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NEW PATIENT QUESTIONNAIRE


PATIENT'S NAME:_______________________________________________________ DATE OF BIRTH:_________________ SEX: __________________


YOUR NAME: __________________________________________________ RELATIONSHIIP TO CHILD: _____________________________________________


HOME ADDRESS: ___________________________________________________________________________________________________________________ 


HOW LONG HAS THE CHILD BEEN IN YOUR CARE? __________________________________ PHONE: ____________________________________________


MOTHER'S NAME: __________________________________________ AGE: ________________ OCCUPATION: _____________________________________


YEARS OF SCHOOL COMPLETED: _______________________


FATHER'S NAME: __________________________________________ AGE: ________________ OCCUPATION: ______________________________________


YEARS OF SCHOOL COMPLETED: _______________________


WHO LIVES IN THE HOME WITH THE CHILD?     NUMBER OF ADULTS: ________________      NUMBER OF CHILDREN: _________________


PLEASE LIST NAMES AND AGES OF BROTHERS AND SISTERS: 


NAME: ______________________________________ AGE: _____________   NAME: ______________________________________ AGE: _________________


NAME: ______________________________________ AGE: _____________   NAME: ______________________________________ AGE: _________________


PETS: _________________________________________________________   TYPE OF HOME: APARTMENT □  MOBILE HOME □  HOUSE  □
SMOKERS IN HOUSEHOLD (INSIDE OR OUTSIDE):    YES  □  NO  □       WHO? __________________________________
WATER SOURCE:   CITY  □   COUNTY  □   WELL  □   BOTTLED  □
MEDICAL HISTORY
PREGNANCY HISTORY :


DID PATIIENT'S MOTHER USE ANY OF THE FOLLOWING SUBSTANCES OR HAVE ANY OF THE FOLLOWING SYMPTOMS DURING PREGNANCY?


YES NO DON'T KNOW                                       DOCTOR'S NOTES
MEDICATION (PLEASE NAME)


STREET DRUGS (PLEASE NAME)


ALCOHOL
SMOKING
VAGINAL INFECTION:
GONORRHEA
CHLAMYDIA
HERPES
GROUP B STREP INFEECTION
OTHER PROBLEMS:


BIRTH HISTORY :


                                             DOCTOR'S NOTES


HOW LONG WAS THE PREGNANCY: ___________________ WEEKS


PREVIOUS PREGNANCIES:  TOTAL _____ MISCARRIAGES _____ STILLBIRTHS _____  


EXPLANTION OF MISCARRIAGE: 


IN WHICH HOSPITAL WAS THE BABY BORN?


OBSTETRICIAN:


WHAT WAS THE BABY'S BIRTH WEIGHT?


HOW LONG DID THE BABY STAY IN THE HOSPITAL?


WAS THE DELIVERY -  VAGINAL?   □  OR  C-SECTION?   □
DID THE BABY HAVE ANY PROBLEMS?    Y  □     N  □   DON'T KNOW  □
DID YOUR BABY PASS THE HEARING SCREEN?


DID YOUR BABY RECEIVE THE HEPATITIS B VACCINE?


DATE OF HEP B VACCINE IF KNOWN:


DEVELOPMENTAL HISTORY:  DOES NOT APPLY TO NEWBORNS


AT WHAT AGE (APPROXIMATELY) DID YOUR CHILD?


                 AGE AGE


ROLL FRONT TO BACK HAVE FIRST SPECIFIC WORD OTHER THAN 


ROLL BACK TO FRONT                     MAMA OR DADA


SIT WITHOUT SUPPORT MAKE A TWO WORD SENTENCE


WALK WITHOUT SUPPORT PEDAL TRICYCLE


DRESS SELF







CHILD'S MEDICAL HISTORY: DOES NOT APPYLY TO NEWBORNS YES NO PLEASE EXPLAIN IF ANSWER IS YES:
ARE YOUR CHILD'S IMMUNIZATIONS UP TO DATE?  (If NO - Please  Explain)


HAS YOUR CHILD EVER HAD SURGERY?


DOES YOUR CHILD HAVE ANY ALLERGIES:


TO WHAT?


DOES YOUR CHILD GET REGULAR DENTAL CARE?


IS YOUR CHILD ON ANY MEDICATIONS? OTC OR PRESCRIPTION


PLEASE LIST:


HAS YOUR CHILD GONE TO THE E/R THIS PAST YEAR?


