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Gadsden Pediatric Clinic and Rainbow Pediatrics- “Providing the BESTcare available”
www.gadsdenpediatric.com
Gadsden Pediatric Clinic Hours of Operation: M-F 8:00 A.M. - 11:00; 1:00 P.M. - 4:00 P.M.
Saturday: 8:00 A.M. - 11:00 A.M. Sunday: 1:00 P.M. - 4:00 P.M.
Rainbow Pediatrics Hours of Operation: M-F 8:00 A.M. - 11:00 A.M.; 1:00 P.M. - 4:00 P.M. T"

Dear Parent/Caregiver:

Thank you for choosing Gadsden Pediatric Clinic for your child’s care. Our Provders and staff appi|eciate the
opportunity to care for your child, as well as the trust you have placed in us. We look forward to deyeloping a

long and healthy relationship with you and your family.

Our goal is to provide exceptional care in a safe, comfortable, and welcoming environment for chilidren. Our
Providers and staff at Gadsden Pediatric Clinic all share a common mission. Our desire is to not onlly provide
exceptional care for our patients, but to make a difference in the lives of children. Our team of professionals
feels very fortunate to have the opportunity to do the work we love. Our team'’s goals are to treat y(:Jlr child
well, make your child well, and help your child stay well during their lifetime. We accomplish this hy teaching

children at a young age the importance of healthy habits.

For your convenience and to help expedite your visit, we are attaching a few documents for your reyiew and
completion before your child’s appointment. Included in the packet of documents for completion is a
patient-family information form, a parent delegation form, privacy notice, financial policy, vaccirfe policy, as

well as a Medicaid policy, if applicable.

We look forward to greeting your family and working together to achieve your child’s optimal heal{h. To
schedule an appointment or for other questions and concerns, please call our office at 256-543-2894 or

256-442-2898. If you need to speak with me directly, please call: 256-543-2894, extension 217.
|

-

Administrator


http://www.gadsdenpediatric.com
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GADSDEN PEDIATRIC CLINIC

501 BAY STREET » GADSDEN, ALABAMA 35901

RAINBOW PEDIATRICS

280 KIDS WAY « RAINBOW CITY, ALABAMA 35906
PATIENT - FAMILY INFORMATION

PATIENTS: (List All Children Birthdate Sex
QM Qar
UM aFr
QM QF
amQar
UM arF
QM Qar

Patient lives with: 4ip

FATHER/GUARDIAN MOTHER/GUARL|IAN

Full Name Full Name

Address Address

City/State/Zip City/State/Zip

Home Phone Home Phone

Cell Phone Cell Phone

Place of Employment Place of Employment

Work Phone Work Phone

Social Security Number (last 4 digits) Social Security Number (last 4 digits)

Date of Birth Date of Birth

Emergency Contact / Telephone:

Thank you for choosing Gadsden Pediatric Clinic/Rainbow Pediatrics for your child’s health care. As pediatricians, we
the best care possible. Our recommendations for health supervision follow the guidelines of the Americari
There may be certain routine services that we feel are necessary for the maintenance of good health that
insurance contract. You will be expected to pay for these services in full. If you have any questions ab
service is covered or not, the benefits office of your health plan should be happy to assist you.

|, the undersigned parent (or guardian) of the above children, authorize Drs. McCorkle, Nagji, Quizon,
Gibson, and Tiffany Sweatt, CRNP, to give any necessary treatment or immunization to my child whe
another responsible party, or if teenager, when alone.

| authorize the release of any information necessary for the filing of insurance claims and hereby assig
Clinic, P.A./Rainbow Pediatrics all benefits for services rendered.

want to provide your child
Academy of Pediatrics.
are not covered by your
hut whether a particular

Lockridge, Yother, Hill,
n brought by myself or

n to Gadsden Pediatric

| understand that regardless of insurance coverage, | am responsible for my account, and my account is tg
days. | also understand that if this account is referred to an attorney that | will pay all costs of collection an
reasonable attorney fees.

be paid in full within 30
enforcement, including

Information Privacy: Gadsden Pediatric Clinic, P.A./Rainbow Pediatrics have prepared a detailed NOTICE OF PRIVACY PRACTICES

to help me better understand how health information is shared. Gadsden Pediatric Clinic, P.A./Rainbow Pedia
my child’s health information for treatment, to obtain payments for health care services and for other health care ¢
that | have received a copy of the NOTICE OF PRIVACY PRACTICES.

