
,----------------------------------------------------------

DATE: _

CHILD'S NAME: NICKNAME: SOCIAL SECURITY #:

p MAILING ADDRESS: DATE OF BIRTH: I I SEX: M F

A STREET ADDRESS:

T CITY: STATE: ZIP: HOME TELEPHONE # ( )
I
E FATHER'S NAME: SOCIAL SECURITY #: DATE OF BIRTH: I I
N
T ( )

ADDRESS CITY STATE ZIP CODE HOME TELEPHONE

MOTHER'S NAME: SOCIAL SECURITY #: DATE OF BIRTH: I I

( )
ADDRESS CITY STATE ZIP CODE HOME TELEPHONE

IF AN EMERGENCY, CONTACT:
TELEPHONE # RELATIONSHIP TO CHILD

REFERRED BY: PRIMARY CARE PHYSICIAN:

PRIMARY INSURANCE: POLICY HOLDER: DATE OF BIRTH: I I
I
N POLICY HOLDER'S RELATIONSHIP TO CHILD

S
U POLICY NUMBER: GROUP #: EFFECTIVE DATE:

R MAIL CLAIMS TO :

A
N
C SECONDARY INSURANCE: POLICY HOLDER: DATE OF BIRTH: I I

E POLICY HOLDER'S RELATIONSHIP TO CHILD:

POLICY NUMBER: GROUP #: EFFECTIVE DATE:

MAIL CLAIMS TO:

RESPONSIBLE PARTY

G THE POLICY IN OUR OFFICE IS THE PARENT WHO REQUESTS TREATMENT FOR THE CHILD IS RESPONSIBLE FOR ALL FEES.

U
A NAME ADDRESS CITY STATE ZIP CODE

R
A ( )

N DAY TELEPHONE RELATIONSHIP TO CHILD OCCUPATION

T ( )

0 EMPLOYER ADDRESS TELEPHONE

R DO YOU HAVE OTHER CHILDREN WHO HAVE BEEN TREATED BY ANY OF OUR PHYSICIANS? -- YES -- NO

IF YES, NAME OF PHYSICIAN(S) AND CHILDREN

I understand that the information given is correct to the best of my knowledge, will be held in the strictest of confidence, and
that it is my responsibility to inform this office of any changes in this child's medical status. I understand that even though
I have some type of insurance coverage, I am responsible for payment of services. I understand if collection action is
necessary, I will be assessed an additional fee. I agree that the clinic may apply money received on this account to any unpaid
balance owed on this account. I have read and understand the payment policy of The Greenville Clinic.

SIGNATURE OF RESPONSIBLE PARTY DATE
Greenville Printing Center· Ref. #CN1668

PREFERRED METHOD OF PAYMENT: CASH __ CHECK __ CREDIT CARD (VISA OR MASTERCARD)



Pediatric. New Patient Form
(for patients 12 years of age or less)

Name: _

Reason for visit: _

Birth History

Was your child born at (circle)
Term

37 to 42 weeks gestation
Preterm

prior to 37 weeks gestation

Were there any complicating illnesses during pregnancy, labor and delivery or during the baby's stay in the
nursery? ~ _

Growthand Development

Milestones - At what age did your child accomplish the following? (Put age in months.)

Rollover __ Sit -- Stand __ Walk __ Talk __ Toilet trained --
If your chlld is in school, how does he/she perform in school? _

Does your child have any visual, hearing, speech, learning, or behavior problems? _

PLEASE PROVIDE US WITH A CURRENT IMMUNIZATION RECORD.

List all current medications: List any allerples:

Patient; _

- - --I I I I,
.The.' •
Greenville
__ Clildc

Greenville Printing Center> Ref. #t1354a



Pediatric New Patient Form
(for patients 12 years of age or less - continued)

Medical History

CUITe~medicalcondition/problems~~~~~~~~~~~~~~~~~~~~~~~~~~_

List prior illnesses ~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~_

Previous surgeries _~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~

Major accidents! injuries ~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~_

Social History

Please provide names and ages of all current members of the household.

Vocational! Educational level of parents ~~~~~~~~~~~~~~~~~~~~~~~~_

Is your child in day care? ~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~_

Family History

Please list any significant illnesses affecting your child's
Grandparents: ~-'--~~~~~~~~~~~~~~~~~~-'--~~~~~~~~~~~~~_
Parents: __ ~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~
Siblings: _

Do you have any other concerns or information that you think would be important for us to know?

Patient: __ ~~~~~~~~~~~~~~~_

- - --I I I I
• The ••
Greenville
__ Clinic

Greenville Printing Center s Ref. #1355
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1502 South Colorado St.