HAS YOUR CHILD EVER HAD:


EAR INFECTIONS


MORE THAT 2 STREP THROATS


PNEUMONIA


HEART PROBLEMS


CHICKENPOX


ANY MAJOR ILLNESS/INJURY


REACTION TO ANY IMMUNIZATION OR MEDICATION


URINARY TRACT INFECTION


WHEEZING OR EVER REQUIRED A BREATHING TREATMENT


WHOOPING COUGH


TB  (TUBERCULOSIS)


FAMILY HISTORY:
CHECK IF CLOSE BLOOD RELATIVES HAVE THE FOLLOWING:


YES NO WHO? YES NO WHO?


ASTHMA HEART ATTACK < 50 YEARS


ECZEMA URINE INFECTIONS


SICKLE CELL DISEASE HAY FEVER


CYSTIC FIBROSIS HIGH BLOOD PRESSURE


TUBERCULOSIS ANEMIA/BLOOD PROBLEMS


KIDNEY INFECTIONS LEARNING PROBLEMS


DIABETES SEIZURES


HYPERACTIVITY EMOTIONAL PROBLEMS


MENTAL RETARDATION BORN W/ HEART PROBS


SUDDEN DEATH DEATH SHORTLY AFTER 


BIRTH DEFECTS         BIRTH


SCHOOL/DAYCARE BEHAVIOR HISTORY (DOES NOT APPLY TO NEWBORNS):
CHILD'S SCHOOL GRADE


DOES CHILD ATTEND SPECIAL CLASSES OR SPECIAL HELP?


ARE YOU CONCERNED ABOUT SCHOOL BEHAVIOR PROBLEMS?


DOES YOUR CHILD HAVE PROBLEMS WITH :


YES NO DOES'NT APPLY


FREQUENT NIGHTMARES NAME OF CHILD'S PREVIOUS DOCTOR:


DIFFICULT TO CONTROL


FIGHTING A LOT


TROUBLE MAKING FRIENDS ADDRESS/PHONE NUMBER:


BEDWETTING OR STOOLING PROBS


VISION/HEARING


APPETITE


ARE THEIR ANY SPECIFIC ISSUES YOU WOULD LIKE TO DISCUSS WITH YOUR DOCTOR?


SIGNATURE OF PERSON COMPLETING FORM: DATE:


REVIEWED BY DR. __________________________________________


PLEASE PROVIDE US WITH A COPY OF YOUR CHILDS IMMUNIZATION RECORD.


                    THANK YOU VERY MUCH!!





		PAGE 1

		PAGE 2






Austin Children's Clinic, PA 
Mary C. Petropoulos, MD  


11673 Jollyville Road, Suite 104 
Austin, TX 78759 


512-338-5130 
 


Notice of Privacy Practices 
Initial:      4/14/03                                                                                                  Page 1 of 4 
Revised:   8/11/2006  
 


Our goal is to make every effort to protect your privacy and personal information.  This 
notice describes how medical information about you may be used and disclosed and how you 


can get access to this information.  Please review it carefully. 
 


This practice uses and discloses health information about you for treatment, to obtain payment for treatment, for 
administrative purposes, and to evaluate the quality of care that you receive.  This notice describes our privacy 
practices.  You can request a copy of this notice at any time.  For more information about this notice or our privacy 
practices and policies, please contact our Privacy Officer – Becky Myers. 
 
 
Protected Health Information 
 
Definition 
Protected Health Information is any written or oral information about you that includes demographic data that contains 
identifying information and/or health information that is created by or received by our office that relates to your past, 
present and future health care. 
 
 
Treatment, Payment, Health Care Operations 
 
Treatment 
We may use Protected Health Information about you to provide you with medical treatment or services.  In some 
circumstances we may also disclose Protected Health Information about you to people outside our office that may be 
involved in your medical care or treatment, such as other healthcare specialists.  When we refer you to a specialist, we 
may need to  share some or all of your medical information with that physician to facilitate the delivery of care.   
 
Payment 
We may use and disclose Protected Health Information about you to bill and collect payment for the services provide to 
you.  We may need to give your health plan information about treatment you received so your health plan will 
reimburse us for services provided.  For example, we may complete a claim form to obtain payment from your insurer 
or HMO.   The form will contain medical information, such as a description of the medical service provided to you, that 
your insurer or HMO requires to approve payment to us.  We may engage the services of a professional billing agency 
to process medical insurance claims on our behalf.  Any such agency will be required to follow any State and/or Federal 
Regulations regarding Private Health Information. 
 
