
 
 
I certify that the above information is correct to the best of my knowledge. I release to Pediatric and Family Care, 
it's employees and clinicians from all liability for any adverse results caused by my authority to treat, release and 
discuss with the above individuals(s) pertaining to my child’s care and medical records.  
 
 
___________________________________________________________  ___________________  
Patient/Legal Guardian/Guarantor:        Date: 
 
 



 

 



 

 



FINANCIAL POLICY  
I authorize the release of any medical information to my primary care/referring physician, to consultants, if needed and as 

necessary to process insurance claims, insurance applications and prescriptions. I also authorize payment of benefits to 

PEDIATRICS AND FAMILY CARE I understand that I am financially responsible for all services rendered and for the 

following reasons:  

1) I have given incorrect/invalid insurance information 

2) Expenses are not covered by my insurance company 

3) I have not met my deductible/coinsurance 

4) The services rendered are deemed medically unnecessary by my insurance company.   

 

Payment is required for all services at the time they are rendered including co-payments and any outstanding balances. In the 

event that your account must be turned over to collections, a $25.00 collection fee will be added to your account. Your 

signature below signifies your understanding and willingness to comply with the policies of this office and your insurance 

plan. 

 

A returned check penalty fee of $25 will be charged to a patient’s account for any check dishonored by the drawee bank. Fee 

will be waived if the check was returned in error, provided with supporting documentation. The returned check and penalty 

fee must be paid by cash, credit card or money order. If a returned check was used to pay for more than one patient, each 

patient will be assessed the $25 returned check fee. Payments made by a returned check are reversed from the patient’s 

account, leaving the balance due and payable immediately. 

 

All forms to be signed by physician will be a $15 fee for each form, with the exclusion of FMLA forms, which are $25.00. 

Duplicate forms for physicals and shot records are $5 each.    

 

Our "No Show" office fee is $25.00 and after (3) three "No Shows" you will be dismissed from the practice.  

 

HIPAA COMPLIANCE STATEMENT 

At Pediatrics And Family Care, we are committed to protecting your privacy. We comply with all federal, state, and local 

laws. This notice describes how we use your health information. It describes some of your rights and some of our 

responsibilities.  

YOUR RIGHTS  

Although your paper chart belongs to our practice, the information contained in the chart is yours. You have the right to 

obtain a copy of your chart for a fee and tell us not to release your information.  

 

USE AND DISCLOSURE OF PHI 
Our practice may use and disclose PHI for the purposes of treatment, payment and business operations. The following 

categories describe the different ways in which we may use and disclose PHI for these purposes: Treatment, Payment, Health 

Care Operations, Release or Sharing of Information, The Rights of Minors and Personal Representatives, Release of 

Information to Business Associates, Release of Information Required by Law, Research Purposes and Marketing Purposes.  

 

YOUR HEALTH INFORMATION RIGHTS 
You have the following rights regarding the PHI that we maintain about your child or you: Requesting Restrictions on PHI, 

Inspection and Copies of PHI, Amendment of PHI, Accounting of Disclosures, Right to a Paper Copy of This Notice, Right 

to File a Complaint, Right to Provide an Authorization of Other Uses and Disclosures  

 

OUR RESPONSIBILITIES 

We are required to: maintain the privacy of your health information; send needed health information to other medical 

providers, and release information to insurance companies, certain government agencies, and others. We may be required to 

release some information, even without your permission. For more information, concerns or would like additional 

information, you may contact the office manager at (407) 286-3653. 

 

 
_________________________________________        

Name of Patient  

 

_________________________________________    

Signature of Patient /Patient Representative  

 

_____________________________      _______________________________ 

Relationship of Patient         Date  

 

 

 



Pediatrics and Family Care 
Financial responsibility agreement for:  

Deductible/Coinsurance Responsibility 

Insurance Verification  

Pending Insurance 

Self-pay Patients 

 

 

 
Today's date: ______/______/________ 

 

 

Patient Name: _________________________________ Date of Birth: ____/____/______ 

 

 

 

□ Self-pay: I understand that if I am a self-pay, or if Pediatrics and Family Care does not accept my 

insurance, I will be charged up front the rate of an office visit. This payment will not include the rate of 

an extended visit or any test that need to be performed.  (Please stop at end of service for additional 

payment). If unable to confirm level of service or all test or supplies used, I may receive an additional 

payment request by mail.  

 

 

□ Co-Insurance/Deductible: I understand that I will be charged up front for the estimated insurance 

contracted allowance rate of an office visit. This payment will not include the rate of extended visit or 

any tests that need to be performed. (Please stop at the end of service for additional payment.) If we are 

unable at the time of check out to confirm level of service or all test or supplies used, I may received an 

additional payment request by mail depending on my insurance deductible or allowance.  

 

 

□ Verification: I understand that my eligibility for coverage by _____________________ insurance 

cannot be confirmed at this time. I wish to receive medical service from Pediatrics and Family Care. If it 

is determined that I am not eligible for coverage, I will be responsible for the payment of all services 

provided.  

 

 

□ Pending Insurance: I understand that my insurance is pending and I will pay for today's service. If 

vaccinations are required, I will pay $15.00 for each vaccine. If my insurance can be provided at a later 

date that encompasses this visit, only the office visit and procedures can be billed.  The vaccines given 

were state shots and cannot be sent to my insurance company.  

 

 

 

______________________________________________________________________________                         

Patient/Legal Guardian and/or Responsible Party Signature 

 



Medical Record Release Authorization 

 

 

I, ____________________________________ (Parent/Legal Guardian), hereby authorize Pediatrics and Family Care to:  

 

 

Release Copies of the medical records of my child: 

   

_____________________________________________________________________________________________  

(Patient name, DOB, and SSN) 

 

TO: PEDIATRICS AND FAMILY CARE 
 

FROM:  

Address: 5626 CURRY FORD RD  
 

Address:  

City, St, Zip Code  
ORLANDO, FL 32822 

 

City, St, Zip Code 

Office: 407-286-3653 
 

Office:  

Fax:  407-286-4739 
 

Fax:  

*THERE IS A NOMINAL COPYING FEE OF $1.00 PER PAGE, UNLESS REQUEST WILL BE SENT TO ANOTHER 

DOCTOR'S OFFICE.  

 

THE FOLLOWING:  

 

 

 

 

eriod: _____________ to _____________  

 

 

PURPOSE OF DISCLOSURE:  
 

 

 

 

 

 

 

pecify:  

 

INFORMATION TO BE EXCLUDED, NOT RELEASED:  
 

 

 

 

 

 

I hereby authorize disclosure of the health information for the above name patient. This authorization is valid for 12 months 

from the date of signature. I understand that I may cancel this request with written notification but that it will not affect any 

information released prior to notification of cancellation. I understand that the information used or disclosed may be subject 

to re-disclosure by the person or class of persons or facility receiving it and would then no longer be protected by federal 

regulations. I understand that the medical provider to whom this is furnished may not condition its treatment of me on 

whether or not I sign the authorization.  

 

_________________________________________  ______________________ _____________________ 

SIGNATURE OF PARENT/LEGAL GUARDIAN   RELATION TO PATIENT   DATE 