Greenville, MS 38703
(662) 332-9872 AUTHORIZATION AND ASSIGNMENT OF BENEFITS. ~ ~"

PAYMENT POLICY
Patients are expected to make payment in full for office services at the time of the visit. Fc)r your convenience, we accept
cash,checks, VISA,and MasterCard. We understand that circumstances sometimes donot make it possible for you to pay -
in fuIL<\Nhen thisbappens; paylJ}entarrangements will be made with·:.()neof our P9tient Accounting Representatives.
Patients who have ihsuranCescc)ntracted with,'lfS .are resporiSible. for anyco:.payment ordeductible atthe time of service.
Any balance remaining on one of these accounts after insurance payments have been' received will become the responsibility
of the patient. Accounts with delinquent balances could be -reported to the credit bureau or turned over to our collection
agency if little or no effort haS been made by thep-atient to settle the amount owed.

PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE:. I authorize above office to use my medical information for
treatment, payment, and healthcare operations,' including submitting information to my insurance company for the purpose of
processing claims. I. permit the following to beused in place.ofthis document-for all federal, state, and private commercial
health in~urance claims: _ ~.1·

(1) PHotocopy or other facsimile reproduction of this authorization, or
(2) Use of computer to indicate my signature i~-()n file at above office, and/or
(3) Use of a computer to transmit my insurance claim by ph6ne for processing.

~Priht Name ~Date

CERTIFICATION/AUTHORIZATION OF INSURED: I certify that the insurance information, I have provided above office to
be true and correct to the best of my knowledge. I authorize payment for services rendered to the doctors associated with
the above office: I understand that the doctor(s) cannot accept responsibility for collecting my Insurance claim or for
negotiating a settlement on a disputed claim. 'am responsible for payment of my account in,full within the terms of the above
payment policy. lf l am under 18, the parent/guardian requesting treatment assumes responsibility. 'understand that if my
account should ever require action by a collection agency in order to colledthe balance owed, fees charged by this agency
may be added to the balance due on my account.

I authorize the doctors and CFNP(s) of above office and its designees to provide treatment. ., further authorize labs, radiology
centers, Pathologists and Radiologists who may interpret and report on diagnostic tests, and Anesthesiologists who will
administer anesthesia during a scheduled procedure, to provide such treatment, if such tests/procedures are ordered by my
doctor(s). I authorize above office to release all or part of my records to
(1) Physicians to whom I am being referred, and/or
(2) Any in- or out-patient facility where' am scheduled to receive treatment.

~Print Name ~Signature ~Date
HIPAA 4/11/03

Greenville Printing center- Ref. #1349
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Notice of Privacy Practices

Effective Date April 14, 2003

This notice describes how medical information
about you may be used and disclosed and how you
can get access to this information.
Please review it carefully.

The Greenville Clinic creates a record of the care and
services you receive from us. We call this record your
health information. Weare required by law to keep
your health information private. Weare also required
to provide you with this notice so that you will know
how we use and release your health information. This
notice also lists the rights you have regarding your
health information. We will abide by the terms of this
notice. This notice covers all health care providers who
are affiliated with The Greenville Clinic and who may
provide you with care.

We reserve the right to change the terms of this notice
and our privacy practices at any time. Any changes
will apply to the health information we already have.
When we make changes to our privacy practices, we
will post an updated notice in the places where you may
get treatment from The Greenville Clinic. You can also
request a copy of this notice at any time.

HOW THE GREENVILLE CLINIC MAY USE
AND RELEASE YOUR HEALTH
INFORMATION

Uses and Releases Relating to Treatment or
Payment

For Treatment. For example, a doctor treating you for
chest pain may need to know if you have any existing
heart problems so that he/she can make an informed
decision concerning your treatment. Additionally, we
will/may contact you to (1) remind you of your
appointment by calling or mailing a notice; or (2)
discuss treatment alternatives or other health related
benefits that may be of interest to you as a patient.
To Obtain Payment for Treatment. For example, we
will release some of your health information to your
health insurance company in order to receive payment
for your treatment.
For Health Care Operations. For example,
administrative personnel reviewing the quality and
appropriateness of the care you receive may use your
health information.