Health Care Operations 
We may use and disclose your Protected Health Information for the purposes of health care operations, which are 
activities that support this practice and ensure that quality care is delivered.  For example, we may engage the services 
of a professional to aid this practice in its compliance programs.  This person would review billing and medical files to 
ensure we maintain our compliance with regulations and the law.  
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Disclosures That Can Be Made Without Your Authorization 
 
There are situations in which we are permitted by law to disclose or use your medical information without your written 
authorization or an opportunity to object.  In other situations we will ask for your written authorization before using or 
disclosing any identifiable health information about you.  If you choose to sign an authorization to disclose information, 
you can later revoke that authorization, in writing, to stop future uses and disclosures.  However, any revocation will not 
apply to disclosures or uses already made or taken in reliance on that authorization. 
 
Public Health, Abuse or Neglect, and Health Oversight 
We may disclose your medical information for public health activities.  Public health activities are mandated by federal, 
state, or local government for the collection of information about disease, vital statistics (like births and death), or injury 
by a public health authority.  We may disclose medical information, if authorized by law, to a person who may have 
been exposed to a disease or may be at risk for contracting or spreading a disease or condition.  We may disclose your 
medical information to report reactions to medications, problems with products, or to notify people of recalls of 
products they may be using. 
 
We may also disclose medical information to a public agency authorized to receive reports of child abuse or neglect.  
Texas law requires physicians to report child abuse or neglect. Regulations also permit the disclosure of information to 
report abuse or neglect of elders or the disabled.   
 
We may disclose your medical information to a health oversight agency for those activities authorized by law. 
Examples of these activities are audits, investigations, licensure applications and inspections which are all government 
activities undertaken to monitor the health care delivery system and compliance with other laws, such as civil rights 
laws. 
 
Legal Proceedings and Law Enforcement 
We may disclose your medical information in the course of judicial or administrative proceedings in response to an 
order of the court (or the administrative decision-maker) or other appropriate legal process.  Certain requirements must 
be met before the information is disclosed. 
 
If asked by a law enforcement official, we may disclose your medical information under limited circumstances provided 
that the information: 
 Is released pursuant to legal process, such as a warrant or subpoena; 
 Pertains to a victim of crime and you are incapacitated; 
 Pertains to a person who has died under circumstances that may be related to criminal conduct; 
 Is about a victim of crime and we are unable to obtain the person’s agreement; 
 Is released because of a crime that has occurred on these premises; or 
 Is released to locate a fugitive, missing person, or suspect. 
 
We may also release information if we believe the disclosure is necessary to prevent or lessen an imminent threat to the 
health or safety of a person.   
 
Workers’ Compensation 
We may disclose your medical information as required by the Texas workers’ compensation law. 
 
Inmates 
If you are an inmate or under the custody of law enforcement, we may release your medical information to the 
correctional institution or law enforcement official.  This release is permitted to allow the institution to provide you with 
medical care, to protect your health or the health and safety of others, or for the safety and security of the institution. 
 
Military, National Security and Intelligence Activities, Protection of the President 
We may disclose your medical information for specialized governmental functions such as separation or discharge from 
military service, requests as necessary by appropriate military command officers (if you are in the military), authorized 
national security and intelligence activities, as well as authorized activities for the provision of protective services for 
the President of the United States, other authorized government officials, or foreign heads of state. 
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Research, Organ Donation, Coroners, Medical Examiners, and Funeral Directors 
When a research project and its privacy protections have been approved by an Institutional Review Board or privacy 
board, we may release medical information to researchers for research purposes.  We may release medical information 
to organ procurement organizations for the purpose of facilitating organ, eye, or tissue donation if you are a donor.  
Also, we may release your medical information to a coroner or medical examiner to identify a deceased or a cause of 
death.  Further, we may release your medical information to a funeral director where such a disclosure is necessary for 
the director to carry out his duties. 
 
Required by Law 
We may release your medical information where the disclosure is required by law.  
 
Your Rights Under Federal Privacy Regulations 
 
The United States Department of Health and Human Services created regulations intended to protect patient privacy as 
required by the Health Insurance Portability and Accountability Act (HIPAA).  Those regulations create several 
privileges that patients may exercise.  Your medical care will not be compromised if you exercise your HIPAA rights. 
 
Requested Restrictions 
You may request that we restrict or limit how your protected health information is used or disclosed for treatment, 
payment, or healthcare operations.  We do NOT have to agree to this restriction, but if we do agree, we will comply 
with your request except under emergency circumstances.  
 
