
Villa6le Pediatrics;
Mediical History Fronn
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LLERGIES:

URRENII'DIAG]\OS}IS:

Serious Inj ur",r,/l\ccident

Surgeries

Hospitalizations;

Asttrma/\Mtret,:zin,El

Heart Murmur or
Con,clition

Abdominal llain or GI
,Con,Citiorr

UTIr; or othor I-lrolog,ic
Prob,Iem

Asthma/Lu ng Co,ndition

Heart I)ise,ia,sie rlr Condlition

High Blood Prrtssure

High C'holesr:erol

j 
Cancer (.specri1i,, ty,pe)

I EPilePsl,, ADIID. or otlher
''Neurologir:alConditiorr

.l_-"___

Mental or Developmental Delay

GI or Li'ver Disease

Kidney Disease

-l I

I

l

I

I

Frequent Ear,'l'llu'oat.
Sinus or Othr:1 Infbg1l6.t

Eye Crondition/Corrective Lenses

Problems w. Ears/Hearing

Seizures, Developmental Delays,
ADHD, or other Neurological
Disorder

Mentan Health Issues or
Concernsr

Orthopredic: Problem

Diabetes, 1'hyroid or other
Endocrine Problem

Other Iiig;nifi cant Problem

Hearing Impaired

Visi<lruEye Problem

Immune Problem, Recurrent
InfectionLs, HIV/AIDS, Etc

Diabetes, t'hyrrrirl or other
Endocrine Protrlrem



Village Pediatrics
Medical History Forrn
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tttilion s,,;,r t ; r,{..{r rrrai',r

'Yes No Tvp,e:

'Yes

'Yes

'fes

No

No

Ind,col'S

Declirre to Answer

No

lVtaried Divrtrced Single Other:

Pass I'ail

Discharge Wt:

IAPGAIR llcores: I

lBirth H.ospital,/Name of OBi GYN:

An1, pregnancl, 6rr dsIi1,s1y r::omprlicationsl'

Liver; u'ittr Irrtacrl Farnily?

Non-Intact Clust,ody lStatus

llrryt1ry!"ry::
Any Pets? Vlhat kinc['?

Any Snrol,:errs in the home!'

An1, Guns irL the home?

lAre Guns lo,::kedl and separate from

Erlrytrrl- - -- --lPAnrNTs: S;TATUS: ',: .,
Parents' rra^.i,uf strt.,.l---__-I-i:::1:"_ ,-^*' ji_: "*':::' _- ___l
M olher's OccupeLtion:

Fiather's Occupation:

Gestational ,r\ge:

d.ilG, M.tr,r".r v"riir.r"r cl;-"r,
iil;irt".r, in rtorp,itun 

--Y;;N"
It,oason. for tl-Sec,tion:



P{qpryT IIlIoIryilIoI_
I CnitO's Full l-,egal Narne (Last, Firsr, Mid

I

L_- __ _

I iilj, 
, Homr: AtilJress Strect. Ciry. Stare.

t--_
lOrher 

Childn:n in )rarnily (Narne/D()B):

Ir
l,l-
l:r

l,
l

jPrefened Name

llelephone #

o African American,iBlack

o American Indian orAlaskaNative

o Asian

o Caucasian/White

o lrlative Hawaiian/Other pacific lsrlander

o Other

Parent's llmail,Address

Ethnic Group: o

o

Hispanic
Non-Hispanic

Patient's Primary Language:
o Englistr
o Spanish
o Other

Parent's/ Legal Guardian's primarv
)/ Lanll:

o English
o Spanishr
o Other

j Altemarte Phone #:
l

I

I\lr;r1hsr'5 Home A.jtlress tit diflerent liom patrr:nt)
l

Falher's Home Addr,oss tiii difltrent 1iom abover)

Addi tional Contact's Narme Flelatiorrship Io Patient
I Phone #

L-------- --'- --- .. -- -

Su_,{RAN:L9lllryry:gi {lqson,mticitiryffi;ribkf,..i rf -- :, -

r\(ur,c f;uf a of ilrlh -- *. ..-*,- ur r)rr Lr Relationship to patientI 
,rars or rlrn Relationship to patient

