
MILESTONES PEDIATRICS 

Patient Demographics 

Patient: Last 

PATIENT INFORMATION 

first Middle 

M ( ) F ( ) 

(Nickname) 

BIRTH DATE Sex 

Child's Social Security# (must be registered for proper fifing of tnsurance(s) 

Address 

City State Zip Code 

Home Phone (including area code) Cell Phone 

Race/Ethnicity 

IJ American lndlan/Alaskan O Asian a African American/Black 
IJHawailan/Paclffc Islander ! OCaucaslan/Whfte IJDecllne/other 

Primary Language _________________ _ 

Does this child five with: Father? a Mother? 0 Other Adult 

GUARDIAN INFORMATION 

Mother: Last 

�urlty Number 

City 

Employer/Occupation 

Father: Last 

Social security Number 

Address 

City 

Employer/Occupation 

first 

State 

Work Phone 

ffnt 

State 

Work Phone 

EMERGENCY CONTACT INFORMATION 

Nearest Relative: Last · first

Phone (1) Phone (2)

BIRTH DATE 

Zip Code 

BIRTH DATE 

Zip Code 

Relationship 

PARTY RESPONSIBLE FOR BILLING 
(Must I» -nt at this appaJntnwnt, provfdt, pfctur• ID a,rd and stsn bottom of this shttt/ 

Last first Middle Relationship to Patient 

a Same as Information listed under Guardian Info 

BIRTH DATE Social Security# 

Address 

City State Zip Code 

Home Phone (Including area code) Cell Phone 

I Email: (�plionao I

INSURANCE INFORMATION 

Subscriber Name L/f/M (Primary Insurance Holder) Relationship to Pt. 

a Same as Information listed under Guardian Info 

BIRTH DATE Social Security # 

Insurance Company Name Plan Type (PPO,HMO, Options, etc) 

Subscriber ID # (Member ID) Group# 

Insurance Company Address (Back of Card) 

Insurance Company Phone Number (Back of Card) 

Employer providing Insurance Phone 

Brothers and Sisters DOB Health Issues? 

Pharmacy Name: Location 

Previous Dr : 

Phone 8: Address : 

PLEASE READ THE FOLLOWING NOTES AND SIGN YOUR CONCURRENCE BELOW. I "THE PARENT" OR "GUARDIAN" AGREE THAT 
1) ALL ABOVE INFORMATION IS ACCURATE TO THE BEST OF MYKNOWLEDGE: 
2) I AM RESPONSIBLE FOR PAYMENT, CO-INSURANCE PAYMENT, AND/OR COPAYMENT TO MILESTONES �DIATRICS FOR THE SERVICES PROVIDED. 
3) I WILL IMMEDIATELY INFORM MILESTONES PED/A TR/CS OF ANY CHANGE OF ADDRESS, PHONE#, OR INSURANCE. 
4) WHEN INSURANCE DOES NOT PAY FOR THE SERVICES RENDERED FOR REASONS SUCH AS DEDUCTIBLE NOT REACHED, INELIGIBILITY, TERMINATION OF POLICY, ETC, I 
UNDERSTAND THAT I WILL BE RESPONSIBLE FOR SUCH SERVICES AND RELATED PAYMENTS, IT WILL BE MY RESPONSIBILITY TO KNOW MY INSURANCE BENEFIT COVERAGE. I 
hereby give annual authorization for payment of Insurance benefits to be made directly to Milestones Pediatrics for services rendered. I authorize the 
provider to release all Information necessary to secure the payment of benefits. I agree that a photocopy of this agreement shall be as valid as the
original. I also consent to receive calls, texts and emails from Milestones Pediatrics for my protected healthcare and other services.
Guarantor's Signature: Date: 
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• Judlclal and Administrative Proceedln·gs. we'.rriay .dlsclose jnfarmatl9n In response to an appropriate subpoena(·dls�overy·request,·or court order.
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Privacy Policy 

Vour Oile<11lth Information Rights: 

You have the rightto: 

0 Obtain a paper copy of this notice of Information practices upon request, even If you have previously agreed to receive this notice electronically; 

0 Inspect and obtain a copy of your health Information that we maintained; 

0 Request an amendment to your health Information under certain circumstances; 

� Request a confidential communication of your health Information by alternative means or at alternative locations. Please be advised this request 
for alternative means or locations of communications applies only to this provider or location; 

0 Receive an accounting of certain disclosures made of your health Information; and 

0 Request a restriction on certain uses and disclosures of your Information. We are not required to agree to a requested restriction, except for 
requests to limit disclosures to your health plan for purposes of payment or healthcare operations when you have paid for the item or service 
covered by the request out-of-pocket and In full and when the uses or disclosures are not required by law. 

