
WESTERVILLE PEDIATRIC SPECIALISTS, INC. /SUNBURY MILLS PEDIATRICS

Parent/Guardian Name: _________________________________________M.I.______ Relationship:______________________________________
Address: ______________________________________________________________________________________________________________
City: ________________________State: _____Zip: ________ Date of Birth: _____________________ SSN#: _______________________
Cell Phone:___________________________ Home Phone: ____________ _____________ Work Phone:_________________________________
Email Address: ___________________________________________________________ Employer: ___________________________________

Parent/Guardian Name: _________________________________________M.I.______ Relationship:______________________________________
Address: ______________________________________________________________________________________________________________
City: ________________________State: _____Zip: ________ Date of Birth: _____________________ SSN#: _______________________
Cell Phone:___________________________ Home Phone: ____________ _____________ Work Phone:_________________________________
Email Address: ___________________________________________________________ Employer: ___________________________________
----------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------
PHARMACY Name, Address & Phone Number: ______________________________________________________________________________
I give permission for my medical provider to access pharmacy information from the pharmaceutical clearing house: Yes No
-----------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------
CHILDREN: Please circle:
Name: M/F________Date of Birth: __________
Name: ______ M/F ____ Date of Birth:___________________________________
Name: ______________ M/F ___ _Date of Birth: _______
Name: __________M/F __Date of Birth:__________________________________
Name: __________M/F _ Date of Birth:_____________________________ _____
Name: M/F________Date of Birth: __________
In order to assist us in meeting Meaningful Use Measures with the U.S. Government, please answer the following questions below
regarding your children:
Race: (Please circle one) American Indian or Alaskian Asian Black or African American Native Hawaiian or Other

Refuse to Report/Unreportable White
Ethnicity: (Please circle one) Hispanic or Latino NonHispanic or Latino Refuse to Report
Primary Language: (Please circle one) English Hearing Impaired Other __________________________________
-----------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------

INSURANCE INFORMATION (Please present insurance card upon check-in)
1) Name of Insurance Company:___________________________________________________________________________________________
Name of person who carries the insurance: :__________________________________________ SSN#:________________________________
Relationship to Patient: ________________________________________________________________________________________________

2) Name of Insurance Company:___________________________________________________________________________________________
Name of person who carries the insurance: :__________________________________________ SSN#:________________________________
Relationship to Patient: ________________________________________________________________________________________________

Assignment and Release
Payment and/or copayment is required at the time the service is rendered. I hereby authorize my insurance benefits
be paid directly to the physician, and I authorize the physician to release any information required to process any claims. I
acknowledge that I am financially responsible for any non-covered services. By my signature, I authorize release of
immunization records, daycare forms, and medical records to another healthcare provider or daycare/school.

Signature:____________________________________Printed Name:________________________________Date:______________



AUTHORIZATION TO RELEASE PROTECTED HEALTH INFORMATION
Name & address of party to send medical records

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

The undersigned understands and acknowledges that:
● He/she has the right to end the authorization by submission of a written request to the doctor or medical
group listed above. Uses and discloses (releases) made between the authorization date and the date of ending
or expiration date are permitted and approved by the undersigned.

● The doctor or medical group listed above is prohibited from conditioning treatment, payment, or enrollment
upon giving of this authorization.

● The information released may be subject to re-disclosure (release) by the recipient and may no longer be
protected by Federal privacy law.

____________________________________________________________Date:________________________

Signature of parent or legal guardian

Child’s name: ___________________________________________Date of birth: _______________________

Child’s name: ___________________________________________Date of birth: _______________________

Child’s name: ___________________________________________Date of birth: _______________________

Child’s name: ___________________________________________Date of birth: _______________________

CIRCLE THE LOCATION THAT RECORDS SHOULD BE MAILED TO:

Westerville Pediatric Specialists, Inc . or Sunbury Mills Pediatrics
575 Westar Crossing, Suite 101 450 South Miller Drive, Suite 100
Westerville OH 43082 Sunbury OH 43074
614/508-2223 740/965-6369

IMMUNIZATION RECORD ONLYMAY BE FAXED TO:
Westerville Sunbury
614/508-2233 740/965-6371

Description of information to be released/disclosed (circle all that apply):
 All medical records  Immunization record

 Other: ________________________________________________________________________________

Purpose or need for release (circle applicable purpose):
 Continuation of medical care  Payment of insurance claim  Legal

 Personal  Other: __________________________________________________

This authorization is in effect for six (6) months from date of signature, or until: ____/____/____

Printed Name: _____________________________________________________________________________

A copy of this authorization will be made available upon request to the individual granting the authorization.



