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Blue Valley Pediatrics                                  2011.1
Consent for Treatment-Registration
As the parent/guardian for the patient whose name appears on this form, I recognize the need for medical care; I do voluntarily consent to such care encompassing routine diagnosis and treatment by the physicians and staff at wellbody at Blue Valley Pediatrics. I understand that, other than in an emergency, I will have the opportunity to participate in the process by which decisions are made about the care.

I am aware that the practice of medicine is not an exact science and I acknowledge that no guarantees have been made as to the result of the examination and treatment at wellbody at Blue Valley Pediatrics.

I authorize wellbody at Blue Valley Pediatrics, and its agents, to furnish requested information or excerpts from the patient’s record to any insurance company, health plan, or sponsoring agency who may be providing financial assistance for medical care, for the purpose of obtaining payment; and to any physician, hospital, laboratory, radiological facility or other health care provider from which the patient has been referred or to which the patient is being referred as is necessary to support continuity of care. I understand that these medical records may include all information relative to the patient’s physical condition, past and present, including the diagnosis and history of the patient’s case. I understand that the manner by which wellbody at Blue Valley Pediatrics may use this information is described on the Notice of Privacy Practices (HIPAA) form, of which I have received a copy today, and may request additional copies at anytime.

I authorize payments of medical benefits to wellbody at Blue Valley Pediatrics for services provided to the patient. I also authorize payment of government benefits to wellbody at Blue Valley Pediatrics.

I accept full financial responsibility for services received by the patient which are not covered by government benefits or other types of insurance. I understand that possession of medical insurance does not relieve me of financial responsibility to wellbody at Blue Valley Pediatrics at the time of services. I also understand that I am responsible for obtaining all referrals or authorizations required by my insurance.

I understand the insurance carrier offers an Explanation of Benefit (EOB) for payment to wellbody at Blue Valley Pediatrics not more than forty-five days from each date of service. I agree to pay any balance owed to wellbody at Blue Valley Pediatrics including non-covered services by the insurance plan, deductible, co-insurance, or other. Once the EOB is available, wellbody at Blue Valley Pediatrics will send a statement with a due date for payment to the guarantor’s address listed below. wellbody at Blue Valley Pediatrics requires full payment or signing a payment plan by the due date. Additional services by wellbody at Blue Valley Pediatrics for this patient and any other patient of the below listed guarantor may be postponed until full payment or a signed payment plan is begun. For the safety of the patient, alternative options will be made available by wellbody at Blue Valley Pediatrics until the guarantor is able to fulfill their obligation of payment or sign a payment plan. or After 60 (sixty) days from the date of service, with no payment or signed payment plan for any outstanding balance- a $15.00 per month service charge will be added until the balance is paid. Lastly, this account may be referred to a collection agency for any unpaid balance past 120 (one hundred and twenty) days from each date of service. Payment can be made by cash, check, credit (VISA, Mastercard, Discover), debit, or health savings account card to wellbody at Blue Valley Pediatrics at 6376 College Blvd, Shawnee Mission, KS 66211. Payment plans can be arranged by contacting the financial officer at 913-469-1225 during regular business hours.
My signature below acknowledges that I have read and understand the contents of this document and am authorized to consent for medical care of the patient named below.
_______________________________________     

___________________                     ___________

Patient’s Name  (Last, First, Middle Initial)   

 Patient Date of Birth                     Male or Female

_______________________________________          
    
 ____________________                ______________________

Signature of Parent/Guardian



         Today’s Date
        
      Relationship to Patient

_______________________________________    

   _____________________  _______   ______________

Address






City                       State            Zip Code

___________________________
___________________________
_____________________________________

Preferred Contact Phone Number                    Alternate Phone Number

                     E-mail Address

____________________________________________

_________________________ 
         __________________

Emergency Contact Person if you can not be reached            Phone Number of Emergency Contact          Relationship

____________________________________________

____________________
      ___________________________

Guarantor of Patient (who holds insurance card)

Date of Birth of Guarantor
Social Security Number of Guarantor

           (Last, First, Middle Initial)

___________________________________________

______________________
___________
  _________

Address of Guarantor if different than patient’s

City if different than pt
State if different than pt   Zip


____________________________________________                               

Employer of Guarantor




HIPAA Privacy Act
I have received and have read the health privacy statement (HIPAA) offered by wellbody at Blue Valley Pediatrics. 

You will receive the HIPAA information when you arrive at wellbody.

     *Policies can be requested at the front desk or may be reviewed at www.wellbodykc.com/BVPScheduling.html

Blue Valley Pediatrics

Intake Form
                                   Patient Name:
________________________________





                                                           Date of Birth:
_________________




Birth History:

Place of Birth:

Gestation/ Born: (check one)
  ____(Before Due Date ______ weeks) 
  ____ (On time) 
  ____   (Late)

Problems during newborn period:        ___ (NO)          ___(Yes): _______________________

Family:

List people in the immediate family, living in the patient’s home:

List medical problems of any family member (including siblings, grandparents, aunts, uncles):


Include such problems as asthma, allergies, heart disease, lung disease, diabetes, high blood pressure, headaches, abdominal problems, cancer, blood disorders, etc.