SIGNATURE OF RESPONSIBLE PARTY DATE

rics will use and disclose
perations. | acknowledge
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PARENT DELEGATION FORM

Patient's Name: (List all Children)

I authorize the following persons to present my children to Gadsden Pediatric Clinic/F
Pediatrics for medical care in my absence, and to sign for immunizations. I give (}
Pediatric Clinic/Rainbow Pediatrics permission to treat any and all medical condition
this and subsequent visits.

ainbow
yadsden
s during

Signature: Date:




Gadsden Pediatric Clinic
501 Bay Street Gadsden, Alabama 35901
Phone: 256-543-2894 Fax: 256-543-8185

Rainbow Pediatrics
280 Kids Way Rainbow City, Alabama 35906
Phone: 256-442-2898 Fax: 256-442-2868

Notice of Privacy Practices and Patient Consen
For Use and Disclosure of Protected Health Informa

PATIENT NAME DAT

| understand that under the Health Insurance Portability and Accountability Act of 1996 (ﬂ
certain Patient Rights regarding my protected health information.

I understand that Gadsden Pediatric Clinic/Rainbow Pediatrics may use or disclose my p
information for treatment, payment or health care operations—which means for providing

the patient; handling billing and payment; and, taking care of other health care operations.
by law, there will be no other uses and disclosures of this information without my authorizz

IIPAA), | have

'otected health
nealth care to me,
Unless required
tion.

Gadsden Pediatric Clinic/Rainbow Pediatrics has a detailed document called the ‘Notice of Privacy Practices!

It contains a more complete description of your rights to privacy and how we may use and
protected health information.

| understand that | have the right to read the ‘Notice’ before signing this agreement. If | as
Pediatric Clinic/Rainbow Pediatrics will provide me with the most current Notice of Privacy,

My signature below indicates that | have been given the chance to review such copy of th
Privacy Practices. My signature means that | agree to allow Gadsden Pediatric Clinic/Rai
use and disclose my protected heaith information to carry out treatment, payment, and he
| have the right to revoke this consent in writing at any time, except to the extent that Gads
Clinic/Rainbow Pediatrics has taken action relying on this consent.

disclose

k, Gadsden
Practices

e Notice of

rlbow Pediatrics to

Ith care operations.
den Pediatric

SIGNATURE (Patient or Legal Custodian/Authorized Representative) DAT

Relationship to Patient if signed by another party DA

You may obtain a copy of our Notice of Privacy Practices, including any revisions of our ‘N
time by contacting: Gadsden Pediatric Clinic, P.A., 501 Bay Street, Gadsden, Alabama 35
Rainbow Pediatrics, 280 Kids Way, Rainbow City, Alabama 35906.

otice’ at any
D01 or

FORM Us
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Gadsden Pediatric Clinic and Rainbow Pediatrics
Financial Policy

We are committed to providing your child with the best possible medical care. Th
information is provided to avoid any misunderstanding or disagreement concerni
for professional services. We will file Insurance as a COURTESY; however.
ULTIMATELY RESPONSIBLE FOR YOUR CHILD’S CHARGES.

