
Patient(s) Information

Child +r:
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child

child

Welcome!

New Patient Registration Form

[ ,u," [-J p"n o1. [---l otl,.r/Non-Binary, DoB:-

l--l Mul" il n'.,rrul. L] o,nur7*on-Bi.ary, DOB:-

I ,uru I Fu,r,ol" E oth".7Non-Binary, DoB:-

[] *u,. t] r'.-ul" [--] oth"./Non-Binary, DoB:-

|---l Mul" [-J p.*ol" n oth"rTNo,r-Binary, DoB:-_-

Child +4:

Child #

Parent#1

I Iome Address :- APt

City: State:-ZiP:-
***please send us a copy of the immunization record and insurance card front/back***

[-,] Moru [-J p.,r.,ul" L] otr.,"./No,r-Binary, DoB:---
Address (if different from patient's):

City: State:-Ziv:-

Primary Phone Number:

Home Address i_ Apt.-

[,-,] Mor" [--] F.*oru [.,,] oth"r/Non-Binary, DoB:-==-
Address (if different frorn patient's):

Honre Address i- APt.-

.State:-zip:-

Primary Phone Number i 

-E-mail 

:

Profession:

Name:

Parent#2

Narne:

***lncomplete form will result in a delay to complete registration, and scheduling appointments with the doctors ***
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No Show & Late Cancellation PolicY

A great deal of planning is done for your appointment. Changes and cancellations to our schedule

without adequate notice are very disruptive to our office. For this reason, we ask that changes to your

appointment be made at least 24 hours in advance. A S75 fee will be assessed for late cancellations and

no shows.

Late arrival: We will do our best to accommodate patients arriving past their scheduled appointment

time for well visits (no more than 15 minutes),but we may need to reschedule those that would lead to

significant delays in seeing our other regularly scheduled patients.

Signature Date

School Forms & Health Forms & Other Medical Forms

We charge a S25 administrative fee per (form,lette4 medical record request), per child and thrive to

provide those in a timely fashion. lf not at the time of your visit, we will email the form or mail it to you

the following daY'

Signature Date



PRIVIA
14[DICAL GROI.JP

AurnontznloN AND CoNsexr ro TRrmNrrur

Assionment of Benefits and Authorization to
Rele-ASg MedicA!-lnformatio-n I hereby certify that the
insurance information I have provided is accurate,
complete and current and that I have no other
insurance coverage. I assign my right to receive
payment of authorized benefits under Medicare,
Medicaid, and/or any of nry insurance carriers to the
provider or supplier of any services furnished to me by

that provider or supplier. I authorize my provider to file
an appeal on my behalf for any denial of payment
and/or adverse benefit determination related to

services and care provided. lf rrry health insurance plan
does not pay my provider directly, I agree to foruvard to
my provider all health insurance paymonts wlriclt I

receive for the services rendered by my provider and
its health care providers. I authorize my provider or any
holder of medical information about me or the patient
named below to release to my health insurance plan
such information needecl to determine these benefits
or the benefiis payable for related services. I

understand ilrat if rny provider does not participate in

my insurance plan's network, or if I am a self-pay
patrent, this assignment of benefits may not apply.

Guarantee of Pavment & Pre-Certification. ln

consideration of the services provided by nry provider,

I agree that I am responsible for all charges for services
I receive that are not covered by my health insurance
plan or for which I am responsible for payment under
my health insurance plan. I agree to pay all charges not
covered by my health insurance plan or for which I am
responsible for payment under my health insurance
plan, I further agree that, to the extent permitted by law,

I will reimburse my provider for all costs, expenses and
attorney's fees incurred by my provider to collect those
charges,

lf my insurance has a pre-certification or authorization
requirement, I understand that it is my responsibility to
obtain auihorization for services rendered according to
the plan's provisions. I understand that my failure to do

so may result in reduction or denial of benefit payments

and that I will be responsible for all balances due.

Conse!-t to Trealment I hereby voluntarily consent

to the rendering of such care and treatment as my
providers, in their professional judgment, deem
necessary for my health and well-being.

lf I request or initiate a telehealth visit (a "virtual visit'),

I hereby consent to participate in such telehealth visit

and its recording and I understand I may terminate
such visit at any time.

My consent shall cover medical examinations and

diagnostic testing (including testing for sexually

transmitted infections andior HlV, if separate consent

is not required by law), including, but not limited to,

minor surgical procedures (including suturing), cast

application/renrovals and vaccine administration. l\4y

consent shall also cover the carrying out of the orders

of my treating provider by care center staff . I

acknowledge that neither my provider nor any of his or

her staff have made any guarantee or promise as to
the results that I will obtain.

ConsenLto Cat!. Eryait Llext I understand and

agree that my provider may contact rne using

automated calls, emails and/or text messaging sent to

my landline and/or mobile device, These

communications may notify me of preventative care,

test results, treatment recommendations, outstanding
balances, or any other communications from my

provider. I understand that I may opt-out of receiving all

such communications from my provider by notifying my
provider's staff, by visiting "My Pro{ile" on my myPrivia

Patieni Portal, or by emailing the Privacy Officer at

orivacv()nriviahcaltlt.com.

HtPAA.l understancl that my provider's Privacy Notice

is available on my provider's website and at

p-Il-ylqlrcsl1h.e-e-rll/hinaa : pl-i-Y0cY-:Lla-li9a/ a n d th a t I m a y

request a paper copy at my provider's reception desk'

t hereby acknowledge that I have received my provider's Financial Policy as well as my provider's Nofice

of privacy Practicei. I agree to the ferrrls of my provider's Financiat Policy, the sharing of my information
via HlE,*'and consenf ti my treatment by my-provider. This form and my assignment of benefifs applies
and extends fo subseguent visits and appointrnents with all Privia Health affiliated providers.

Printed Name of Patient: Email:

* Signature: .. -". -........ ., . , .: Date:..
- ro Oe tU ; mlior or otherwise not competent

Name and Relationship of Person Signing, if not Patient:
*Note: lf you do 2o.!want to participate in Heatth lnformation Exchange (HtE), it is vour resportsibility to fallow the

instructlons outiiii,ed on the my provider HIE Opt.Out Requesf Form and/or contact the HIE directly.

Privia Firxnnjill P(licy a Nolcc or Privncy Pradicea Efteclive Sopletrbet 202c


