The Kids Specialists

Henry Pediatrics, LLC

PATIENT REGISTRATION

Patient’s  Name:

    First name: ________________________ Middle _______________ Last Name: ____________________

    Date of Birth: __________________          SSN _____________________       male ______ female ______

    Address: 

    Street: ____________________________ City: __________________ State: ________ Zip code: ________

    Telephone #: ________________________ Cell Phone #: ________________________

Mother’s Name: 

    First name: ________________________ Middle _______________ Last Name: ____________________

    Date of Birth________________________  SSN: ___________________________

    Address (if different from above):

    Street: ____________________________ City: __________________ State: ________ Zip  code ________

    Telephone #: ________________________ Cell Phone #: ________________________

    Occupation: _________________________ Employer: ____________________________

    Work Telephone#: _____________________________

Father’s Name: 

    First name: ________________________ Middle _______________ Last Name: ____________________

    Date of Birth _______________________  SSN: ___________________________

    Address (if different from above):

    Street: ____________________________ City: __________________ State: ________ Zip  code ________

    Telephone #: ________________________ Cell Phone #: ________________________

    Occupation: _________________________ Employer: ____________________________

    Work Telephone#: _____________________________

Guardian’s Name (if applicable):

    First name: ________________________ Middle _______________ Last Name: ____________________

   Date of Birth ________________________ SSN: ___________________________

    Address (if different from above):

    Street: ____________________________ City: __________________ State: ________ Zip  code ________

    Telephone #: ________________________ Cell Phone #: ________________________

    Occupation: _________________________ Employer: ____________________________

    Work Telephone#: _____________________________

Person Responsible For Payment: _________________________________

Primary Insurance: __________________________ Secondary Insurance: _____________________

Who may we thank for referring to us?

     Address: ______________________________________  Telephone#: _____________________________

I Hereby authorize release of any information necessary to process insurance claims and request payment of benefits to THE KIDS SPECIALISTS, Henry Pediatrics LLC. I understand that I am ultimately responsible for all incurred charges. I agree to pay for all charges not paid by my insurance carrier. 

Date: _______________ Name (print): ____________________________ Signature: _____________________________
  Thank you

The Kids Specialists

Henry Pediatrics, LLC

PATIENT CONSENT FOR USE AND DISCLOSURE

OF PROTECTED HEALTH INFORMATION

GENERAL CLINIC POLICIES

I hereby give my consent for THE KIDS SPECIALISTS, LLC to use and disclose protected health information (PHI) about me to carry out treatment, payment and healthcare operations (TPO). 

(Our Notice of Privacy Practices provides a more complete description of such uses and disclosures.)

I have the right to review the Notice of Privacy Practices prior to signing this consent. THE KIDS SPECIALISTS, LLC reserves the right to revise its Notice of Privacy Practices at anytime. A revised notice of Privacy Practices may be obtained by forwarding a written request to our Privacy Officer at THE KIDS SPECIALISTS, LLC, 1215 Eagle’s Landing Parkway , Suite 108/109,. Stockbridge, GA  30281

With this consent, THE KIDS SPECIALISTS, LLC may call my home or other alternative location and leave a message on voice mail or in person in reference to any items that assist the practice in carrying out TPO, such as appointment reminders, insurance items and any calls pertaining to my clinical care, including laboratory results among others. 

With this consent, THE KIDS SPECIALISTS, LLC  may mail to my home or other alternative location any items that assist the practice in carrying out TPO, such as appointment reminder cards and patient statements as long as they are marked Personal and Confidential.. 

With this consent, THE KIDS SPECIALISTS, LLC may e-mail to my home or other alternative location any items that assist the practice in carrying out TPO, such as appointment reminder cards and patient statements. 

I have the right to request that THE KIDS SPECIALISTS, LLC restrict how it uses or discloses my PHI to carry out TPO. However, the practice is not required to agree to my requested restrictions, but if it does, it is bound by this agreement. 

By signing this form, I am consenting to THE KIDS SPECIALISTS, LLC’s use and disclosure of my PHI to carry out TPO. 

I also understand that although we are processing insurance claims on your behalf, you are ultimately responsible for all incurred charges and hereby agree to pay for all charges not paid by your insurance carrier. 

I may revoke my consent in writing except to the extent that the practice has already made disclosures in reliance upon my prior consent. If I do not sign this consent, or later revoke it, THE KIDS SPECIALISTS, LLC may decline to provide treatment to me. 

I have received/reviewed a copy of THE KIDS SPECIALISTS, LLC’s Notice of Privacy Practices. 

_________________________________________

Signature of Patient or Legal Guardian

_________________________________________________________                         _______________________________________

Patient’s Name                                                                                                                         Date

________________________________________________________

Print Name of Patient or Legal Guardian 