1. Our office participates with a variety of insurance plans.

It is your responsibility to:
* Bring your insurance card and photo I.D. at every visit.

ne following
Ng payment
YOU ARE

e Pay your Co-Payment and/or any deductibles at each vis
can be made by cash, check, or credit card. We accept Visa,

insurance, payment in full is expected at the time of service.
3. If your insurance plan requires a PCP (Primary Care Provider), you

5. You are financially responsible for all charges incurred in your child
treatment.

6. If you have any questions about your insurance, we are happy to helj
specific coverage issues should be directed to your insurance compa
services department. The telephone number is usually located on you
card.

7. Ifyoufail to make paymentin full for services that are rendered to you, your
balance will be sent to an outside collection agency. You will be respons
fees associated with the collection of your outstanding balance. Failure t
financial obligations with this office could lead to dismissal from the prac

8. To protect your child’s records, we ask you to provide our office with a driv
or other picture identification. Annually, or as changes occur, we will ask y¢
and sign our Patient Information Form. We will scan your insurance ¢
Patient Information Form into your child’s electronic medical chart.

9. In cases of divorce and/or separation, the person bringing the child in

will be held responsible for paying any balance originating from that visil.

Pediatric Clinic and Rainbow Pediatrics WILL NOT act as a medi

Discover, and American Express We do not bill for Co-Payments.

t. Payment
asterCard,

's care and

). However,
ny member
r insurance

butstanding
ible for any
D meet your
ice.

er’s license
iu to update
ard, ID and

'or services
Gadsden
ator in the

collection of our payments in circumstances of divorce or separation. If the

account is not resolved in a timely manner, both parents information will b
to our attorney for collection.

Signature Date

2 submitted
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Gadsden Pediatric Clinic Vaccine Statement

Here at Gadsden Pediatric Clinic, P.A.,

We firmly believe in the effectiveness of vaccines to prevent serious illness
lives.

We firmly believe in the safety of vaccines.

We firmly believe that all children and young adults should receive all of the

MELODIE O'BAR
ADMINISTRATOR

de to save

recommended vaccines according to the schedule published by the Centers *or Disease

Control and Prevention and the American Academy of Pediatrics.

We firmly belicve, based on all available literature, evidence and current stu!jics, that

vaccines do not cause autism or other developmental disabilities.

We firmly believe that vaccinating children and young adults may be the sinLle most
important health-promoting intervention we perform as health care providerf, and that

you can perform as parents/caregivers. The recommended vaccines and thei

schedule

given arc the result of years of scientific study and data gathered on milliong of children

by many bright scientists and physicians.

It is for these reasons that Gadsden Pediatric Clinic requests, recommends, and stropgly
encourages all parents to vaccinate their children according to the CDC’s recommended vaccine
schedule. If you have questions or concerns about vaccines, we are happy to discusy them with

you.

Gadsden Pediatric Clinic Providers

Parent/GuardianSignature:

Date:

ver. 05/2023
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Medicaid Policy

The following policy applies to patients with Alabama Medicaid:

1. Unless there is an emergency that necessitates an emergency room visit, flatients are
required to receive medical care at Gadsden Pediatric Clinic/Rainbow Pediatrics.

2. Patients are required to have all Medicaid screening visits performed by aProvider at
Gadsden Pediatric Clinic/Rainbow Pediatrics.

3. Well child visits are required. Dismissal from Gadsden Pediatric Clinic/Raimbow Pediatrics
will occur if there are two (2) no show appointments.

4. Payment in full will be expected after fourteen (14) sick visits per year have occurred.

Patients: (List all children)

Parent / Guardian Signature

Date
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NO SHOW POLICY

Patient appointments are scheduled so that each patient receives the right amount o
seen by our Providers and staff. For this reason, it is very important that you keep yq
scheduled appointment with us, and arrive on time.

If you are unable to keep your scheduled appointment, please contact us so we may
reschedule you, and accommodate those patients who are waiting for an appointmer

MELODIE O'BAR
ADMINISTRATOR

time to be
ur

=

After three consecutive no-shows to your appointment, our practice may decide to tefminate its

relationship with you resulting in the dismissal of your child/children from our Practicg.

