  Other ___________________________  



 
 

 

Name: ________________________________________________________ Date of birth: ______________  
 
Permission to Discuss PHI: I authorize Mt. Washington Pediatrics and its agents to release my protected health 
information to the following individuals:  
Name      Relationship    Phone Number 
_____________________________ _________________________ _______________________ 
_____________________________ _________________________ _______________________ 
_____________________________ _________________________ _______________________ 
_____________________________ _________________________ _______________________  
 
Consent to Treatment: I understand that as part of my healthcare, Mt. Washington Pediatrics originates and 
maintains health records describing my health history, symptoms, examination and test results, diagnosis, 
treatment, and any plans for future care and treatment. I also understand this information serves as:  
 

• A basis for planning my care and treatment.  
• A means of communication among the many health professionals who contribute to my care.  
• A source of information for applying my diagnosis and surgical information to my bill.  
• A means by which a third-party payer can verify that services billed were actually provided. 
• And a tool for routine healthcare operations such as assessing quality and reviewing the competence of 

healthcare professionals.  
 
I understand and have been provided with a Notice of Privacy Practices that provides a more complete 
description of information uses and disclosures. I understand that I have the right to review the notice prior to 
signing this consent. I understand Mt. Washington Pediatrics reserves the right to change their notice and 
practices, a current version of which is available on the Mt. Washington Pediatrics Web site 
(https://www.gertitashkomd.com). I also understand that I have the right to restrict how my health 
information may be used or disclosed to carry out treatment, payment or healthcare operations and that Mt. 
Washington Pediatrics is not required to agree to the restrictions requested. I have the right to request to 
receive confidential communications of protected health information by alternative means or at alternative 
locations. Such request must be in writing and Mt. Washington Pediatrics will accommodate any reasonable 
requests. By providing a cell number, I agree that Mt. Washington Pediatrics, its affiliates, or those acting on 
their behalf, may call or text using an automatic telephone dialing system and/or a prerecorded message. With 
this consent, Mt. Washington Pediatrics may call my home, cellular telephone, or other designated location and 
leave a message on voice mail or in person in reference to any items that assist Mt. Washington Pediatrics in 
carrying out treatment, payment, and operations activities, such as appointment reminders, insurance items 
and any call pertaining to my clinical care, including laboratory results. With this consent, Mt. Washington 
Pediatrics may mail to my home or other designated location any items that assist Mt. Washington Pediatrics in 
carrying out treatment, payment, and operations activities, such as appointment reminders and other 
correspondence as long as they are marked Personal and Confidential.  
 
With this consent, Mt. Washington Pediatrics may e-mail and text me appointment reminders and patient 
statements. By signing this form, I am consenting to Mt. Washington Pediatrics’s use and disclosure of my PHI to 
carry out my treatment, payment, and operations activities. I may revoke my consent in writing except to the 
extent that Mt. Washington Pediatrics has already made disclosures in reliance upon my prior consent. If I do 
not sign this consent, Mt. Washington Pediatrics may decline to provide treatment to me.  
 



 
 

 

Insurance Authorization: I authorize the release of any medical information to any insurance company, Medigap 
Insurance, third party administrator, or other payer that is necessary to process the claim and request payment 
of benefits either to myself or to GT Health. I authorize Mt. Washington Pediatrics and its agents to release 
medical information contained in my medical record to any insurance companies, federal programs or state 
programs with which I am insured or who are responsible for payment of my claim. If applicable, I certify that 
the information given by me in applying for payment under Title XVIII or XIX of the Social Security Act is correct. 
I request that payment of authorized benefits be made on my behalf for any services furnished to me by or in 
Mt. Washington Pediatrics including physician services. I understand that I am financially responsible for all 
charges, whether or not covered by insurance. Also, if my account has to be turned over to an attorney or 
collection agency for collections, I agree to pay all costs of collection including attorneys’ fees.  
 
Assignment of Benefits: In consideration for healthcare and subsequent services provided to me by Mt. 
Washington Pediatrics, I hereby assign to Mt. Washington Pediatrics and any holder of medical or other 
information about me, and their agents, any and all rights, benefits, and claims I may have under any policy of 
insurance and the proceeds from any claim that I may have for injuries. Such assignment hereby authorizes direct 
payment to Mt. Washington Pediatrics under and/or from any such policy of insurance or proceeds. I certify that 
I have reviewed this document in full, understand its terms, and have had the opportunity to ask questions 
regarding its contents. I understand that this document is valid and remains in effect unless revoked in writing 
by me.  
 
Virtual Check-Ins: For established patients and when appropriate, Mt. Washington Pediatrics may offer brief 
communication technology-based services, i.e., phone consultations.  I consent to virtual treatment if I and my 
provider agree it is the most appropriate method of treatment.  I understand that there is a fee for this service 
and I will be responsible for the copay and any co-insurance due per my health insurance policy. 
 
PRINT PATIENT NAME: ________________________ _________ _________________________________  
 
PATIENT SIGNATURE ______________________________________________DATE _______________  
 
PARENT/GUARDIAN NAME (PRINT) _______________________________________________________  
(If Patient is a minor, under age 18)  
 
PARENT/GUARDIAN SIGNATURE ____________________________________DATE ________________  
 



 

 

 

  
 
 
 
 
 
 
 
UNDER $100  

   
Mt. Washington Pediatrics 

Payment Plan Policy 
 
 
If balance is $100 or less then patient must pay 20% down and the 
remaining balance should be paid in equal installments over the 
next 2 months  
 
 

 FROM $101- $200    If balance is between $101 and $200, the patient must pay 20% 
down and the remaining balance should be paid in equal 
installments over the next 3 months  
 
 

 FROM $201 - 
$300  

  If balance is between $201 and $300, the patient must pay 20% 
down and the remaining balance should be paid in equal 
installments over the next 4 months 
 
 

 
 
 

FROM $301 - 
$400 

 If balance is between $301 and $400, the patient must pay 20% 
down and the remaining balance should be paid in equal 
installments over the next 5 months 
 
 
If balance is over $401, the billing manager will discuss 
arrangements with the patient. 
 
 
As a tool, employees can offer a 10% discount to entice the 
patient to pay the entire amount if the balances is greater 
than $300. 
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