Past Medical History:

List the patient’s medical problems:


Include asthma, allergies, blood disorders, recurrent injuries, etc.
Has the patient ever stayed overnight in a hospital:  

___(NO)             
___(Yes)


If yes, please explain:

Has the patient ever had surgery (same day or inpatient):  
___ (NO)  

___(Yes)


If yes, please explain:
Medicines/Immunizations:

Please list the patient’s medicines, herbs, over the counter medicines, vitamins- and the dosages:

Please list the patient’s allergies to medicines, herbs, over the counter medicines, vitamins:

Please list the patients allergies to environmental triggers such as trees, animals, foods:


The patient is up to date on all childhood immunizations:   ___(YES)

___(NO)

Please answer the following:

I was referred to wellbody at Blue Valley Pediatrics by: (circle those that apply)

___(Already a patient from KU)
___(Friend/Family)       ___(Coach/Team)
        ___ (Advertisement)
  
___(Insurance Provider/web site)
___(Other)

My questions and expectations for the visit include:


Blue Valley Pediatrics
Release of Medical Records

I, ______________________________, parent/guardian of, ______________________, born on, ______________, 

             Parent/Guardian




          PATIENT


    Birthday

Address: ________________________    City: ______________________  State: ______     Zip: __________

Hereby authorize and request that ___________________________________ provide a copy of my protected health information to :                                          Medical Clinic/Hospital






wellbody at Blue Valley Pediatrics

6376 College Blvd

Shawnee Mission, KS 66211
I understand there may be a fee for this service and if so, I agree to pay the fee before receipt of the requested information.

I understand that certain patient information may be protected by Federal and/or State laws, which may prohibit the release of such patient information. I understand that wellbody at Blue Valley Pediatrics is compelled to comply with such laws. I also understand that I may revoke (in writing) this consent at any time except to the extent that action has been taken in reliance on it.

This authorization expires one year from the date signed.

I understand that I have the right to cancel this authorization at any time. My cancellation must be in writing and sent to wellbody at Blue Valley Pediatrics, 6376 College Blvd, Shawnee Mission, KS 66211.

I understand that if my Protected Health Information is disclosed to someone who is not required to comply with privacy protection under HIPAA, then such information may be re-disclosed and no longer protected. I relieve wellbody at Blue Valley Pediatrics of all responsibility for unauthorized disclosure of breach of confidentiality that may result due to this disclosed protected health information being in my custody and control or the other third party described above.

I understand that I have a right not to authorize the use and/or disclosure of my protected health information. In such a case I would choose not to sign this authorization document. I also understand that refusal to sign this authorization may mean that the use and/or disclosure described in this form will not be allowed.

I certify that I agree to the uses and disclosures listed above. I will receive a signed copy of this authorization upon my request.

_____________________________________________


___________________

Signature of Patient’s Parent/Guardian




Date Signed
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Blue Valley Pediatrics
Communication with Third Party

I, ______________________________, parent/guardian of, ______________________, born on, ______________, 

             Parent/Guardian




          PATIENT


    Birthday

Address: ________________________    City: ______________________  State: ______     Zip: __________
Hereby authorize that wellbody at Blue Valley Pediatrics at 6376 College Blvd, Shawnee Mission, KS 66211

may communicate (by voice, written, or electronic format) with _________________________________ pertaining
                                                                                                              Coach, Teacher, other third party

to the health medical record of the above named patient.

I understand that certain patient information may be protected by Federal and/or State laws, which may prohibit the release of such patient information. I understand that wellbody at Blue Valley Pediatrics is compelled to comply with such laws. I also understand that I may revoke (in writing) this consent at any time except to the extent that action has been taken in reliance on it.

This authorization has no expiration date unless a request to revoke it is received in writing to wellbody at Blue Valley Pediatrics, 6376 College Blvd, Shawnee Mission, KS 66211.

I understand that I have the right to cancel this authorization at any time. My cancellation must be in writing and sent to wellbody at Blue Valley Pediatrics, 6376 College Blvd, Shawnee Mission, KS 66211.

I understand that if my Protected Health Information is disclosed to someone who is not required to comply with privacy protection under HIPAA, then such information may be re-disclosed and no longer protected. I relieve wellbody at Blue Valley Pediatrics of all responsibility for unauthorized disclosure of breach of confidentiality that may result due to this disclosed protected health information being in my custody and control or the other third party described above.

I understand that I have a right not to authorize the use and/or disclosure of my protected health information. In such a case I would choose not to sign this authorization document. I also understand that refusal to sign this authorization may mean that the use and/or disclosure described in this form will not be allowed.

I certify that I agree to the uses and disclosures listed above. I will receive a signed copy of this authorization upon my request.

_____________________________________________


___________________

Signature of Patient’s Parent/Guardian




Date Signed

END OF INTAKE FORMS FOR BLUE VALLEY PEDIATRICS
Please fill out above forms and bring to first scheduled appointment
If you have questions please call 913-469-1225 during regular business hours
Policies and procedures can be found at www.wellbodykc.com/BVPScheduling.html
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