To request a restriction, submit the following in writing:  (a) The information to be restricted, (b) what kind of 
restriction you are requesting (i.e. on the use of information, disclosure of information or both), and (c) to whom the 
limits apply.  Please send the request to the address and person listed below.  
 
Inspection and Copies of Protected Health Information 
You may inspect and/or copy health information that is within the designated record set, which is information that is 
used to make decisions about your care.  Texas law requires that requests for copies be made in writing and we ask that 
requests for inspection of your health information also be made in writing.  Please send your request to the person listed 
below.   
 
We can refuse to provide some of the information you ask to inspect or ask to be copied if the information: 
 
 Includes psychotherapy notes. 
 Includes the identity of a person who provided information if it was obtained under a promise of confidentiality. 
 Is subject to the Clinical Laboratory Improvements Amendments of 1988. 
 Has been compiled in anticipation of litigation. 
 
We can refuse to provide access to or copies of some information for other reasons, provided that we provide a review 
of our decision on your request.  Another licensed health care provider who was not involved in the prior decision to 
deny access will make any such review.  
 
Texas law requires that we are ready to provide copies or a narrative within 15 days of your request.  We will inform 
you of when the records are ready or if we believe access should be limited.  If we deny access, we will inform you in 
writing. 
 
HIPAA permits us to charge a reasonable cost based fee.  The Texas State Board of Medical Examiners (TSBME) has 
set limits on fees for copies of medical records.  The fee permitted by TSBME will be charged. 
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Amendment of Medical Information 
You may request an amendment of your medical information in the designated record set.  Any such request must be 
made in writing to the person listed below.  We will respond within 60 days of your request.  We may refuse to allow an 
amendment if the information: 
 
 Wasn’t created by this practice or the physicians here in this practice. 
 Is not part of the Designated Record Set. 
 Is not available for inspection because of an appropriate denial. 
 If the information is accurate and complete. 
 
Even if we refuse to allow an amendment you are permitted to include a patient statement about the information at issue 
in your medical record.  If we refuse to allow an amendment we will inform you in writing.  If we approve the 
amendment, we will inform you in writing, allow the amendment to be made and tell others that we now have the 
incorrect information. 
 
Appointment Reminders, Treatment Alternatives, and Other Health-related Benefits 
 
We may contact you by telephone, mail, or both to provide appointment reminders, information about treatment 
alternatives, or other health-related benefits and services that may be of interest to you. 
 
Complaints 
 
If you are concerned that your privacy rights have been violated, you may contact the person listed below.  You may 
also send a written complaint to the United States Department of Health and Human Services.  Your medical care will 
not be compromised if you file a complaint with the government or us.  The contact information for the United States 
Department of Health and Human Services is: 
 
U.S. Department of Health and Human Services 
HIPAA Complaint 
7500 Security Blvd., C5-24-04 
Baltimore, MD 21244 
 
Our Promise to You 
 
We are required by law and regulation to protect the privacy of your medical information, to provide you with this 
notice of our privacy practices with respect to protected health information, and to abide by the terms of the notice of 
privacy practices in effect.   
 
Questions and Contact Person for Requests 
 
If you have any questions or want to make a request pursuant to the rights described above, please contact:  
 
Becky Myers 
Austin Children’s Clinic, PA 
11673 Jollyville Road, Suite 104 
Austin, TX 78759 
Phone #: 512-338-5130 
Fax #:  512-338-5112 
 
This notice is effective on the following date:     April 14, 2003   . 
 
We may change our policies and this notice at any time and have those revised policies apply to all the protected health 
information we maintain.  If or when we change our notice, we will post the new notice in the office where it can be 
seen. 







Austin Children's Clinic, PA 
Mary C. Petropoulos, MD 


11673 Jollyville Road, Suite 104 
Austin, TX 78759 


512-338-5130 
 
 
 


Acknowledgement of Review of  
Notice of Privacy Practices 


 
 
I have been given the opportunity to review this office’s Notice of Privacy Practices, which explains 
how my medical information will be used and disclosed.  I understand that I am entitled to receive a 
copy of this document. 
 
  
_________________________________________           
Signature of Patient or Personal Representative                  
 
_______________________________ 
Date  
 
_________________________________________ 
Relationship to Patient 
 
 
Please write in the spaces below the names of each patient this release pertains to: 
  
___________________________ 
 
___________________________ 
 
___________________________ 
 
___________________________ 








 
 


AUSTIN CHILDREN’S CLINIC, PA 
 


CONSENT FORM 
 
 


Children’s Names:                                                                  DOB 
                                     ______________________________            ____________________ 
 
                                     ______________________________            ____________________ 
 
                                     ______________________________            ____________________ 
 
                                     ______________________________            ____________________ 
 


Please initial each appropriate statement and then sign below to give consent. 
 