Stre,et Address (if diflcerent liorn patient) - ------i
, " vrir Hslrlrrrl Phone Number
l

I Er',p ou., Namr:/a.ldres. -- -t---- _---l
| 
_..., .., -. Work phone Number
l---____;
ES $,Sro,I1(Err ;,:rii/ ,*t t ,Iili -,, r,_,_ u 

-.-j.
Insurance Name.'fr [,,:, ,- raims uraUre5r- 

....- -...'.._--- - ---:-..,- rouus lruur c:,, 
I 
Telephone #

] 
rlrePrrurr! fr

S ub:;criber/Me,r,U.," ifi- t.Jrout,f - l --
] 
Parienr Rr:lationship to Subscriber l

Villag;e Pediatrics Patient Registration Forun

Name Phone #:

Alternate Phone #:

Additional Contact's .Adriress

Who may we thanl: 'br re.f'errinpl, ).ou to our prar:trcr:?



Village Pediatrics, P.C).

Patient (Iontact Authorization
In 5;eneral, tho HIPAA priva.cy rule gives individuals the right to request a resitriction on uses and
disclosuiet; of their protected health information I[PHI). rnJ inaiuaual is als. pro,vided the right to
request conficliential conflnunicati,o;ns or that a communicatiorL of PHI be madie by alternative mearu;.

Patient Namerl: DOB

Pa.rent/Guardi;an: Relationship to Patient

I wish to be ccu'fiacted in the follorving, mann,3r (cjheck all that apply):

Home Telephone:

___ O.K to leave nt€sSa,ge with nonnal resulrts
cr.r

___ Leave r:nesii;age with calll back rLurnber orrly

Wkrrk Telephorre:

__- O.K to leave rrressajrle vrith nonnal resultts
0r

__ Leave rnesisiagrt witlr. call back nuLrrrber orrly

Ce.[ Phone

__.. tC.K to lea,ve rr.€SSrr{ile u,ith nonnal resultr;
0r

___.ll,eave rnessage with call back num.ber orLly

Writt.en Cornm rrnication :

__- (J.K to marl to my hrcrno address

__ O.K to [ea's tost results with:
Name:
Name:

Signature:

Date:

I'rint Name:



AUTiIIORIZ.,AITTON Te,R. TREAT-1 4ENT O,F' Ctfi LD
rl\r A6SENC:E OF ?Aft.ENT4LYiaAL QLtAR"OIAI\'

CW.ld);vN,il,yt4.(r: DatetofBh,tlt:

A udlt ot t g<z,(u>w G ia,t ow Ta:

NMnP/:---.. Relnno*thtp tryCWldq

lla,nw:.-*-- _*_____._Ralznnn*hip ttCuld<

Itwmpz:---*. _-._-___--Rd,annn*hip tachil"d/_

lla.,yrq,et-.-- --*^___--Rdttnon*hip t<yChildt-

7', thpl u,nd!*r*{A,ne,fuparent ot'leg.aL 14aru,t"d,ia.w oftho,dsovs na,trud, oh.ilda g,Lvo
p'q"vni,Slii,owkrtlto ad"u'l,t(y) vuz.am*.d, arbovuto art on, nnry l>dna)f to obtcvi,w tytpnital
cat q aaqd,",7.r",o*fr*n* lbr yw>, ,il*t)il,z wl, dpoytl,edr 6nvU&bl"e/W th,er7>nwLa|e,r* a,tVil)i,,a4.e
T'e.di,att"k4;r,

F'a,t"entQ-srrga),Qua,rdLa,n/:__-__*_ Datu



OFIUTCE/FINANCIAL POLICY

()ur goal at Vi.llage Ped;iatrics is to p,rsvide and maintain a good physician-patient relationship. Le,tting;zou
know in advance of our office polic'y alkrws for a good flow of cornmunication a.nclenalbles us to achieve r:rur

goa.l. Please read tkris car:efully and if you have any' questions, please do not hesita.te to ask a member of ,crur

stalT.

