Cedar Creek Pediatrics
114 Plantation Ave., Cedartown, GA 30125

May 15, 2009
CONSENT FOR DR. SARA ROGERS AND DR. JACK ROGERS AND THEIR STAFF TO TREAT MY CHILD AND TO USE AND DISCLOSE PROTECTED HEALTH INFORMATION

TO PROVIDE TREATMENT:  I, acting as parent or guardian of the below named minor child, hereby authorize Dr. Sara Rogers and Dr. Jack Rogers and any of their staff to provide and render such medical care and treatment to the below named patient as is necessary under the circumstances, including, without limiting the generality of the foregoing, any of the following:  physical examination, laboratory testing, ordering x-rays and other imaging procedures, diagnostic testing, administration of medications and vaccines, physiotherapy, suturing and office surgical procedures. 

TO SEEK PAYMENT:  I authorize Dr. Sara Rogers and Dr. Jack Rogers and their staff to release to third party payers (insurance companies, Medicaid, Peachcare) such medical information (PHI) as is necessary to obtain payment for services provided to my child. 

TO CONDUCT HEALTHCARE OPERATIONS ON BEHALF OF MY CHILD:  I authorize Dr. Jack Rogers and Dr. Sara Rogers and their staff to release medical information (PHI) about my child to the extent necessary to coordinate his/her medical care.  This includes, but is not limited to, consulting with other physicians; giving phone orders for care, laboratory tests, diagnostic procedures; and obtaining those results concerning my child.   Please refer to Dr. Rogers’s Notice of Privacy Practices, which you are receiving today, for a more complete description of such uses and disclosures.

ASSIGNMENT OF INSURANCE BENEFITS AND AUTHORIZATION FOR RELEASE OF MEDICAL INFORMATION
I hereby irrevocably transfer and assign to Cedar Creek Pediatrics, P.C. all insurance benefits otherwise payable to me but not to exceed Dr. Rogers’s regular charges for the services rendered to my child, and authorize my insurance carrier to pay such benefits directly to Cedar Creek Pediatrics, P.C. on my behalf.  I understand that I may be financially responsible for charges not paid under the assignment.  I further authorize Cedar Creek Pediatrics, P.C. to release such information or records to any pharmacist who provides medication to my child, to my insurance carrier or to any other insurance carrier, including Workman’s Compensation carriers against which I have made, or shall hereafter make, a claim.  

MEDICARE CERTIFICATION, AUTHORIZATION TO RELEASE INFORMATION AND PAYMENT REQUEST

If applicable, I certify that the information given by me in applying for payment under Title XVII of the Social Security Act is correct;  I authorize Cedar Creek Pediatrics, P.C. or any other holder of medical or other information about me to release to the Health Care Financing Administration or it intermediaries or carriers, any information needed for this or a related Medicare claim;  I request that payment of authorized benefits be made on my behalf and I assign the benefits payable for physician services to Cedar Creek Pediatrics, P.C. or  authorize them to submit a claim to Medicare for payment to me.

PERSONAL RESPONSIBILITY FOR  PAYMENT OF CHARGES
I understand that unless I am a participant in a managed care organization or plan, which may limit my liability, I am personally responsible for the payment of all charges that occur as a result of my child’s medical treatment   I also understand that even if I am a participant in a managed care organization plan, I still may be personally responsible for the payment of certain charges that occur as a result of my child’s medical treatment.  Further, if it is determined through the utilization management procedure of my managed care contract that any medical services that my child hereafter receives are not covered under the plan, I agree that I may be personally responsible for the payment of the charges that occur as a result of said medical services and if it is determined that I am responsible for payment of such charges, I agree to pay the charges for such services.

AUTHORIZATION TO RELEASE MEDICAL INFORMATION-- WORKMAN’S COMPENSATION
I hereby authorize Cedar Creek Pediatrics, P.C. to release any information to my child’s present employer or Workman’s Compensation insurance carrier, their legal counsel and my legal counsel concerning my child’s on the job injury(s) and treatment(s).  I further understand that if it is determined that my child’s injuries are not work related, then I am fully responsible to pay for the medical services rendered by Cedar Creek Pediatrics, P.C.

POINTS TO CONSIDER:

•
With this consent, Dr. Rogers and his staff may use and disclose protected health information (PHI) about me to carry out Treatment, Payment and Healthcare Operations (TPO).  

•
I have the right to review the Notice of Privacy Practices prior to signing this consent.  

•
Dr. Rogers reserves the right to revise its Notice of Privacy Practices at anytime.  A revised Notice of Privacy Practices may be obtained by presenting a written request to Dr. Rogers’ office.

•
With this consent, the staff may call my home or other designated location and leave a message on voice mail or to a live person in reference to any items that assist the practice in carrying out TPO, such as appointment reminders, and insurance items.   Disclosing information pertaining to your child’s clinical care, including leaving laboratory results may be demanded by the circumstances. In general, however, adhering to the standard of protecting your privacy by disclosing the minimal amount of information necessary for the purpose at hand, we will ordinarily leave a message asking you to call the office for a detailed explanation of any results which require further evaluation.

•
With this consent, the staff may mail to my home or other designated location any items that assist the practice in carrying out TPO, such as appointment reminder cards and patient statements.

•
 I have the right to request that Cedar Creek Pediatrics, P.C. restrict how it uses or discloses my PHI to carry out TPO.  However, the practice is not required to agree to my requested restrictions; but if it does, it is bound by this agreement. 

 
This consent to use and disclose Protected Health Information (PHI) for Treatment, Payment and Healthcare Operations (TPO) does include information and records related to any of the following: psychiatric treatment, drug/alcohol problems, pregnancy, sexually transmitted diseases or HIV/AIDS treatment.  Unless required by law or regulation, release of medical information concerning these problems for purposes other than Treatment, Payment and Health Care Operations (TPO) will be made only with a specific authorization for such action.  Even if I withdraw consent for care by amending this agreement or severing the Doctor/Patient relationship, this consent continues in force to complete actions related to Treatment, Payment and Health Care Operations (TPO) which were begun before the consent was terminated and while this consent was in force. I understand I may refer to the Notice of Privacy Practices for more details concerning the use of PHI for TPO.

PLEASE INITIAL (AND CIRCLE RESPONSE): 

[
]  
I have received a copy of Cedar Creek Pediatrics, P.C.’s notice of privacy practices.

[
]    
I will permit the physicians and staff of Cedar Creek Pediatrics, P.C.  to use their judgment in the way in which they use and disclose protected health information.  They may leave messages for me at work, with relatives and on answering machines.    I understand that I can change my mind and can request to limit or restrict the way in which dr. Rogers and his staff uses and discloses protected health information.  
[
] 
If my child is brought to this practice for treatment by a friend or relative, I will permit cedar creek pediatrics, P.C to treat my child in the same manner as if I were there in person.  I permit the staff to use their judgment in using and disclosing protected health information with the person accompanying my child on that visit.   I understand that I can change my mind about this and can place limits on the authority of any friend or relative who brings the child to the office under this consent.
I permit a copy of this authorization to be used in place of the original.  

Consent to all of the above is given for: /print child’s name/________________________________
Person giving consent is (circle one) the mother / father / guardian / other: __________________
/signed/________________________________/date:________________

/print your name/:__________________________________________
/initials of witness/________________________________________
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