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PATIENT REGISTRATION FORM

Child’s Name Sex Birth Date SS#
)
()
()
()
Mother’s Name Date of Birth / / SS#
Home Address
Street City State Zip
Home Phone # Work Phone #
Mother’s Employer Mother’s Occupation
Employer’s Address :
Street City State Zip
Father’s Name Date of Birth / / SS#
Home Address
Street City State Zip
Home Phone # ‘Work Phone #
Father’s Employer Father’s Occupation
Employer’s Address
Street City State Zip
Former Pediatrician? Phone #
Whom may we thank for referring you to us?
Whom may we contact in case of emergency?
Insurance Company Policy Holder
Contract ID# Group #
Address of Insurance Co. Phone #

I give permission to

, to bring my children in for office visits, if I am unable to do so. 1
also understand that I will need to provide this person with the funds to pay office charges for these visits.

Guardian Signature Date

Please read each of the items below be
L AUTHORIZE Southside Pediatric to render medical care to my child/children.

Signature Date



N T T ' 34-F Medice] Park Boulevarg.
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WEWELCOME voU .. .

_ We ‘are board certified specialists in the Provision’ of health care 10 infants, chil
. Practice operates as a team member. As such, we act as advocates on your chijld’s beha
child: through our 8roup, you are ensuring the best care possible, .

ABOUT FINANCIAL ARRANGEMENTS &

We are committed to providing

dren, ahd;ado]es‘cent‘s} ,E__vc'rybne in‘this”
If: By providing ongoing primary. care.for your

MEDICAL INSURANCE
you with the best possibl

e care. If you have medical
-In order to achieve thes

¢ goals, we need your unders

- receive your maximum allowable benefits

insurance, we are anxious to. help you
tanding of our payment policy.

\ _ ' « We accept cash, checks, MasterCard
e-will | PPY 10 process claims with those insurance co

TP e . companies with which we participate, but yoy will be expected 1o
_pay any CO-payments and/or percentages of lab fees at time of service. For all other insurance companies, you are responsible fpr»_all
fees at time of service and must file for reimbursement from your insurance company, . o

: - We must emphasize that ag medical care providers, our relationship is with ¥ou, not yaur insurance com‘paﬁ,}{."Whﬂevthe
~ filing of claims 1 it] i j hich we participate is a courtesy that we extend to our patients, all Charges.are your
i ndered, If someone else is presumed liable for your bill, such ag a divo

reed spouse, we
your claim. However, we look to the panyﬂ-receiving-services'for

ases or insurancgdisputes. We realize that temporary’ financial |

“Problems may affecy lems do arise, we eNCOUTagE you 1o contact yg promptly prior to

tmely payment of your account, If such prob
your office visit fora '

fees. If it become_s necessary to refer

LeChIo : ay-be incurred, up to 1/3 (one-third)
-attempts by our billing office Of Your account prove 1o be unsuccesstul then yoy will

te : be dismissed from the practice and your account
- will-be. turneq Over to an outside: source, Charges may also be made for broken appointmen

notice. A'$25.00 no show fee wil] be applied 1o each child’s account after the second occurrence,
We will gl

adly discuss your charges prior to offy
ever that:

¢e visits and any questions relating 1o yourinsurance. You must realize, how-
1. Your insurance ig 3 contract
2. Our fees are considered to

If you have any questions gboy Imation or any uncertainty regarding Insurance coverage, PLEASE do ot hesitate to
askus; We are here to help you, ’ |

: SIGNATURE TThTree———

DATE



- Southside Pediatric Center
Guarantor's Agreement

whenever any health care provider, or

v e dire _ ! Care provider, is directly exposed to bodily
fluids of a patient in a manner which.may according to the current guidelines of the Center of Disease Control,

» the patient whose bodily fluids were

Posure shall be deemed to have consented to testing for infections with Human
!mmunodeﬂciency Virus and Hepatitis B or ¢, '

Ifthere is an exposure, and the patient's test is positive, the attending physician will notify the patient, any person
eXposed, and the VIRGINIA HEALTH DEPAR ' Ing wj -



(804) 520-8135
Fax (804) 520-8092"
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: : ‘ . . . give my Permission for the following person’s
to bring my child/children to Southslide' Pediatric Center for freatment, :

Name of Child/Children Authorized Person/Re’lationship

‘ ' give Southside Pediatric Center pPermission to
disclose health Information o my child/children to the fo] :

lowing persong,
Name of Child/Children Authorized Person/Relationship

Print Guardian Name |

Date
Sign Guardjan Name - ' Date

Date’

~



. 34-F Medical Park Boulevard
Sovthsidle ;'

Q) Petersburg, Virginia 23805
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| \ l" C Fax (804) 520-8092

Consent for Treatment

As parent or legal guardian (circle one) for

2

I give permission for Southside Pediatric Center to authorize any and all

medical treatment my child may need.

This consent is valid from to

Signature of parent or guardian Date




Southside Pediatric Center

AUTHORIZATION FOR RELEASE OF MEDICAL INFORMATION
' MARY C ARRIETA, MD., FAAP

Pa | | .

tients full name Date of Birth

—

Strest Address Social Security Number
S e

City, State, Zip Code ' Phone Numiber

Atthe request of the indlvidual, |

: , do -
(Patient Name) AN
Authorize Dr, Mary C Arrieta to (circle one) Recelve Send medical records,

- _PROGRESS NOTES
—LAB REPORTS
—HOSPITAL NOTES

—PATHOLOGY REPORTS —ALL'RECORDS
—EKG/EEG/CARDIAC CATH _OTHER
—RADIOLoOGY REPORTS

Information released from br {o:

——
Name of Physielan, Hospital, Agency, Etc,

_\.\' ~ )
Fax Number Street Address _

Phone Number

City, State, Zip Cods

Patient/Guardian/POA

NOTE: THERE wiLL 5
(PER PAGE UP TO
APPLICABLE),

E A CHARGE FOR RECORDS

IN ACCORDANCE W|TH THE VA
PAGE 50) ADDITIONAL $.25 PER

CODE 8.01-413, $.50
PAGE (FROM PAGE 51T AND Up)

+ ACTUAL POSTAGE (IF