To exercise any of these rights, please contact our Privacy Officer at the address at the end of this notice. 

Changes to This Notice:

We reserve the right to change the terms of this notice and make the new terms effective for all protected health Information kept by MIiestones 
Pediatrics. We will post a copy of the current notice In our facility. You may also get a current copy by contacting our Privacy Officer at the address 
at end of this notice. The effective date of the notice Is notated on page one and the bottom header of each page. 

Complaints: 

If you believe your privacy rights have been violated, you may file a complaint with MIiestones Pediatrics or with the Secretary of the U.S. 
Department of Healtll and Human Services. To fl le a complaint with MIiestones Pediatrics, submit your written complaint to our Privacy Officer at 
the address at end of this notice. Vou will not be penalized forflllng a complaint. 

Contact Information for Questions or to FIie a Comp la Int: 

If you have any questions about this notice, want to exercise one of your rights described In this notice, or want to file a complaint, please 
contact the Privacy Officer for MIiestones Pediatrics, Dr Prlyanka Vyas. Address: 100 SW 75th, Suite 101, Galnesvflle, FL -32607

PATIENT/PARENT SIGNATURE DATE 

PATIENT NAME DOB 

WITNESS SIGNATURE DATE 

•





Medical Records Release 
AUTHORIZATION FOR USE OR DISCLOSURE OF PROTECTED HEALTH INFORMATION 

Patient's Name: DOB: 
----------------------------------

-----

I hereby authorize the use or disclosure of the Protected Health Information described below to be provided to or obtained by the following: 

Name & Address of lndtvldual/f•dffty/Compenv to Recefw PHI Name & Address of lndlvtdual/Fadllty/Company to Dlsdose PHI 

Milestones Pediatrics 

100 SW 75th St, Suite 101, 
Gainesville, FL 32607       

Phone: 352-559-8911           

Fax: 352-559-8877 

Information authorized for use or dlsdosure or to be obtained: 

o History & Physical 

o Lab Reports

a Discharge Summary 

a Progress Notes 

o Operative Report

o X-Ray Reports

o ER Record

a Growth charts 

o Consultation

o Immunization Record 
aOther_ 

o Medical Information Between to __________________ _ 
The Information wlll be obtained, uses, or disclosed for the following purposes only:

o Insurance o Continued Treatment o Legal o At the request of the patient or patient's representative

o Other (Please Specify):_

I understand thefollowlng: 

• I may revoke this authorization at any time, In writing, e1<cept revocation wlll not apply to Information already retained, used or disclosed in
response to this authorization. I may revoke this document by presenting my written revocation as provided In the Notice of Privacy Rights.
Unless revoked, the automatic e><plration date will be sl>< (6) months from date of signature or upon occurrence of the following event:

• I release the entities fisted above, their agents and emplovees from any llablllty In connection with the use or disclosure of the protected health
information. The entity authorized to disclose the Information will not be compensated by the recipient for such disclosure. Normal applicable
fees, such as copy fees, may apply.

o Information used or disclosed pursuant to this authorization may be subject to redlsclosure by the recipient and no longer protected by federal
law. However, the recipient may be prohibited from dlscloslng substance abuse Information under the Federal substance Abuse Confidentiality
Requirements.

0 Unless the purpose of this authorization Is to determine payment of a claim for benefits, the requesting entity will not condition the provision
of treatment, payment, enrollment in a health plan, or ellglblllty for benefits on obtaining this authorization.

I understand that the lnfonnatlon authorized for use or dlldosure may Include Information which may Indicate the presence of a 
communicable or non-communicable disease and may lndude, but Is not llmlted to, diseases such as hepatitis, syphllls, gonorrhea, and human 
Immunodeficiency viruses also known as Acquired Immune Deficiency Syndrome (AIDS). I further understand that my medical Information 
may Indicate that I have or have been treated for psycholotlcal or psychlatrfc conditions or substance abuse. 

SIGNATURE OF PATIENT DATE 

SIGNATURE OF PERSONAL REPRESENTATIVE DATE 

DESCRIPTION OF REPRESENTATIVE'S AUTHORITY TO ACT FOR THE PATIENT 

NOTICE OF RIGHTS: Information In your medlcal records that you heve or may hive I communlceble or non-communicable disease Is made confidential by law and cannot be dlsclosed 
without your permission except In limited circumstances lndudlng disclosure to persons who haw had risk exposures, disclosure pursuant to an order of the court or the Department of 
Health, disclosure among healthcare providers or for statlstk:af or epldemlolo«lc.l purposes. When such Information Is disclosed, It cannot contain Information from which you could be 
Identified unless disclosure of that ldentJfytng lnformltlon ls authorized by you, by an order of the court or the Department of Health or by law. 


