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§~@a¢ Registration Form: (Please print clearly & fill form completely)

pediatries TO BE COMPLETED BY PATIENT
PATIENT INFORMATION 18 —22 YEAR OLDS

LAST NAME: FIRST NAME:
PREFERRED NAME: DATE OF BIRTH:
PATIENT PHONE #: OK to leave detailed voicemail: Yes/ No
PATIENT EMAIL: OK to send text messages: Yes/No
LANGUAGE: ADDRESS:
RACE(S):
ETHNICITY: O Hispanic or  ONon-Hispanic EMPLOYER:

PATIENT RESIDES WITH
O Both Parents -same house 0 On Own O Mother O Father
O Both Parents - separate houses

FIRST CONTACT INFORMATION (after patient, if any) SECOND CONTACT INFORMATION (after patient, if any)
Name: Name:
Relationship: Relationship:
Financially Responsible? Yes / No Financially Responsible? Yes / No
Address (if different): Address (if different):
Home Phone: Home Phone:
Cell Phone: Cell Phone:
OK to leave detailed message? Yes/No OK to leave detailed message? Yes/No
OK to text cell phone? Yes / No OK to text cell phone? Yes / No
E-Mail: E-Mail:
Date of Birth: Date of Birth:
Social Security #: Social Security #:
Employer: Employer:
INSURANCE INFORMATION

Insurance Company: Effective Date:
Policy ID #: Policy Group #:
Policy Holder Name: Policy Holder Date of Birth:

EMERGENCY CONTACT
Name: Relationship: Phone:

**] CONFIRM THAT THE ABOVE INFORMATION IS COMPLETED ACCURATELY**

Printed Name

Signature

Date

TURN OVER FOR INFORMATION RELEASE AUTHORIZATION —
REVISED 5/27/2026



6

@M 18 & Over - HIPAA Release and Consent Form

, understand and acknowledge that as of my 18th
p(‘(‘lah’lfs blrthday, my parents and/or guardians WI|| no longer be permitted access to my medical

records, information, providers, or appointment status without my specific written permission.
Apple-a-Day Pediatrics will not speak with my parents, permit my parents to schedule appointments, or release
medical information to my parents without my written consent in accordance with this document.

This authorization will be valid through 22 years of age , OR one year from TODAY’S DATE: , OR on the
following DATE: . (select one option)

I DO NOT authorize any access to my parents and/or guardians. No medical information, records or
appointment information can be discussed or released.

For the purpose of helping me with my healthcare,

I AUTHORIZE my parents and/or guardians access to my healthcare providers and/or medical information as
follows:

| give the below-named individual(s) permission to act on my behalf. | understand that they may contact any
physician or member of the staff at Apple-a-Day Pediatrics to schedule appointments, discuss my healthcare, and
access my medical records.

Please specify if you wish to include the following (Initial Yes or No):
Yes, include No, do not include

Sexually Transmitted Disease/Communicable Diseases
Pregnancy/Sexual Activity

Mental Health

Substance Abuse

#1

(Print name of the parent or guardian; include his/her relationship to you; include phone number)

#2

(Print name of the parent or guardian; include his/her relationship to you; include phone number)

| understand that:

1. The purpose is provided above so that | can make a decision as to whether to allow the release of
information.

2. The disclosing office will not receive payment or other remuneration from a third party in exchange for using
or disclosing the PHI, except minimum fees for copying and postage.

3. 1 do not have to sign this authorization form in order to receive treatment.

4. When my information is used or disclosed pursuant to this authorization, it may be subject to redisclosure by
the recipient and may no longer be protected by the HIPAA Privacy Rule or other law protecting its
confidentiality.

5. | have the right to revoke this authorization in writing, except where the office has acted in reliance upon it.
My written revocation must be submitted to: Privacy Officer, Apple-a-Day Pediatrics, 84 Templeton Dr. Suite
106, Oswego, IL 60543.

6. This form may be deemed INVALID if all sections are not completed.

Patient Signature Patient Printed Name Date of Birth

Patient Cell Phone: Patient Email: Date:

REVISED 5/27/2026