Westerville Pediatric Specialists, Inc. Sunbury Mills Pediatrics
575 Westar Crossing, Suite 101 450 South Miller Drive, Suite 100

Westerville OH 43082 Sunbury OH 43074
614/508-2223 740/965-6369

AUTHORIZATION TO SEEKMEDICAL CARE

Patient(s) name(s): _________________________________________________

__________________________________________________________________

__________________________________________________________________

The following individuals named below and their relationship to the patient(s) are authorized to
schedule appointments and seek care for illness or injury for the above named patient(s) with the
physicians and nurse practitioners of Westerville Pediatric Specialists, Inc. Please be advised the
individuals named below are people who will have access and knowledge of private health
information:

1) ___________________________________________________________________________
Relationship

2) ___________________________________________________________________________
Relationship

3) ___________________________________________________________________________
Relationship

4) ___________________________________________________________________________
Relationship

Please note: We understand that grandparents, baby sitters, or otherwise might render care for
your children. However, if the visit with Westerville Pediatric Specialists, Inc. is for a well child
routine visit, it is the policy of Westerville Pediatric Specialists, Inc. not to perform such services
unless a parent, or legal guardian is present. Additionally, immunizations must be authorized
by the parent or legal guardian by federal law.

I __________________________________________, parent/legal guardian of the above named
patient(s) give permission for the above named authorized individuals to seek medical care in my
absence.
______________________________________________________________________________

Printed Name Signature Date

Notary: __________________________________ Witness: ___________________________

County: _________________________ State: _____________ Expires: _________________



Westerville Pediatric Specialists, Inc. Sunbury Mills Pediatrics
575 Westar Crossing, Suite 101 450 South Miller Drive, Suite 100
Westerville OH 43082 Sunbury OH 43074

614/508-2223 740/965-6369

Authorization for Step-parent To Seek Medical Care

Patient(s) name(s): _________________________________________________

__________________________________________________________________

__________________________________________________________________

The following step-parent(s) named below is authorized to schedule appointments and seek care
for well child routine visits including immunizations, illness or injury for the above named
patient(s) with the physicians and nurse practitioners of Westerville Pediatric Specialists, Inc.
Please be advised the individuals named below are people who will have access and knowledge
of private health information:

___________________________________________________________________________

I __________________________________________, parent/legal guardian of the above named
patient(s) give permission for the above named authorized individuals to seek medical care in my
absence.

______________________________________________________________________________
Printed Name Signature Date

Notary: __________________________________ Witness: ___________________________

County: _________________________ State: _______________ Expires: _______________



Westerville Pediatric Specialists, Inc. Sunbury Mills Pediatrics
575 Westar Crossing, Suite 101 450 South Miller Drive, Suite 100
Westerville OH 43082 Sunbury OH 43074

614/508-2223 740/965-6369

Authorization for Co-Custodial Parent To Seek Medical Care

Patient(s) name(s): _________________________________________________

__________________________________________________________________

__________________________________________________________________

The following co-custodial parent(s) named below is authorized to schedule appointments and
seek care for well child routine visits including immunizations, illness or injury for the above
named patient(s) with the physicians and nurse practitioners of Westerville Pediatric Specialists,
Inc. Please be advised the individuals named below are people who will have access and
knowledge of private health information:

___________________________________________________________________________

I __________________________________________, parent/legal guardian of the above named
patient(s) give permission for the above named authorized individuals to seek medical care in my
absence.

______________________________________________________________________________
Printed Name Signature Date

Notary: __________________________________ Witness: ___________________________

County: _________________________ State: ______________ Expires: _______________



Westerville Pediatric Specialists, Inc. and Sunbury Mills Pediatrics Financial Policy

Thank you for choosing us as your child’s healthcare provider. It is our goal to provide quality care to our patients and
their families. Your understanding of our office policies is important to our professional relationship.

