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Child’s Name:_________________________________ 	 M  F		  Date of Birth ____ /____ /____

Ethnicity:___________________Race:________________________ School:____________________
Street Address:_______________________City_ ______________County_______ St____Zip_______

Home Phone:_________________________________Cell:_________________________________
Preferred Contact #:____________________________Email Address:_ _______________________
Child lives with:____________________________________________________________________
Full Names and Ages of Siblings:______________________________________________________

Are they patients of our office?________________________________________________________

Father:_ _______________________________  

SS#: ______ - ______ - ______

Date of Birth ____ /____ /_____

Employer:______________________________

Work Ph (    )_ __________________________

May we call you at work?__________________

Responsible Party:_________________________________________________________________ 
Emergency Contact:________________________________________________________________
	 Name, address, phone number, relation to patient

Who Referred you to us?  (please check one)   ____ Insurance Book/Company

___ Phone Book_____________ 	 ___ Dr._________________ 	  ___ Friend/Our Patient_________
	 (if so, which one?)	 (if so, who?)	 (if so, who?)

Insurance Information
Primary Insurance:_______________________________________ Secondary Insurance:___________________________________

Please present insurance cards to Receptionist.

Since the terms of coverage are an agreement between you and your insurance company, questions and problems concerning your 
policy will need to be directed to your insurance company.

Each insurance company has a different policy covering your medical costs.  Even within the same company the coverage and benefits 
vary.  You are responsible for knowing the details of your coverage.  This includes what are covered and non covered services.  
In addition, you are responsible for any co-payment or deductible not covered by your insurance.  In cases where there is no 
insurance coverage, the balance is due at the time of service.  Co-payments are due at the time of service.  If you are not prepared to 
pay the co-pay, you will be asked to reschedule.

Patient Fees:
Record Transfer Fees, Monthly Billing Fees for past due balances, Missed Appointment Fees, and Form Completion Fees are examples 
of fees that are payable by you.

Consent for Treatment:
I am authorized to consent for treatment for the above named patient by Jeffersonville Pediatrics.  I understand that all patients under 
the age of 18 must be accompanied by a patient or guardian for all appointments.

Assignment of Benefits:
I give my permission for Clark Physician Group, LLC, to release medical information to my insurance company for claims payment for 
services rendered.  I authorize payment directly to Clark Physician Group, LLC.  I understand that I am financially responsible for any 
balance not covered by my insurance company.

A photocopy of this assignment shall be valid as the original.

Parent/Guardian:_ ________________________________ Signature:_______________________________ Date: ____ /____ /_____

Mother:________________________________  

SS#: ______ - ______ - ______

Date of Birth ____ /____ /_____

Maiden Name:_ _________________________

Employer:______________________________

Work Ph (    )_ __________________________

May we call you at work?__________________



Jeb S. Teichman, M.D., F.A.A.P.
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We realize that Parents or Legal Guardians may not always be able to personally bring their child to the office 

themselves.  However, Indiana Law dictates that a patient under the age of 18 CANNOT be treated without a Parent 

or Legal Guardian present.  If a Parent or Legal Guardian can not be present, then anyone authorized below can 

accompany the child and give consent for treatment.  This form MUST be completed by a Parent or Legal Guardian.

I, ____________________________________________, the Parent or Legal Guardian of

_______________________________________, give consent for the following people to have my child.
                                 (child’s name)

treated by Dr. Jeb S. Teichman, Dr. Klaus M. Boel, Dr. Carrie A. Crigger, Merideth Missi PNP-BC and staff:

Authorized People
 

 

 

 

 

 

 

Signature _ ___________________________________________   Date ______/______/______

Relationship to Patient
 

 

 

 

 

 

 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

 

 



ORIGINAL – MEDICAL RECORD                                       COPY - PATIENT 

 
 

CONSENT TO TREATMENT & FINANCIAL ASSIGNMENT/RESPONSIBILITY 

CLARK PHYSICIAN GROUP  
 

I.  PERMISSION FOR ADMISSION AND 

TREATMENT 

Permission is hereby granted to Clark Physician Group 

to render such medical examinations, treatments, and 

procedures as are considered advisable by my physician 

for my health and well-being. 

 

I understand that each patient has the right to consent 

or refuse consent to any proposed procedure or treatment 

and that no patient will be involved in any research or 

experimental procedure without his or her knowledge 

and written consent. 

 

 

II. AUTHORIZATION TO RELEASE AND 

OBTAIN  

INFORMATION 

I authorize Clark Physician Group to release and/or 

obtain information from my medical record, or permit 

inspection of such medical information, including but 

not limited to psychological/psychiatric, drug/alcohol 

related conditions, communicable disease diagnosis, 

and/or testing including the results for Human 

Immunodeficiency Virus Infection (HIV), Hepatitis, or 

other blood-borne infectious disease for the purpose of 

treatment, payment, or health care operations as more 

fully described in The Notice of Privacy Practices. 

 

I understand that certain information may be released 

to the Health Department officials responsible for 

control of infectious diseases in accordance with the 

requirements of federal, state, and local laws and 

regulations. 

 

 

III. FINANCIAL RESPONSIBILITY 

Assignment of Insurance Benefits 
As a courtesy, a claim will be submitted to the insurance 

provided for the services rendered.   I hereby authorize 

payment of my insurance benefits (otherwise payable to 

me) directly to physicians, but not to exceed the balance 

due of the regular charges for this date of service.  I 

understand that I am financially responsible to Clark 

Physician Group for charges not covered by this 

authorization including deductibles and/or co-insurance 

amounts. 

 

 

IV. GUARANTEE OF ACCOUNT 
The undersigned hereby agrees to pay the provider(s) for 

services rendered during my physician visits.  I 

understand patient monies received by the Clark 

Physician Group will be applied to any of my accounts 

with an outstanding balance. 

 

I understand and agree that if I fail to make any of the 

payments that I am responsible for in a timely manner, 

after such default and upon referral to a collection 

agency or attorney, I will be responsible for all monies 

including court costs, collection agency, and/or attorney 

fees. 

 

 

I hereby authorize the following person(s) to obtain 

medical information about me, i.e., tests results, 

outcomes, diagnosis, etc. 

1._________________________________________ 

2._________________________________________ 

3._________________________________________ 

4._________________________________________ 

5._________________________________________ 

 

 ________ Patient’s Initials 

 

I acknowledge that I have received a copy of the The 

Notice of Privacy Practices (effective 4/14/03). 

 

 ________ Patient’s Initials 

 

I acknowledge I have received information that describes 

my patient rights and responsibilities as well as my 

rights under state law to make decisions concerning my 

medical care. 

 

_____________________________________________

Patient/Legal Guardian Signature  Date 

 

_____________________________________________ 

Witness Signature    Date 
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