
18+

PATIE NT,S NAME

ADDRESS

18+

DOB _ /_ /_GENDER
LAST FIRST MIODLT

STREET CITY STATE ztP

EMAIL ADDRESS OCCUPATION

CELL PHONE

PERSON RESPONSIBLE FOR BItL (NOT INSURANCE COMPANY)

EMAIL ADDRESS FOR BILLING STATEMENTS

HOME or WORK PHONE

PRIMARY PROVIDER YOU SEE AT CHILDREN,S MEDICAL GROUP

PREFERRED PHARMACY

RELATIONSHIP

STREET/CITY

RACE: E:l ASIAN E:l WHITE

r: NATIVE HAWAIIAN OR OTHER PACIFIC Cf HISPANIC

EI BLACK OR AFRICAN AMERICAN Ef OTHER

ETHNICITY: HISPANIC OR LATIN NOT HISPANIC OR LATIN

PREFERRED LANGUAGE:

AUTHORIZATION TO TEAVE MEDICAI INFORMATION and/or MESSAGE

Group, P.C., must have your authonzation as towhere we may leave m€ssages. We need to know in writinS whet phone numbe(s)we mey callto sp€ak with you or with whom we may

returning t€l€phone calh and th€ answerint machin€ picks up, we will NOT leave a message ,,the name or telephone numbe. is not on the recorded messaSe to identit the residence.
we willsimply request thatyou return the call. lnformation willalso NOT beSiven to any unauthorized person who may answerthe telephone.

I outhorize Children's MedicolGroup provides and/or stulf to bove med icol informotion pedoining to my core with household members/onswering
mochines/voicemoil, by the following methods ond will ossume responsibility to notify them whenever this informotion chonges. ln oddition, stolf
moy provide information concerning appointment confirmotion, rescheduling, lob results, voccine informotion or nurse follow-up col/s, Please
provide numbers that we have permission to use and check appropriately tor permission you are authorizing,

Phone s

Phone #
O Leave message with appointment, time & date
O Leave message regarding lab results, vaccines
O Leave medical info and/or nurse return calls

O Leave message to call office
O Do not leave message

SMS Communication to cell?
Number provided at time of need
Fax Communication to work
Number provided at time of need
Fax Communication to school
Number provided at time of need

Yes

Yes

Yes

No

No

No

Mail to home address on file Yes

@Email address for appointment reminders:

PLEASE SEE REVERSE SIOE

No

CHILDREN'S MEDICAL GROUP, P.C.

BILLING ADDRESS

(lF DIFFERENTTHAN ABOVE) srREEr Aprfl crry srArE ztP

EM ERGENCY CONTACT PHONE

PHONE



THE INFORMATION ON THIS SHEET IS TRUE AND CORRECT

I herebyapply for treatment by the physicians ofthis practice and/or their assistants. lauthorire the release ofany information necessaryto determine liability for
pavment and to obtain reimbursement on anyclaim. lrequestthat payment ofauthorized benefits be made on my behalfand lassign the benefits payable to which I

am entitled, including Medicaid, private insurance, or other health plans, to this pradice. I understand it is my responsibility to pay any copayment, deductible, or co-
insurance amount and that I am financially responsible for allcharSes whether or not paid by said insurance.

lhereby authorire Children's MedicalGroup to.elease and receive my health information for evaluation and treatment ofcare.

Children's MedicalGroup, P.C.'s Notice ofPrivaq/ Practices is available at www.cm8-pc.com. A hard copywillbe provided upon my request.

lherebyagree to payment of.n AnnualAdministrative Fee of510.00, per individual patient, it any forms need to be completed.

Children;s Medical Group, P.c. has permission to take/nore my photo in their Electronic Medicil Record {EMR) system for identafication purposes.

-)

SIGNATURE:

Due to privacy concerns a nd regulations, no video recording, photoSraphin& and/or audio recordings are allowed in our offices. This is

in line with our policy of securing the privacy and protedion of our patients and staff.

Health lnformatlon trchan8ea: I understand that Children's Medical Group may participate in one or mo.e health information exchanSes (HlEsland I consent to
Children's Medical Group electronically sharing the patient'5 health informetion including but not limited to, information related to i.fectaous or contagious disease
(lncluding Hlv and/orAlDS), drug or alcoholabu5e or treatment, genetic testinB, and/or psychiatric or psychologic.lconditions, for treatment, payment and/or
healthcare operations purposes with other participants in the HlEs. I agree that if I do not want the patient's information sha.ed with any HIE in which Children's Medical
Group participates, I must opt-out by fillinB out a form obtained from Children's Medical Group patient representatives or found online .t https://www.cmg,pc.com

AUTHORIZATION TO RETEASE MEDICAL INFORMATION TO FAMILY MEMBERS

Many of our patients allow family members such aa their parent(s), 8randparents, guardians or others to call and discuss medical anformation, request prescriptions,

vaccine information, medicel records, results of tests, pick up forms, etc. Under the requirements of HIPAA we are not allowed to give this inforrnation to anyone without
the patient's written consent. lfyou wish to have anyofyour medicalinformation released to family members you must fillout and siSn thisform. Signing this form willonly
Sive consent to release said information to the individuals indicated below-

l, , Date of Birth
(Print your Name)

Authorize representatives of Children's Medical croup, P.C. to share and/or release information to:

check all that apply:

O Regarding appointment, time & date
O 0iscuss medical care, an issue or concern

O Discuss lab results O Discuss vaccines
O Request and pick up/fax prescriptions/forms

2l
check all that apply:

O Regarding appointment, time & date
O Discuss medical care, an issue or concern

Relationship

O Discuss lab results O Discuss vaccines
O Request and pick upfax prescriptions/forms

3)
check allthat apply:

O Regarding appointment, time & date
O Oiscuss medical care, an issue or concern

Relationship

O Discuss lab results O Discuss vaccines
O Request and pick up/fax prescriptions/forms

lunderstandthatlhavetherithttochangethisauthorization,inwriting,atanytimebysendin8awrittennotificationtothisoffice

Patient Name (Print Date

lf you think we may have violated your privacy rights or you disagree with any astion we have taken with regard to your health information
we wa nt you, your family or your guardian to speak with us. lf you complain to us, your care will not be affected in any way. lt is our goal

to give you the best care while respecting your privacy.

Children's Medical Group, P.C.

Management ,ora,r*,r r212szs

DATE:

1) 

- 

Relationship 

-

Signature of Patient _