Required at Check-In
 Provide current personal information at each visit
 Provide a current insurance card at each visit
 Payment of your co-pay, co-insurance, or any deductible
 Payment of any outstanding balance
 Payment of today’s visit if you do not have insurance

Insurance Plans
Your insurance plan is a contract between you, your employer and the insurance company; we are not a party to that
contract. Please understand that we will bill for all services rendered according to approved CPT Coding Guidelines. This
may result in a co-pay/co-insurance/or deductible amount that becomes your responsibility, even for a preventive visit.
We will be happy to file your claim(s) with the primary insurance company; all charges are your responsibility from the date
that services are rendered. In order for us to file a claim, you must present a current copy of your insurance card
at each visit and let us know of any changes in your personal information.

Miscellaneous Charges
 Returned Check Charge – Non Sufficient Funds (NSF) checks are subject to a $40 fee (in addition to fees from your

bank).
 Medical Records Charge – There is a $30 fee per patient if you would like a copy of your medical records sent to a non

physician entity, yourself or another physician. However, if a collaborating physician or specialist requests portions of
your chart to assist in your child’s care, there is no charge. There is a $15 fee per patient per form for completion of
the following forms: Life Insurance, F.M.L.A. and Social Security Disability applications.

 Shot Record Fee (applies to inactive, collections or dismissed patients) – Once records are sent to another physician or
you transferred out of our office, your records are inactive. If you only request shot records for your children there
is a $25 fee for the shot record per child.

 Collection Fee - If your account balance becomes 90 days past due, you will be given a 30-day notice. At the end of the
30 days, all portions due (not including insurance pending) will be sent to an outside collection agency. Please note that
an additional 30% collection fee will be applied to your balance at this point and we will be unable to see your children.
You agree, in order for us to provide services for you and your account and/or to collect any amounts you may owe, we
may contact you by telephone at any telephone number associated with your account, including wireless telephone
numbers, which could result in charges to you. We may also contact you by sending text messages or e-mails, using any
e-mail address you provide to use. Methods of contact may include using pre-recorded/artificial voice messages
and/or use of an automatic dialing device, as applicable.

 Non Payment of Co-pay Fee - Nonpayment of your co-pay by the end of the business day on the date of service will
result in an additional $25 charge.

 Missed Appointment Fee – A $40 fee will be billed when there is a failure to provide a 24 hour cancellation notice of
well child appointment and recheck appointment or a failure to provide a 2 hour cancellation notice for a same day
scheduled appointment per child. This charge is not covered by insurance and you will be responsible for payment. Our
office provides reminder calls for appointments scheduled in advance; this is a courtesy only and has no effect on the
financial obligation for missed appointments.

 Missed Appointment Fee that requires Interpreting Services - If an interpreter is scheduled and you miss your
appointment or fail to cancel after the appointment time, your missed appointment fee is $55.

_______________________________________________________________________________________
Printed Name Signature Date



Initial History Questionnaire _____________________________________
Patient Name

________________________________________ ______________________________ □ M □ F
Form completed by Date completed Birth Date Age

Household

Yes No
□ □ GENERAL HEALTH:Excess weight loss, excess weight gain, tiredness, fevers, thirst, loss of appetite
□ □ SKIN:Rash, change in color, texture of hair, recurrent sores or infections, new lump
□ □ HEAD:Headaches, recent trauma
□ □ EYES:Drainage, pain, double vision, blurry vision, recent and frequent changes in strength of

glasses/contacts
□ □ EARS:Pain, drainage, loss of hearing, history of ear infections
□ □ NOSE:Bleeding, constant stuffiness, mouth breathing, snoring, discharge
□ □ SINUSES:Sinus headache, hay fever or allergies, pain, pressure, drainage, history of sinus infections
□ □ THROAT:Sore throat, infection, ulcers or canker sores, tooth aches or problems, enlarged glands, dental

problems
□ □ BREAST:Early development, late development, soreness, discharge
□ □ RESPIRATORY/BREATHING:Cough, pain, wheezing, shortness of breath, infection, difficult breathing at night or

with exercise
□ □ CARDIAC (HEART) & VASCULAR:Fast heart beat (palpitations), irregular beat, blue color of fingers/toes
□ □ BLOOD (HEMATOLOGY):Anemia, bleeding, swelling of the lymph nodes, easily bruised
□ □ GASTROINTESTINAL:Nausea, vomiting, diarrhea, heartburn, constipation, recurrent stomach ache
□ □ KIDNEY (GENITOURINARY):Pain or blood with urination, difficulty urinating, frequent urinating, bedwetting
□ □ FEMALE REPRODUCTIVE:Early puberty, late puberty, no periods, irregular periods, too frequent periods, heavy

