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MINOR CONSENT FORM TOKES Damusitation Reptay
(Please print clearly)
For Clinic/Office Use
Child’s Last Name
Child’s First Name Child’s Middle Name
/ ' / [ *Children under 18 years only. Child’s Gender: [ Mate [[] Femate
Child’s Date of Birth
Child’s Address Apartment # Telephone
City State Zip Code County
Mother’s First Name Mother’s Maiden Name

ImmTrac, the Texas immunization registry, is a free service of the Texas Department of State Health Services (DSHS). The
immunization registry is a secure and confidential service that consolidates and stores your child’s (under 18 years of age) immunization
records. With your consent, your child’s immunization information will be included in ImmTrac. Doctors, public health departments,
schools and other authorized professionals can access your child’s immunization history to ensure that important vaccines are not missed.

The Texas Department of State Health Services encourages your voluntary participation in the Texas immunization registry.

Consent for Registration of Child and Release of Immunization Records to Authorized Entities

[ understand that, by granting the consent below, I am authorizing release of the child’s immunization information to DSHS and I further
understand that DSHS will include this information in the state’s central immunization registry (“ImmTrac”). Once in ImmTrac, the
child’s immunization information may by law be accessed by:
e a public health district or local health department, for public health purposes within their areas of jurisdiction;
e aphysician, or other health-care provider legally authorized to administer vaccines, for treating the child as a patient;
e a state agency having legal custody of the child;
¢ a Texas school or child-care facility in which the child is enrolled;
e a payor, currently authorized by the Texas Department of Insurance to operate in Texas, regarding coverage for the child.
I understand that I may withdraw this consent to include information on my child in the InmTrac Registry and my consent to release
information from the Registry at any time by written communication to the Texas Department of State Health Services, ImmTrac Group —
MC 1946, P.O. Box 149347, Austin, Texas 78714-9347.

By my signature below, I GRANT consent for registration. I wish to INCLUDE my child’s information in the Texas
immunization registry.

Parent, legal guardian or managing conservator:
Printed Name

Date Signature

Privacy Notification: With few exceptions, you have the right to request and be informed about information that the State of Texas collects about you. You are entitied to receive and review
the information upon request. You also have the right to ask the state agency to comrect any information that is determined to be incorrect. See http://www.dshs.state.tx.us for more
information on Privacy Notification. (Reference: Government Code, Section 552.021, 552.023, 559.003 and 559.004)

Upon completion, please fax or mail form to the DSHS ImmTrac Group or a registered Health-care provider.

Questions? (800) 252-9152 o (512) 776-7284 o Fax: (866) 624-0180 e www.ImmTrac.com Stock No. C-7
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l* TEX AS PROVIDERS REGISTERED WITH ImmTrac — Please enter client

Department of information in ImmTrac and affirm that consent has been granted.
State Health Services DO NOT fax to ImmTrac. Retain this form in your client’s record.
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Patient Names: COMPLETE ONE PER FAMILY

FINANCIAL POLICY

We are committed to providing your child(ren) with the best possible medical care. If you have special financial
needs, we are willing to work with you. The following information is provided to avoid any misunderstanding or

disagreement concerning payment for professional services.
We will file primary insurance as a COURTESY; however, YOU ARE ULTIMATELY

RESPONSIBLE FOR YOUR CHILD(REN)'S CHARGES.

Our office participates with a variety of insurance plans. Itis your responsibility to:
e Bring your insurance card and photo I.D. at every visit.
e Pay your Co-Payment and/or any deductibles at each visit.
e Payin full for any medical care or services that are not covered by your insurance plan.

If your child(ren) has insurance that we do not participate with, or your child(ren) does not have insurance,
payment in full is expected at the time of service. Your child(ren) will be a “Private Pay” patient in our
office. We offer a discount to “Private Pay” patients if the charges are paid at the time of service.

If your insurance plan is a HMO or POS policy, it may require you to choose a PCP (Primary Care
Provider). You will need to choose a physician from our practice prior to making any appointments to be
seen with us. We will be unable to see your child(ren) until this change is made.

You are responsible for filing secondary insurance claims for federal and state sponsored health
insurance carriers.

You are financially responsible for any amount not covered by your child(ren)’s plan.
You are financially responsible for all charges incurred in your child(ren)’s care and treatment.

If your check is returned for non-sufficient funds or any other reason, your account will be charged
a $25 Returned Check Fee. If one check is returned to us for any reason, your account will be
marked to not ailow further payments to be made by check.

If you have questions about your insurance, we are happy to help. However, specific coverage issues
should be directed to your insurance company member services department. The telephone number is

usually located on your insurance card.

In an effort to maintain our patients’ accounts in good standing for outstanding balances that are greater
than 90 days old, payments must be made to maintain account balances that are less than $100. If a large
amount is due, then we may allow you to pay 10% of the balance if a payment plan for the remaining

balance is agreed upon.

If you fail to make payment for services that are rendered to you, your outstanding balance will be sent to
an outside collection agency. You will be responsible for any fees associated with the collection of your
outstanding balance. Failure to meet your financial obligations with this office could lead to dismissal from

the practice.

To protect your child(ren)'s records, we ask you to provide our office with a driver’s license or other picture
identification. Annually, or as changes occur, we will ask you to update and sign our Family Information
Form. We will scan your insurance card, ID, and Family Information Form, into your child(ren)’s electronic
medical chart. We will check these documents prior to releasing your child’s records.

In cases of divorce and/or separation, the legal guardian and/or the person bringing the child(ren) in for
services will be held responsible for paying any balance originating from that visit. If you provide legal
documentation that someone other than the legal guardian is financially responsible and you provide billing
information for that responsible party, we will attempt to bill that party. However, if the balance is unpaid by
that person, you will be held responsible for the balance on your child(ren)’s account.

Payments may be requested by and returned to Drake Hospitalists, P.A. or Pecan Tree Pediatrics, P.A.
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