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CON9ENT TO TREATMENT
RECORD RELEAgE

& PAYMENT AUTHORIZATION FORM

CONSENT TO TREATMENT
I hereby consent for my child to receive treatment by the physicians or designates of Lehigh Valley
Pediatric Associates, lnc. I also consent for treatment for my child should he/she be presented by
a representative of my family, guardian, babysitter, etc. at the time of the appointed visit.

RECORD INFORMATION RELEASE
I AUTHORIZE Lehigh Valley Pediatric Associates, lnc. to release any/or all records to those individuals
or organizations designated appropriate for acceptance and utilization of such information for my child.

PAYMENT AUTHORIZATION
I hereby authorize my medical insurance to make payment directly to Lehigh Valley Pediatric Associates,
lnc. I hereby affirm that all payments made directly to me for services provided by Lehigh Valley Pediatric
Associates, lnc. will be forwarded to their office upon receipt.

I understand I am financiatty responsible for all charges not covered by my insurance carrier for
the care and treatment of my child.

Signature of ParenVGuardian of Minor Child Date

Patient Name Date of Birth



COMBINED ACKNOWLEDGEMENT AND CONSENT 
ACKNOWLEDGEMENT OF RECEIPT OF NOTICE AND 

CONSENT TO USE AND DISCLOSE HEALTH INFORMATION 

Patient(s)’ Name: __________________________________________________ 

Read before signing the Acknowledgement and Consent 

         This acknowledgement of notice and consent authorizes Lehigh Valley Pediatric Associates, Inc. to use 
and disclose health information about your child for treatment, payment, and healthcare operations purposes. 

         Notice of Privacy Practices.  Lehigh Valley Pediatric Associates, Inc. has a Notice of Privacy Practices, 
which describes how we may use and disclose your child’s protected health information and how you can 
access your child’s protected health information and exercise other rights concerning your child’s protected 
health information.  You may review our current notice prior to signing this acknowledgement and consent. 

         Amendments.  We reserve the right to change our Notice of Privacy Practices and to make the  
terms of any change effective for all protected health information that we maintain, including information 
created or obtained prior to the date of the effective date of the change.  You may obtain a revised notice by 
submitting a written request to our Privacy Officer. 

How to contact our Privacy Officer 
                                   Mail:             Lehigh Valley Pediatric Associates, Inc. 
                                                         1251 S. Cedar Crest Blvd. • Suite 109 • Allentown, PA  18103  
                                                         Attention: Privacy Officer  
                                   Telephone:   (610) 434-2162 
                                   Facsimile:     (610) 434-9370 

Acknowledgement and Consent 
Print or type all information except signature. 

         I have received the Notice of Privacy Practices for Lehigh Valley Pediatric Associates, Inc. and author-
ize them to use and disclose health information about  

______________________________________________________________________________(patient’s names)  

for treatment, payment, and healthcare operations purposes consistent with its Notice of Privacy Practices. 

_______________________________________________       ______________________________________ 
 Signature of patient (or patient’s personal representative)     Date 

 Personal representative information (if applicable): 

_______________________________________________       ______________________________________  
 Name of personal representative                                                Relationship to patient (or other authority) 



Lehigh Valley Tediaf'ric Associaf,ee, lnc,

Patient Communication Permission

Patient Name:

Patient Name:

Patient Name:

Patient Name:

SSN:

SSN:

SSN:

SSN:

DOB:

DOB:

DOB:

DOB:

As a parent of a patient in our practice, from time to time we may need to communicate with you when you are
notln tn" practicb. T; p;#te your child's privacy, we would lik6 you to indicate your preferred method for us to

communicate information to You'

Without specific permission we will not release any of your child's medical or billing information to.another
person. ln some'car"" vou .uv wirn for another fers6n to have access to your child's medical information.

ln the event that no one is available to answer your phone, we need permission to leave certain types of
information on your aniwering machine or with anoiher person. Please indicate your preference by checking
one or more of the boxes below.

tr Do not leave medical information on an answering machine or with another person'

tr I give permission for Lehigh Valley Pediatric Assoc., lnc. personnelto leave any and all medical
iniorm'a1on p"ri"inlng to ily child, including appointment reminders, on my home answering machine
at the number listed below:

Phone Number:

tr I give permission to Lehigh Valley Pediatric Assoc., lnc. personnelto give any and all medical
iiformation pertaining to"my child, including appointment reminders, to the individual listed below:

Name:

tr I give permission for Lehigh Valley Pediatric Assoc., lnc. personnel to. discuss my child's account
bilande, insurance coverige/benefits, payment plans, payments, and history of my child's account to
the individual listed below:

Name:

I assume responsibility to inform the practice of changes in my phone number(s), person to discuss my
child's medical and billing information' or my preference.

ParenUGuardian Name

Signature

Witness

Date
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Child's Nome Dote of Birth

Medicotion Allergies

Serious lllness/Hospitolizotion/Surgery (nclude dote)

Other Allergies

Any speciolists your child sees or hos seen

Delivery:!Voginolf]C-sectionBirthweight-Wosyourchildmorethon2weeks:!EorlyDLotenBreostfed?

Pleqse check ofl qllthol opply lor your child:
! convulsions/epilepsy n mony sore throots n ony surgery E developmentol problems

fl concussion/heod injury I ollergies ! weight problems n emotionol problems

fl severe heodoches ! osthmo/wheezing tr kidney/blodder/urinory n discipline problems

tr febrile seizures f] heort murmur n broken bones tr hondicops/disobilities

n eye problems tr joundice fl sports injuries fl high cholesterol

I chronic eor infections tl skin problems/eczemo I sleep problems n vitomins

n heoring problems n feeding problems n speech problems ! fluoride supplements

n eor tubes ond dote(s)_ tl bowel problems tl school/leorning problems

Describe ony posilives:

Pleqse check otl qllthot opply for your fomily; indlcqte thelr relotionship lo your child:
n migroine/heodoche X high blood pressure

n heort ottock/
n sickle cellonemio

n epilepsy/seizures
fl gloucomo coronory ortery diseose

n heort murmursI cotorocts-
! strobismus
fl eye tumor
n eye/retinolconcer
tr ihyroid disorder
n diobetes
n cystic fibrosis

[1 ollergies
fl osthmo
n TB/lung diseose
n stroke
n obesity

n hip problems

n scoliosis

! orthritis/muscle diseose
n high cholesterol- f] mentol retordotion-
tr kidney/urinory problems I G6PD deficiency
! kidney concer E Morfon's diseose
! leukemio T SIDS
n lymphomo ! olcoholism/oddictions-
I colon concer n AIDS/HIV positive

fl cigorette smokersn gollblodder
n inflommotory bowel living in lhe home
n initoble bowel n ony other concer
n hepotitis (if yes A, B or C)

Provider Review

I obnormolbleeding

Describe ony positives:

Porent/Guqrdion Dote

Dote