1. On arrival, pleas,e sigrr in at the lront desk anLd present your current insurance card at every r,isit. This
is 1,sx1' vetification of'the corect insurance and consent to bill them on your child's behalf. IF TIIIE
INIJUIII.ANCE COMPANY 'ru{AT YOU DESIGNATE IS INCOITFECT', YOU W]LL t]E
RESPONS]BLE IIOR PAYIYII]NT OF THE VISIT ANI) TO SUBMIT THE CHARGES TO T]FIE
CORRI]CTPLAN.

2. On arrival at lour first visit, 'you will need to provide your driver's license or other ibrm of
govern rnenl. idenrlifi cation.

3. If vye a.r'e your primarl, care ph./sician, nrake sure our name rf,r phone numbrlr aplpears on your card, If
youtr irtsurance company has not been inforrned that we are your primary care physicians as of tlhis
datr:, 1',.ru may be financially responsible for tlhe visit.

4. Accorcling to your insurance: p,tan, you are responsible for any and all co-p,ayments, deductibles, a.rrd

co- insurances. All ourtstanding billances mus1. be paid prior to scheduling any furrlher visits.
5. We do not submit[ to secondeLry insurance plar:rs. If you have secondary insurance, we will provide yr:u

with a rece:tpt to submit for reimbursenrent. Your secondary insurance rvilll send the reimbursement
check rlirecl.ly to 'you. YOU rtRE RIISPTONSIBLE FOR A)ry BALANCE ON YICUR ACCOLNT.

6. It is; yr:trr respons;ibility to unck:rstand your benefit plan. It is your responLsibility to know if a writtcn
refe,rral or authorization is rr:quired to see specialists, i[ pre-authorizertirtn is required prrior to a
pror;edune, and lvhat services 0.r€ rco\r€fortl.

7 , If our physi,;ians do not participrarle in your insurance plan, payment in fult ir; expected from you at the
timr: of' vour offic,e vir;it. For sr:heduled appointments, prior balances must be paicl prior to the visit.

B. If ycu have no ins;uratrce. pa)/mr:nt1br an. office visit is to tre paid at the time of the visit.
9. Co-pavrnenl.s are due at time of sen,ice.

l0.Patient balances irre billed immediately on rr:ceipt of your insurance plan's explanation of benefits.
Your rernitlance is du'e within 1t0 business days of your rec,oipt of your bill.

11.If pre.'iousi arrangements have not b,,;en .made with ,c,ur finance olfice, any account tlalance
outsrtanrJing great(ilrthan 60 day's will be charged a $10 re-bill fee. Any balance over 60 days will be

forvvarclled to a colllection ageno.y.

12. We requils .24-hour notice fcrr c:anceling any rappointments;, llhere is a $3ii oharge for appointments if
thel' aro not canceled tC)R if 24-hour notic:e is not given.

13. a S,tS le:e will be charged for aLrry checks; rehrrned for insuflicient funds, pllus any bank fees incurred.

14, We charge $15 perr child to cop)/ or trans ler rnedical records.

15.One sc,hool, camlp, u: sportsr f<rrm will be completed free of charge if brought to your w'ell child
check/sportrs phy'sical. If your <;hild neer1s any additional f,orms to be cornpleted there is a $5 charqe
per forrn. Payment is,Cue when ttre lbrms are dropped off. 'W'e have a 3- to :5-day'turnaround time fbr
fornrs.

