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INSURANCE ASSIGNMENT AND RELEASE
=HAANCE ASSIGNIMIENT AND RELEASE
ernandez 3!l insurance

rLify Lhat I, andjor my dependent(s) have insurance coverage as stated in this registration and assign Di
benefits for services rendered. | understand that 1 am financially responsible for all charges whether or not paid by my insurance. |

authorize the use of my signature on all insurance submissions.

The above named physician may use my health care information and may disclose such information to the above named insurance
company{ies) and their agents for the purpase of oblaining payment for services and determining insurance benefits or the benefits
payable for related services, This consent will end when ny current breatment plan is completed

_{Parent initials)

PROCEDURE WAIVER

Asyour health care practitioner, we believe vou have a right and an obligation 1o actively participate in your health care and 1o
srepl any recommended procedures. We want Lo be certainthat you completely understand both the reasons for the tests we
pectarm, as well as the possible tonsequences of nat performing them

_(Parent Initials)

FFICE POLICIES

niferstand that “Co-Pays” or “Deductibles” arc due at the Lime of service.
runderstand that 1" (parent fguardian) will be fully responsible for any denied or unpaid services by my insurance.

lunderstand that pareni/guardian) am responsible for all remaining balances unpaid by my insurance.

Lunderstand that “1” fparv|1r/gu.nrﬂ|an) will be responsible for any fees associated in collecting the halance owed including but not
limited 1o attarney, collection ar court fees

"understand that missed appointments without 24 hour cancellation are subject to a $25.00 charge

Hunderstand that returned checks are subjert to $25.00 charge.

Iunderstand that there will be 3 §.60 per copy of any medical records requested.

—_ {Parent Initials)

NOTICE OF PRIVACY PRACTICES ACKNOWLEDGEMENT
AL T PRACTICES ACKNOWLEDGEMENT

i understand that, under the Health Insurance Portability & accountability Act of 1996 (HIPPA, | have certam nights to privacy

arding my protected health inlormation. understand that this information can and will be used ta.

= Conduct, plan and direct my treatment and follow-up among the multiple healthcare providers who may be invalved in thar
treatment direcily and indirectly

*  Obtain payment from third-party payers.

*  Conduct normal heglthcare operations such as quality assessments and physician certifications

I have roceived, read and unders wd your Notice of Privacy Practices containing a more completed description of the uses and
disclusures of my health information, | understand that this practices ta change ils Notice of Privacy Practices from time to time and
thal | many contact this practice ar any time at the address above to obtam a current copy of the Notice of Privacy Practices.
lunderstand that | may request in WrIting thal you restrict how my private information is used or disclosed to carry out treatment,
payment or health care operations. | also understand you are not required o agree to my request or restrictions, but if you do
ierae then you are bound to abide by such rostrictions

(Farent Initials)

e certify that we have road and understand all the infarmation provided and that all information provided by us is Lrue and
COEET Lo the best of my/our knowledye. | have reviewad and Agrea with the office policies and guidelines and financial
responsibility. §alo received a copy of the Heallh Insurance Portability & Accountability Act of 1996 {HIPPA). Lunderstand thal it is
v resaonsibility ta inform Herizon Ridge Pediatrics of any changes of information provided on this registration

signature



IMMUNIZATION CONSENT FORM

After considering the benefits and risks associated wich these immunizations, | hereby give consent for

(o be inmmunized.

Chiled's Name

I Lhave discussed with the nurse/doctor about my child’s medical condition and the purpese, benefits, and

risks of, and alternatives to immunizations with these vaccines.

2. My questions about this heafth care treatment and its attendant risks have been answered to m i3

satisiaction.
i understand thal this health care treatment carcies with it a very small risk of harm, but I accept such risk

wer behalt of my child in the hope of abtaiing the protective effects of immunization.

o Lunderstand that the doctor does 1ot warrant the quality of (he manufdciurer’s vacone o gudarantee (frat

ddverse reactions will nor occur.

5. lalse understand that the importance of informing the doctor of my child’s present or recent spmyptoms of

ilness, know affergres, and prior reactions to any shots or medicine, and c ertify that I have done so.

o S understand tat L am uitinialely responsible for the cost of the immuunizations, regardless of the

HISurdice coverage,

Farent Sigaature Dare Relationship to Patrent
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NERAL CONSENT FOR ACCOMPANYING CHILD TO PEDIATRICS OFFICE FOR MEDICAL TREATMENT
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Horizon:Ridge
2621 W._ Horicon Ridge Pkwy.
Ste 100
Heoenderson, NV 89052
(ZO2) 263-1908 (F702Z) Z263-0195 Fax

Refease of Information

I hereby authorize the use/disclosure of my chitd’s health information as described below. | understand tha
this authorization js voluntary. | understand that any and all records, where written authorization except a
otherwise provided by law. | understand that a photocopy or fax of this authorization is a valid as th

ariginal.

Patient Name: - D.O.B.

Patient Name: _ D.0.B.

Patient Name: D.0.B.

Patient Nome: __ D.0O.B. ____

Paticnt Name: _ D.0.B.

Records to be disclosed from:

Physician: _____ § . Records are being requested by:
Records to be released from: Horizon Ridge Pediatrics

2621 W. Horizon Ridge Pkwy #100

Henderson, NV 89052

Tel (702) 263-1908 Fax (702) 263-0195

Teld ; Fax#
Please check:

All Records Certain records

! understand that | may revoke this authorization at any time by notifying the office in writing. | afso
understand that the revocation will not apply to information that has already been released in response to
this authorization. I authorize that my records be released from the above address to Horizon Ridge

Pediatrics.

Signature of Parent/Guardian

Date