Appointment Reminders: 
___________  It is OK to leave a message on voice mail, recording device or with any adult persons     
                        answering my Home phone. 
___________  It is OK to leave a message on voice mail or a  recording device at my/spouse’s Work phone. 
___________  It is OK to mail reminder cards to my home address. 
 
 
Lab Results: 
Our office will not leave messages for positive results or any results on tests of a sensitive nature.  
Additionally, we will not leave lab results at a work phone number. 
___________  It is OK to leave a message for negative lab results on voice mail, recording device or with 
                        any adult persons answering my Home phone.      
___________  It is NOT OK to leave a message for any lab results.  If I am not available at home please try  
                        the following number:  Phone # ________________ Contact person ____________________. 
 
 
I understand any changes to or revocation of this consent must be made in writing. 
 
 
______________________________                 ______________________ 
Signature Parent/Legal Guardian                         Date  
 
 
 
 
 
 
 
 
 
  








AUTHORIZATION FOR RELEASE OF HEALTH CARE INFORMATION 
 
 
I hereby authorize:       _______________________________________________________________________ 
                                                                                        Physician, Facility or Person 
 
                                     _______________________________________________________________________ 
                                                                                           Mailing Address 
 
                                     _______________________________________________________________________ 
                                     City, State, Zip Code                                                              Phone Number/Fax Number 
 
To release copies of the medical records listed below to: 
 


   Mary C. Petropoulos, MD 
   11673 Jollyville Road, Suite 104  


                                              Austin, TX.  78759 
                                              (512) 338-5130  (512) 338-5112 Fax 
 
This release pertains to:                                                                                                            
                                         ____________________________________________   ____________                                                                                              
                                                                  Patient Name                                                    DOB                                                                                                            
 
                                         ____________________________________________   ____________                                                                                                
                                                                  Patient Name                                                     DOB 
                                                                                                                                                      
                                         ___________________________________________________________________________ 
                                                                  Current Address 
 
                                         ____________________________________________ 
                                                                  Current Phone Number  
                                                                    
This authorization applies to:  
                                                       _______  All Records 
                                                       _______  Immunizations Only 
                                                       _______  X-Ray and Lab Only 
 
For the Purpose of:             
                                                       _______  Medical Care 
                                                       _______  Change of Physician due to insurance change 
                                                       _______  Other (state below) 
                                                       ____________________________________________ 
 
HIV/AIDS: I consent to the release of any positive or negative test result for AIDS or HIV infection, antibodies to 
AIDS or infection with any other causative agent of AIDS with the rest of my medical records.  Initial _____________ 
Date __________________ 
 
This authorization is valid for 90 days from the date of signature by the participant. 
 
Prohibition of Redisclosure:  Federal rules prohibit any further disclosure of this information unless disclosure is 
expressly permitted by written consent of the person to whom it pertains. 
 
_______________________________________________     ______________________ 
Signature of Parent or Legal Guardian                                                         Date 
The Parent or Guardian may revoke this authorization in writing at any time. 
 
_____________________________________________ 
Relationship to Patient 
 
THERE IS A $15.00 CHARGE FOR RELEASE OF ANY MEDICAL RECORDS. 





		I hereby authorize:       _______________________________________________________________________

		The Parent or Guardian may revoke this authorization in writing at any time.








Austin Children's Clinic, PA 
 


Financial Policy 
 
Thank you for choosing us as your healthcare providers.  The following is information we hope will help you 
understand our insurance and payment policies. 
  
Your agreement with this policy is required prior to any treatment. 
 


 Insurance:  We file insurance only with insurance companies with which we have a contracted agreement.  In 
the event that we are not contracted with your insurance you will be required to pay for your visit at the time of 
service and you will be given a receipt that you can use to file the claim yourself. 


 


 Payment:  Payment for all copays, coinsurance and deductibles are expected at the time of service and must 
be paid by the person accompanying the child.  If you do not have insurance you will be expected to pay in full 
at the time of service, unless prior arrangements have been made.  In the event you are unable to pay a 
balance we encourage you to contact our billing office to arrange a budget agreement.  There will be a $10.00 
billing fee added to any copay that is not paid at the time of service. 