16.Advance: notice irs ne,oded fcrr all non-elrergent referrals, fy'pically 3 to 5 business days. It is your
responsibility to knou,if a seltrcted specrLalist participates in your plan. Remembr:r your primary care
phyr;iciiur must approl'e refen:als tretbre lreing issued.

lT.Before,making an annual physicaLl appointrnent, check wit.h your insurance company to confirm the
visit will be covi:,red as a u,ell r:hiid check or preventati.ye care visit. ]tlot all plans cover annual



phLysioals or hearing and visiorn screeningsi. It is your rersponsibility to knolv your insru'ance plan
benef iLts. [f it is not covered,'you will be respronsible for paLyment at the timrs of visit,

1B.Not altl services provided by our office: are covered by every plan. Any sr:rvice determined. to not be
cover,;:d by,your plan will be y'our responsiblLlity.

19. We require a parent or l,egal guardian to accompany' the child to all visits unless specificalll,
desigrrated on the Authorizati.on to Treat fonn.

20. pc,r monthly medication refills, ,we require 48 hours' notice, during regular business hours. Please plan
ac,oordingly. We willNOT call in mediications after-hours.

I have rearJ arul understrutd this office financial policy and agree, to comply andl accept the responsribility for
anr/ payment tlhat becomes due as outlined above.

Patient Na:me(.s)

Responsible pitrty's nam,e Relationship to ctril d (parent/legal guarrlian)

Responsible paffy's signaiture

PR[V'ACY NOTICE

l" have rearl anil unders:l.and Villag;e lPed[rrtrics' Privacy Notir;e. My signatur:e below is
rry acknou,ledle;ment thal I heLve been prc,vided i:iccess to this polic1,.

Patient Narne:

Resiponsibl,o pa.rtyrs nam€: :

Relationship to patient:

Res;ponsibi.le prlrty'sl signr'rturer:

Date:

Datt:



,,{U'IH0RIIZ,{IION F'OR RELIIASE OT' HEAI,TII INFORMIITIION

l'his fcrrm a;,plies crnly to the:release or disclosure of your health inforrnation. It is not consenl firr
treatment a.nd is not intended for errLv rother purp()se.

[]y signing this lbrrtr. I au.thorize the release or dLisclosure ol 1.he protecte,d health inforrna"tion ()?FII)
descritred belov,,:

llo: lflllage Pediatrics, P.G.

Fronr
To

IFIIOM: Pediatric Office/Doctor

Name: {8tii2 /\tuburn Road, $te 107 Name:
Address: *__ $i@Sttlg.G,A!Qq1g Address:

____p t-{ 6?,8, 28i$. 4l4LIUXlil:g2IltL{UL__
Reasrln fcrr transf'er:
Note: This uruthorization e"xpires upon fulfilhnent of request. Inforrn:ltion will not lbe resient
without anollhe,r signed authoriz;atiorn.

Patient(s) full rrame Date of Biirth

it**'k'rOur olffice requires 3 to 5 brusiness rllays to copy medical recorcls and there isr a $15.11t0 fee.

I authorize tkLe l'trlL:,iving, inftrrrnation to be r,rent to the address above:
Copii:s r:,r,i'all records for the period
Copies q.r l' thr: infi.trmation,C,:sc:ribed below
Probk:rn llist & r,accirLe record
I{istory',& ph1'sical exarninatic,n
X-ray relp cr1 q

Lab r::pr.rrts

Other (p rli:rasr-- specifjz ;

care: lreatment for iilcolrol a;r:rl/or,lrug irbuse: or:;irnilar cc,ndtti,:ns.
T'he follorving informa.ti:n :;lLould not be relerased. t:r,en i1' cccurring during dates above:
Specii.rl requiremerts ,.:::rtifi:d mair. extended erpiration date. and thr: Iike:

ot my inl'brmation undr:r this; authorizatron.

Signal.ure Darte
(parr:nt or legal guard ian)

paymenl, enrollmetrl, or e:ligirilitv fi:r benefits may not bo cond itionecl on obtaining this authorization if such conditioning is prohibited L,v the

disclosure is beyond tl \:r (:ontiol of \,/illage Pediatric,s P.C.

Prepaned by, ___ ___ Date sent ,cut:

****r; PI-,EASE DO )!{tg'1 }IAIK RECO1TU)S OVER l|.5 paCBS **,r*,k


