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 Please list the names and birthdates of all children in the household: 

 

 

Name ______________________________________________________ Date of Birth____________________________ 

 

Name ______________________________________________________ Date of Birth____________________________ 

 

Name ______________________________________________________ Date of Birth____________________________ 

Name ______________________________________________________ Date of Birth____________________________ 

Name ______________________________________________________ Date of Birth____________________________ 

 

 

 Consent to Treat       Ini
al Here_______________________ 

 

You have the right, as a parent, to be informed about your child’s condi�on and any recommended surgical, 

medical or diagnos�c procedure so that you may make an informed decision, on your child’s behalf, whether to undergo 

any suggested treatment or procedure based on the risks and hazards involved. At this point in your child’s care, no specific 

treatment plan has been recommended. This consent form is simply an effort to obtain your permission to perform 

reasonable and necessary medical examina�ons, tes�ng and treatment for any iden�fied condi�on(s). You have the right 

to discuss the treatment plan with your child’s physician or advanced prac�ce provider about the purpose, poten�al risks 

and benefits of any test ordered for your child. If you have any concerns regarding any test or treatment recommended, 

we encourage you to ask ques�ons.  

  

I voluntarily request a physician or advanced prac�ce provider perform reasonable and necessary medical 

examina�ons, tes�ng and treatment for the condi�on which has brought me to seek care for my child at this prac�ce. 

By signing below, you are indica�ng you (1) intend that this consent is con�nuing in nature even aAer a specific 

diagnosis has been made and treatment recommended; and (2) consent for treatment by this prac�ce. The consent 

will remain fully effec�ve un�l it is revoked in wri�ng. You have the right at any �me to discon�nue services. 

I understand that if addi�onal invasive or interven�onal procedures are recommended, I may be asked to read 

and sign addi�onal consent forms prior to the test(s) or procedure(s). I cer�fy that I have read and fully understand 

the above statements and consent fully and voluntarily to its contents. 

 

 

 Credit and Collec
ons Policy (HIPAA)     Ini
al Here_______________________ 

 

I have been offered an opportunity to review the en�re CCH credit and collec�ons policy as part of this 

authoriza�on process. 

I authorize the release of all or any part of my child’s medical record to persons, corpora�ons, or other en��es 

responsible for payment of all or part of my child’s medical care including but not limited to insurance companies, 

employers, workers compensa�on carriers, or other en��es providing billing, credit, payment or collec�on services on my 

child’s account. I agree to pay Complete Children’s Health for services rendered. I assign to Complete Children’s Health all 

insurance benefits to which my child may be en�tled to for the charges owed to Complete Children’s Health. I agree to pay 

for all charges not paid by my child’s insurance carrier. 
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 No Show/Late Arrival/Late Cancella
on Policy   Ini
al Here______________________ 

 

We understand that there are �mes when scheduling conflicts arise, and you are unable to keep your scheduled 

appointment.  We ask that you no�fy us at least 2 hours in advance so that we can schedule an appointment for another 

child who needs medical care.  For Specialty Clinics such as Psychology appointments we require 24 hours’ no�ce.  For any 

missed appointment that is not cancelled in advance there will be a fee of $24.99 charged to your account. 

We ask that you arrive 10 minutes early for your appointment to complete any necessary paperwork. This ensures 

that other scheduled appointments for the day are not disrupted and helps to keep everyone’s wait to a minimum. 

 

 Telehealth Services      Ini
al Here_______________________ 

 

 In some situa�ons, telehealth services can be offered/provided. Telehealth services can be refused or discon�nued 

at any �me without affec�ng your child’s right to future care or treatment or any other benefits to which your child would 

be en�tled to.  If telehealth services are offered and declined, alterna�ve op�ons which may be available include in-person 

services.  All exis�ng confiden�ality protec�ons shall apply to the telehealth consulta�on.  No pa�ent iden�fiable images 

or informa�on will be disseminated to researcher’s other en��es without wriHen consent.  Pa�ents will have access to all 

medical informa�on resul�ng from the telehealth services as provided by law for pa�ents’ access to their medical records. 

 

 Authoriza
on Regarding Communica
on Methods  Ini
al Here_______________________ 

 

I understand and agree that any cellular or land line phone numbers and email addresses provided to CCH, now 

and in the future, may be used as a means for contact and that CCH may leave messages manually or by using automa�c 

systems such as by ar�ficial or prerecorded voice or text and disclose the nature of the communica�on. This consent 

remains effec�ve if a new or different cellular, landline or email address is acquired.    

 

 

 Signatures 

 

____________________________________________________________ ________________________________ 

Signature of Pa�ent or Personal Representa�ve     Date 

 

____________________________________________________________ ________________________________ 

Print Parent or Personal Representa�ve First and Last Name    CCH Witness 