X
(Signature: Parent/guardian)

X

(Date Signed)

X

(Witnessed by — Gadsden Pediatric Clinic Staff)

e

SV A ———————



Gadsden Pediatric Clinic
501 Bay Street Gadsden, Alabama 35901
Phone: 256-543-2894 Fax: 256-543-8185

Rainbow Pediatrics
280 Kids Way Rainbow City, Alabama 35906
Phone: 256-442-2898 Fax: 256-442-2868

Authorization to Disclose Protected Health Information

This form is for all record requests.

RELEASE INFORMATION FROM: RELEASE INFORMATION TO:

Specify Provider/Organization Name and Facility Specify Provider/Organization Name and Facility
Address Address

Organization Name: Organization Name:

Address: Address:

By signing this Authorization, | authorize my Health Care Provider to disclose my protected health information.
IDENTIFYING INFORMATION AT THE TIME OF SERVICE
PATIENT’S FULL NAME

MAIDEN OR.OTHER NAME

DATE OF BIRTH / / SSN/MEDICAL RECORD #

ADDRESS
Mailing Address, City, State, Zip

Covering the period(s) of health care:

FROM (Date) /| | TO(Date) /| /

1. Information authorized for disclosure, if included in my records:
Complete Health Record

Visit/Discharge Summary

Clinical Documentation of Physical

Documentation of Consultation

Immunization Records

Progress Reports

Radiology and Diagnostic Imaging Reports

oooogoo

Photographs, Videos, Digital or Other Images

FORM Js
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[0 Pathology Reports
[0 Laboratory tests (please specify)

[] Other (please specify)

2. If applicable, | also give permission for the following “Sensitive Protected Health Information” to be
disclosed (please initial below):

Acquired Immunodeficiency Syndrome (AIDS) or Infection with Human Immunodeficiency Virus
(HIV)

Behavioral Health Services / Psychia'ric Care
Treatment for Alcohol and/or Drug Al use

Sexually Transmitted Diseases (STD

O0Oo0d

Genetic Counseling / Testing

I understand that the information dis:;losed pursuant to this Authorization, except information
Initial  protected by Federal and/or State regulations about confidentiality of drug and alcohol abuse
records, HIV and Mental Health, may be subject to re-disclosure by the recipient and no longer
protected by federal privacy regulatics or other applicable state and federal laws.

3. The purpose for which disclosure is autharized (check where applicable):
[0 Medical Care [ ] Insurance [] Ewenefit eligibility [ ] Immunization

Other:

4. | understand that | have a right to revoke this authorization at any time. | understand that if | revoke this
authorization | must do so in writing and present my written revocation to the provider(s) of care.
I understand that the revocation will not apyly to information that has already been released in response to
this authorization. | understand that the revc :ation will not apply to my insurance company when the law
provides my insurer with the right to review o contest a claim. Unless otherwise revoked, this authorization
will expire on the following date, event, or coidition:

(Date) / / . If I fail to specify ar expiration date, event, or condition, this authorization will
expire in 90 days. If this authorization periains to oneself as the patient, the expiration date can be
documented as unlimited. If documented #s such, (Initial here ) it is the responsibility of the

individual to notify the practice of any life changes, i.e. guardianship, so that appropriate
documentation is given for the change.

5. lunderstand that any disclosure of healthca e information carries with it the potential for unauthorized and
future re-disclosures, as allowed by HIPAA and other federal privacy rules. If | have questions about
disclosures of my health information, | can ccatact my provider of care.

6. This facility, its employees, officers, and phys cians are hereby released from any legal responsibility or
liability for disclosure of the above informatio" to the extent indicated and authorized herein.

Signed: Patient — (or Legal Representative, arent or Legal Guardian) (Relationship if not Patient)
ID Provided Date / /

Official Use Only
Name/Title of Person Releasing Information:

Date / /

FORM Js
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