bleeding with periods, spotty bleeding, severe cramps, vaginal discharge
□ □ MALE REPRODUCTIVE:Early puberty, late puberty, small growth, hernias, pain, discharge from penis
□ □ MUSCLE & SKELETAL:Cramps, pain, weakness, joint swelling, curvature of back, injury
□ □ NEUROLOGIC:headaches, dizziness, blackouts, seizures, weakness in arm or leg, tingling in arm or leg, balance

or coordination problems, memory changes, confusion



Westerville Pediatric Specialists, Inc. and Sunbury Mills Pediatrics
Missed Appointments Policy

Here at Westerville Pediatric Specialists, Inc., it is our goal to provide quality
care to our patients and families. It is important to recognize the length of the
appointment time slot varies to allow the physician or nurse practitioner enough
time to spend with your child.

Please call our office 2 hours prior to cancel a sick appointment. Call at least 24
hours prior to your child’s well check-up or recheck appointment. We ask this of
you so that another patient who needs an appointment can use a cancelled
appointment time slot.

We have implemented the following non-cancelled Missed Appointments Policy
therefore, your account will be subject to the following:

► $40 charge for each non-cancelled missed appointment per child
► No longer be able to schedule early morning, evening, or

Saturday appointments for well child or rechecks (only sick
will be scheduled)

Please be advised that excessive, non-cancelled missed appointments will result in
review of your account and in possible dismissal from our office.

We appreciate your understanding and will be happy to answer questions that
arise. Thank you.

_____________________________________________________
Print name Signature Date

3/18 This policy is subject to change without notice at the discretion of management.



Westerville Pediatric Specialists, Inc. Sunbury Mills Pediatrics
575 Westar Crossing, Suite 101 450 South Miller Drive, Suite 100

Westerville OH 43082 Sunbury OH 43074
614/508-2223 740/965-6369

PRIVACY CONSENT

Consent for care: I, with my signature, authorize Westerville Pediatric Specialists, Inc. and
Sunbury Mills Pediatrics, and any employee working under the direction of the physicians, to
provide medical care for this patient for which I am the legal guardian. This medical care may
include services and supplies related to this person’s health and may include (but not limited to)
preventive, diagnostic, therapeutic, rehabilitative, maintenance, palliative care, counseling,
assessment or review of physical or mental status/function of the body and the sale or
dispensing of drugs, devices, equipment or other items required and in accordance with a
prescription. This consent includes contact and discussion with other health care professionals
for care and treatment.

Consent for release of information: for payment and operations: I also authorize this practice to
furnish information to the identified insurance carrier(s) for any and all payment activities. I
further consent to the use for any practice operational needs as identified in the practice’s privacy
notice.

Consent for assignment of benefits: I consent to assign all payments for these services to this
practice. I understand that I am responsible for all co-payments, amounts applied to deductibles
and other amounts deemed to be my responsibility by the payment sources, as required by the
contract with my insurance plan and state regulation. I further understand that my contract with
my insurance entity may or may not cover some services. It is my responsibility to obtain
information from my health plan about service coverage. If I seek care outside of the contract, I
am aware that I may be responsible for all charges that are incurred.

Consent related to the Privacy Statement: I have had a chance to review the Practice Privacy
Statement as part of this registration process. I understand that the terms of the Privacy Statement
may change and I may obtain these revised notices by contacting the practice by phone or in
writing. I understand I have the right to request how my protected health information (PHI) has
been disclosed. I also have the right to restrict how this information is disclosed, but this
practice is not required to agree to my restrictions. If it does agree to my restrictions on PHI use,
it is bound by that agreement.

I understand that this practice may refuse services to me if I refuse to sign this consent. I may
revoke this consent at any time, but the practice may refuse further services at that time.

Parent/Guardian Signature ______________________________________ Date _____________

Printed Name _________________________________________ Relationship _____________

Copy of Practice Privacy statement signed or initiated with parent/guardian on:______________

Effective, April, 2003



Westerville Pediatric Specialists, Inc. Sunbury Mills Pediatrics
575 Westar Crossing, Suite 101 450 South Miller Drive, Suite 100

Westerville OH 43082 Sunbury OH 43074
614/508-2223 740/965-6369

FAX: 614/508-2233 FAX: 740/965-6371

PRIVACY STATEMENT
Effective April 1, 2003
Revised 4/2009, Revised 6/2015

THIS NOTICE DESCRIBES HOWMEDICAL INFORMATION ABOUT YOUMAY BE
USED AND DISCLOSED AND HOWYOU CAN GET ACCESS TO THIS
INFORMATION. PLEASE REVIEW IT CAREFULLY.