Uses and Releases That Do Not Require Your
Permission

Emergencies. We may use or release your health
information in an emergency treatment situation .
Food and Drug Administration. We may use and
release your health information to a person or
company required by the Food and Drug
Administration to track adverse events and as
otherwise required.
Workman's Compensation. We may use and
release your health information as necessary to
comply with workman's compensation laws and
other similar legally-established programs.
Federal, State or Local Law. We may use and
release your health information when required by
law.
Government Agencies and Law Euforcemeut. We
may release your health information to government
agencies and law enforcement.
Ordered by a Court, Tribunal or Other Judicial
Proceeding. We may release your health
information when ordered by a court, tribunal or
other Judicial proceeding.
Public Health Reasons. We may use or release your
health information for public health reasons.
Coroners, Medical Examiners and Funeral Home
Directors. We may release your health information
to a coroner, medical examiner or funeral home
director.
Health Oversight Reasons
Organ and Tissue Donation. We may release your
health information for organ and tissue donation.
Research Reasons. We may release your health
information for reviews to prepare a research study
and when approved by an institutional review board.
Disaster Relief Reasons. We may release your
health information for the reason of coordinating
disaster relief efforts.
Specialized GovernmentFunctkms. We may
release the health information of military personnel
and veterans in certain situations to the government.
We may also release your health information for
national security reasons.
Avert a Serious Threat to Health or Safety. We
may release your health information when necessary
to prevent a serious threat to your health and safety or
the health and safety ofthe public or another person,
such as instances of child and/or elderly abuse or
neglect.

Uses and Releases to Which You Have the
Opportunity to Object.

People Who Help Take Care of You. We may
provide your health information to a family member,
friend or other person, ifthey help take care of you,
or if they are responsible for paying for your care,
unless you tell us not to. In emergencies, you will
not be given the chance to tell us not to provide
information to those who take care of you.



Other Uses and Releases Require Your Prior
Written Permission

Other uses and releases will be made, of your health
information, only with your written permission. You
may take back permission once you have given it and
your refusal to provide permission will not be held
against you; however, it may prevent us from
completing a task you have requested, such as
enrollment in a research study or to create a report for
your attorney. The request to take back the permission
must be made to The Greenville Clinic in writing. You
cannot take back permission if The Greenville Clinic
has already acted in reliance of the permission and as
needed to maintain the integrity of a research study.

YOUR RIGHTS REGARDING YOUR HEALTH
INFORMATION

You have the right to see and to get copies of your
health information. With only a few exceptions, you
have the right to look at, or get copies of your health
information that we have. You must make the request
in writing. If we do not have your health information,
but we know who does, we will tell you how to get it.
We will respond to you within 30 to 90 days after
receiving your written request. In certain situations, we
may deny your request. If we do, we will tell you, in
writing, our reasons for the denial and explain your
right to have the denial reviewed. If you request copies
of your health information, we may charge you a fee
based on our cost. Instead of providing the health
information you requested, we may provide you with a
summary or explanation of the health information as
long as you agree to accept a summary and to the cost
in advance.
You have the right to request a correction to your
health information. If you believe that your health
information is incorrect or information is missing, you
may request that the information be changed or added.
You must make the request in writing. You must also
give us a reason for your request. We will let you know
if we accept your request within 60 days of receiving
your request. Under certain circumstances, we may
deny the request. Ifwe deny your request, we will let
you know why. We will also explain your right to file a
written statement of disagreement with the denial. If
we approve your request, we will make the change to
your information. We will let you know when the
change is made. We will also let concerned parties
know when the change is made.
You have the right to request a listing of releases we
have made of your health information. You have the
right to an accounting of all entities that obtained
information unrelated to treatment or payment without
your permission, except as otherwise required by law.
We will respond within 60 days of receiving your
request. Your request must state the time period
desired for the accounting, which must be less than a
six-year period and starting after April 14, 2003. The
list will contain the date of the release, the name of the
recipient and address, if known, a description of the

information released, and the reason for the release.
If you make more than one request in the same year,
you will be charged a fee based on cost for each
additional request.
You have the right to request limits on uses and
releases of your healthinformation. You have the
right to request a limit on the health information we
use or release about you for treatment or payments.
We will consider your request but are not legally
required to accept it. If we accept your request, we
will put any limits in writing and abide by them,
except in some situations, such as during
emergencies. You may not limit the uses and
releases that we are legally required or allowed to
make.
You have the right to choose how we communicate
with you. You have the right to request that we
communicate with you in a certain way. For
example, you may request that we contact you by
phone rather than by mail. We will agree to the
request as long as we can easily provide it in the
format you requested. We require that you make
requests for confidential communications in writing.

If you would like more information on accessing,
obtaining a copy or obtaining a list of the releases
that we have made of your health information, you
may call The Greenville Clinic at (662) 332-9872.

You have the right to complain to The Greenville
Clinic and/or US DHH. You have the right to
complain to The Greenville Clinic and/or to the U.S.
Department of Health and Human Services, if you
believe that The Greenville Clinic has violated your
privacy rights. To complain, please call:

Administrator (662) 332-9872

I have received and had an opportunity to ask
questions concerning the Practice's Notice of Privacy
Practices for Protected Health Information.

Patient or Patient's Representative

Date


