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PATIENT CONSENT FOR USE AND DISCLOSURE  
OF PROTECTED HEALTH INFORMATION

With my consent,  Pediatr ic  Associates of  LaGrange, P.C.  may use and disclose protected 
health information (PHI)  about me to carry out treatment,  payment and healthcare 
operat ions (TPO).  Please refer  to Pediatr ic  Associates of  LaGrange’s Notice of  Pr ivacy 
Pract ices for  a more complete descr ipt ion of  such uses and disclosures.

I  have the r ight to review the Notice of  Pr ivacy Pract ices pr ior  to s igning this  consent. 
Pediatr ic  Associates of  LaGrange reserves the r ight to revise i ts  Notice of  Pr ivacy 
Pract ices at  anyt ime. A revised Notice of  Pr ivacy Pract ices may be obtained by 
forwarding a writ ten request to Pediatr ic  Associates of  LaGrange’s Pr ivacy Off icer  at  205 
Calumet Center Road, LaGrange, GA, 30241.

With my consent,  Pediatr ic  Associates of  LaGrange may cal l  my home or other 
designated locat ion and leave a message on voice mai l  or  in person in reference to 
any i tems that ass ist  the pract ice in carry ing out TPO, such as appointment reminders, 
insurance i tems and any cal l  pertaining to my cl in ical  care,  including laboratory results 
among others.

With my consent,  Pediatr ic  Associates of  LaGrange may mai l  to my home or other 
designated locat ion any i tems that ass ist  the pract ice in carry ing out TPO, such as 
appointment reminder cards and pat ient statements.

With my consent,  Pediatr ic  Associates of  LaGrange may e-mai l  and/or text  to me 
appointment reminders and pat ient statements.  I  have the r ight to request that Pediatr ic 
Associates of  LaGrange restr ict  how it  uses or  discloses my PHI to carry out TPO. 
However,  the pract ice is  not required to agree to my requested restr ict ions,  but i f  i t 
does,  i t  is  bound by this  agreement.

By s igning this  form, I  am consenting Pediatr ic  Associates of  LaGrange’s use and 
disclosure of  my PHI to carry out TPO.

I  may revoke my consent in writ ing except to the extent that the pract ice has already 
made disclosures in rel iance upon my pr ior  consent.  I f  I  do not s ign this  consent, 
Pediatr ic  Associates of  LaGrange may decl ine to provide treatment to me.

I  authorize the release of  medical  information necessary for  the complet ion of  insurance 
forms.  I  authorize payment direct ly  to Pediatr ic  Associates of  LaGrange, P.C. ,  for  a l l 
medical  or  surgical  benef i ts  otherwise payable to me under the terms of  my insurance.  I 
understand that I  am f inancial ly  responsible for  a l l  co payments and any charges not paid 
by my insurance.  A photocopy of  this  authorizat ion shal l  be considered as effect ive and 
val id as the or iginal .

Print Name of Parent or Legal Guardian

Print Patient’s Name

Signature of Parent or Legal Guardian Date

Lisa P.  Al lardice MD, F.A.A.P.

PEDIATRIC ASSOCIATES OF LAGRANGE, P.C. 

Diana Hess 
CPNP

Carl ie Frederick 
APRN-BC

Mindy Scheible 
NP-C



Explain any yes answers:

Check Yes or No

Explain any yes answers:

Check Yes or No

Explain any yes answers:

Check Yes or No

Parent Signature: Date:



Check Yes or No

Parent Signature: Date:

Explain any yes answers:

Check Yes or No



Check if your child has had any of the following:

Check if your child had any of the following symptons with baby shots (immunizations): 

Check if you had any of the following during pregnancy:

Check if anyone in your family has any of the following:

Pregnancy, labor, delivery and nursery:

Family History:

Was your pregnancy planned?

Patient Medical History

Please specify any allergies your child has had in the past:

Please list any medical problems, surgeries, specialists:

Please list all medications currently taken: 

Hospitalizations: 

What was the child’s birth weight: 

Was the baby full term: If not, how many weeks early?

If child stayed in the ICU, where and how long?

Any signs or symptoms of maternal/paternal depression since child’s birth If yes Explain:

Problems while in ICU?

What was the child’s Apgar scores: 

Person Completeing Form Date:





Lisa P.  Al lardice MD, F.A.A.P.

PEDIATRIC ASSOCIATES OF LAGRANGE, P.C. 

Diana Hess 
CPNP

Carl ie Frederick 
APRN-BC

Mindy Scheible 
NP-C

AUTHORIZATION FOR USE AND DISCLOSURE OF INFORMATION
I ,  or  the undersigned personal  representat ive,  hereby authorize the use or disclosure of 
my indiv idual ly  ident i f iable health information as descr ibed below. I  understand that this 
authorizat ion is  voluntary.   I  understand that i f  the organizat ion authorized to receive the 
information is  not a health plan or a health care provider,  the released information may be 
re-disclosed and may no longer be protected by federal  pr ivacy regulat ions.

I  understand that this  authorizat ion wi l l  remain in effect  for  ninety (90)  days after  the 
authorizat ion is  s igned and dated or whenever requested information is  used/disclosed 
whichever f i rst  occurs.  I  a lso understand that I  may revoke this  authorizat ion at  any t ime by 
not i fy ing in writ ing the Pr ivacy Off icer  of  Pediatr ic  Associates of  LaGrange, P.C.  to whom 
this  authorizat ion was or iginal ly  addressed, but i f  do,  i t  wi l l  not have any effect  on act ions 
that Pediatr ic  Associates of  LaGrange took before i t  received the revocat ion.  Aside from 
this ,  I  understand that upon expirat ion  of  the authorizat ion,  no further use or disclosure of 
the information wi l l  be made.

Patient Information:

Name:

The Information may be disclosed to:

Pediatric Associates of LaGrange, P.C.

205 Calumet Center Rd.

LaGrange, GA 30241

706.885.1961 706.885.1963Fax:Phone:

Address:

Name:

Date of Birth:

Information to be Disclosed:

Purpose for Disclosure:

If signed by Personal Representative, indicate authority to act for individual:

Date: Signature:

The Information may be Disclosed by:

Fax:Phone:

Address:

Doctor / Hospital Name

Check if your child has had any of the following:

Original-Medical Record Copy 
Copy-Patient/Patient Representative

Parent Health Care Power of Attorney

Guardian Other
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