 


 Account Guarantor:  In divorce situations, it is the policy of our office that the insured parent is the guarantor of 
the account (the parent responsible for payment of the account).  We are unable to negotiate settlement of 
your medical bills between you and your ex-spouse. ** All copays, coinsurance and deductibles must be 
paid at the time of service by the person accompanying the child**. 
 


 Deductibles:  Many insurance plans now have deductibles instead of copays.  Payment for deductible is 
expected at the time of service unless you have a Health Saving Account (HSA).   Deductibles without HSA’s 
will be estimated by our staff using allowables provided by your insurance company.  If you have an HSA we 
will file the claim to your insurance and you will be billed for any amount not covered.  If it is determined that 
your HSA has been exhausted we will collect the deductible amount at the time of service. 


 


 Covered Benefits: Not all procedures or supplies ordered by the doctor may be considered a covered benefit.  
Also, some policies do not cover well child visits or immunizations.  Payment for any service that is considered 
“not a covered service” will be collected at the time of service or will be billed to your after your insurance 
denies payment. 


 


 After Hours Telephone Calls:  For your convenience a doctor is available for after hours telephone calls.  
Unfortunately, most insurances will not pay for this service.  The charge for this service is $20.00 per call and 
will be billed directly to you, not your insurance company.  Upon request we will provide you with a receipt for 
this service if you would like to pursue reimbursement with your insurance company. 


 


 Health Forms and Immunization Records: Health Forms (for school, sports or daycare) and immunization 
records are best managed at the time of your child’s well check.  Our staff may complete forms at other times 
as long as your child has had a well check within the last year.  There is no charge for this service at the time 
of the well child exam; however, a charge may apply at any other time. 


 


 Cancelled/Missed Appointments: Please call at least 24 hours in advance to cancel an appointment.  
Appointments cancelled with less than 24 hours notice may be charged a $25.00 fee.  Appointments missed 
without notification will be charged a $25.00 fee.  


 
 
Signature: ___________________________________  Date: _________________________ 
 
Relationship to Patient: __________________________ 
 
Name of Patient(s): _____________________________________ 
    
   _____________________________________ 
 
   _____________________________________ 
  
Fees are subject to change without notice.    








WELCOME! 
 


**Please fill out this entire form. We cannot file your insurance claim without this information** 
 


Children’s Names: 


_____________________________________________ DOB _________________ M______  F______ 


_____________________________________________ DOB    _________________ M______  F______ 


_____________________________________________ DOB _________________ M______  F______                                          


_____________________________________________          DOB      _________________         M______  F______    


Address: __________________________________________________________________________ 


City: __________________________ State: _____ Zip: ___________ Phone: (___)___________________ 


Cell Phone-Dad___________________   Cell Phone-Mom _____________________  Email __________________________ 


Nearest Relative: ___________________________ Phone: (     )                                       Relationship: _________________ 


FATHERS NAME: MOTHERS NAME: 


Employer: Employer: 


Occupation: Occupation: 


Work Phone: Work Phone: 


Drivers License #: Drivers License #: 


Social Security #: Social Security #: 


Birthdate: Birthdate: 


 


REFERRED BY: __________________________ 


*THIS AREA MUST BE COMPLETED FOR OUR OFFICE TO FILE YOUR INSURANCECLAIMS* 


Self Pay (Please initial and date):  ___________________ 


Primary Insurance:_______________________________Policy Holder Name & SS#:___________________________ 


ID or Policy #:____________________________________Policy Holder Date of Birth ___________________________                    


GROUP#:________________________________________Effective date:______________________________________ 


Secondary Insurance: _____________________________Insured Parent: _____________________________________ 


ID or Policy #:____________________________________Group#:___________________________________________ 


*  *  *  *  *  *  *  *  *  *  *  *  *  * 
Appointments:                 There will be a $25.00 fee charged to your account for any missed appointments. 


Fee Policy:  Payment is expected at the time of service. 


Medical Care:  I authorize the physicians of Austin Children's Clinic, PA to provide my child with reasonable  


   and proper medical care according to today’s standards. 


Medical Information: I authorize the physicians of Austin Children's Clinic, PA to release any information concerning  


   my child’s illness and treatments to consulting physicians, or to my insurance company or companies 


   or any third party payor so that they may obtain payment for medical services rendered. 


Assignment of Benefits: I authorize the insurance company or any third party to pay any benefits directly to the above  


   physicians, realizing I am responsible to pay non-covered services.  I understand that if the  


   information I am providing today results in the insurance claims being denied, for any reason, I 


will be responsible for the full amount billed without the benefits or discounts. 


 
SIGNATURE:_______________________________________________ DATE:____________________________ 