 This is a formal notification, as defined by CMS (Centers for Medicare and Medicaid
Services) and Federal and State laws concerning the privacy policy of this practice and
reporting requirement regarding identity theft and fraud. It is important that all patients and
staff members understand the importance of guarding patient information.

 Medical records and personal health information, by law, must be maintained in the strictest
of confidence. We cannot release such information to others without your written consent,
including conversations, reminder calls, test results and any other information that may be of
confidential nature. Patient information about health care is identified as “PHI” or protected
health information.

 This policy requires that you, the parent or legal guardian, identify who we may talk to, how
we can leave information on your child(s)behalf, and the process of ongoing continuity of
medical care at the time of registration with this practice.

 Your protected health information (PHI) can be used or disclosed with your written consent
as follows:
 For treatment in this practice and other locations under the physician’s immediate care.

This may include any referral for services such as labs, x-rays or other diagnostic testing
or treatment related to your medical care needs. This may also include conversations
with other physicians.

 For obtaining payment for treatment with your identified insurance or health coverage
program. This would include any documentation related to this process, which may
include history forms, progress notes, or procedure notes. This would include eligibility
verification, prior authorization and claim submission.

 For operations of this practice, such as enrolling with insurance programs, hospital
privileges, accounting, and compliance with federal and state laws and regulations.

 Appointment reminders and health related benefit services only with your consent
identified on the registration form.

 Disclosure, concerning any related health care information, with family and friends
indicated on the registration form. This list may be modified at any time orally, followed
by written consent.

 Consent is not required for emergency care and treatment. An emergency is
considered a medical condition that, in the judgment of the physician or medical entity,
requires immediate and full information for care.

 Certain disclosures can be made without your consent. They are as follows:
 Disclosure required by the government or law enforcement agencies. Specific areas that

require release include gun shot wounds and any suspected victims of abuse or neglect.



 Information used for public health purposes, medical examiners or related to a person’s
death, or for the health department for disease tracking.

 Information used for health care oversight, such as a site review by an insurance program
 Information related to organ donation
 Information related to certain research procedures. The majority of this information is

stripped of any personal data, and is normally generic (age, sex, diagnosis) in nature.
 Information provided to avoid harm if there is a threat to the patient’s or other’s safety.
 Specific governmental functions.
 Workers compensation review.

 Your rights with respect to your protected health information
 The right to request limits on the uses and disclosure at registration or any time during

your care
 The right to choose how we send this information to you, including an alternate address
 The right to see and obtain copies of this information, but you may expect copy and

postage fees
 The right to obtain a listing of those to whom we have made disclosures to regarding your

PHI
 The right to correct and update your file through an amendment process, if appropriate

 Westerville Pediatric Specialists, Inc. reserves the right to modify or change this Privacy
Statement and process at any time. Revisions to the Notice will be available upon request by
contacting the office. The changes will be effective retroactively to the initial date of the
Privacy Notice. An updated Privacy Notice will be posted in the office within 60 days of the
revision.

 If you have a concern or complaint about how your protected health information is being
used, you should first contact our office to see if we can resolve your concerns. You may
contact the Office of Civil Rights or the Ohio Medicare Carrier, GBA Palmetto.
 Contact the office manager, Teri Campbell, and complete a complaint form for review

and discussion.
 If you are not satisfied with this response, you may report the practice to:

Office of Civil Rights
Regional Manager
Department of Health and Human Services
233 N. Michigan Ave, Suite 240
Chicago, Illinois 60601
(312)886-1807

or the local Medicare Part B Intermediary
GBA Palmetto
Part B Operations – HIPAA Compliance Concern
PO Box 182957
Columbus, OH 43218

__________________________________________________________________________
Parent/Legal Guardian Signature Date

This confirms receipt of Privacy Notice & copy given to Parent/Legal Guardian
---------------------------------------OFFICE USE ONLY-------------------------------------------------
Refused to sign – witness______________________________________________________

Scanned to EMR ____________________________________________________________
Date Patient(s) name(s)
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