


PATIENT INFORMATION - GARLAND PEDIATRIC PRACTICE
	
 
Last Name: __________________________________________ First Name: ___________________________________________Middle Initial: __________  
 
Street Address: ___________________________________________ Apt# ___________ City:__________________________ State: ____ Zip: 	___________    
Date of Birth: _________________________     Sex: Male  Female    Home / Cell Phone:(_______) ______________________       
Race: American Indian /Native Alaskan  Asian  Black /African American  Hispanic /Latino  Native Hawaiian /Pacific Islander  White  Other 
Email Address:  ______________________________________________________________________ (MyChart Registration) 

Pharmacy Name: __________________________________________________ Zip: ______________ Cross Street’s______________________________________________
Emergency Contact: _________________________________________________ Phone: _________________________ Relationship: ________________________________
Insurance Plan: _______________________________________________________________ ID#: ___________________ Group: __________________ 


	GUARANTOR INFORMATION

Mother: Last Name: _____________________________First Name: ________________________________ DOB: _____________________ Phone: _______________________

Father: Last Name: _____________________________ First Name: _______________________________ DOB: ____________________ Phone: ______________________
How did you hear about us? _______________________________________________________________________________________________

	CONSENT FOR TREATMENT OF MINOR CHILD

I, _______________________________________________the parent do hereby consent to any diagnosis or treatment rendered under the general or specific
instructions of physicians at Garland Pediatric Practice. This consent is given in advance of any specific diagnosis or treatment being required, and it is given to
encourage those persons who other than myself bring my child, and said physician(s), to exercise their best judgment as to the requirements of such diagnosis 
or medical treatment. This consent shall remain effective until revoked in writing and delivered to said physician or to said persons entrusted with the custody, 
care and control of said minor child. 
  
Legal Guardian:	
                                                      (print name)                                                        (signature)                                              Date                             
   
Consent for Family/ Friend to bring minor: Full Name: ________________________________ / Full Name: ____________________________________

	 	 	 	 	 	 	 	 

	ACKNOWLEDGEMENT OF NOTICE OF PRIVACY PRACTICES 

	
Our Notice of Privacy Practices provides information about how we may use and disclose protected health information about you. We are required by law to 
maintain the privacy of your health information and make every effort to inform you of your rights. The Notice contains a section describing your rights under the
law related to your personal health information. You have a right to review our Notice of Privacy Practices before signing this consent. By signing below, I 
acknowledge that I have reviewed or had explained to me Garland Pediatric Practice Notice of Privacy Practices and agree to continue my care under said terms.   
 
_______________________________________________________________________________________ 	 	_____________________________ 
 	Patient or Guarantor Signature 	 	 	 	 	 	 	 	 	Date 
 

	INSURANCE AUTHORIZATION AND FINANCIAL RESPONSIBILITY DISCLOSURE 

	
My signature below authorizes Garland Pediatric Practice to release any medical information necessary to process my or my dependent's insurance claim.
I authorize any benefits due be paid directly to Garland Pediatric Practice.  Your insurance company only provides our office an "estimate" of covered benefits
prior to receiving any services or materials from us. This "estimate" is not a guarantee of benefits. I understand that I may be required to pay a deductible, 
co-pay, co-insurance, or any balance not covered by my insurance plan. If my insurance does not fully pay for services and/or materials rendered to me, I agree
to be responsible for payment of all balances on my or my dependent's behalf.  I understand that all fees for professional services shall be paid at time of 
service and are NON-REFUNDABLE.  I certify that I have read and understand the above information to the best of my knowledge.

 
 ______________________________________________________________________________________ 	 	_____________________________ 
 	Patient or Guarantor Signature 	 	 	 	 	 	 	 	 	Date 



Sibling #1
Last Name: _______________________________ First: ________________________________ DOB: __________________
Insurance Plan: _________________________________________ ID: _______________________ Group: ______________
Sibling #2
Last Name: _______________________________ First: ________________________________ DOB: __________________
Insurance Plan: _________________________________________ ID: _______________________ Group: ______________
Sibling #3
Last Name: _______________________________ First: ________________________________ DOB: __________________
Insurance Plan: _________________________________________ ID: _______________________ Group: ______________
Sibling #4
Last Name: _______________________________ First: ________________________________ DOB: __________________
Insurance Plan: _________________________________________ ID: _______________________ Group: ______________




