
                                                        TOWN PEDIATRICS, PC                         2013 
823-F  SOUTH KING STREET   PHONE 703-777-5222 

LEESBURG, VA  20175     FAX 703-777-5144 

 

       New Patient     Existing                          PATIENT REGISTRATION           (Staff Only: Checked ___   Entered  ___) 
 

Date 

 

Contact Parent/Guardian 

 
Children (please list all your children)  Please Print 

First Name Last Name Nick Name Sex Date of Birth 
1     

Race:   Caucasian    African American  Asian  Native American/Alaskan Native   Native Hawaiian/Pacific Islander     

 Hispanic/Latino   Other Race: _____________   Patient declined to provide race  

Ethnicity:  Hispanic or Latino   Not Hispanic or Latino  Patient declined to provide ethnicity 

Preferred Language:  English  Spanish  Other (Please specify): ___________  Patient declined to provide language 
 

First Name Last Name Nick Name Sex Date of Birth 
2     

Race:   Caucasian    African American  Asian  Native American/Alaskan Native   Native Hawaiian/Pacific Islander     

 Hispanic/Latino   Other Race: _____________   Patient declined to provide race  

Ethnicity:  Hispanic or Latino   Not Hispanic or Latino  Patient declined to provide ethnicity 

Preferred Language:  English  Spanish  Other (Please specify): ___________  Patient declined to provide language 
 

First Name Last Name Nick Name Sex Date of Birth 
3     

Race:   Caucasian    African American  Asian  Native American/Alaskan Native   Native Hawaiian/Pacific Islander    

  Hispanic/Latino   Other Race: _____________   Patient declined to provide race  

Ethnicity:  Hispanic or Latino   Not Hispanic or Latino  Patient declined to provide ethnicity 

Preferred Language:  English  Spanish  Other (Please specify): ___________  Patient declined to provide language 
 

First Name Last Name Nick Name Sex Date of Birth 
4     

Race:   Caucasian    African American  Asian  Native American/Alaskan Native   Native Hawaiian/Pacific Islander     

 Hispanic/Latino   Other Race: _____________   Patient declined to provide race  

Ethnicity:  Hispanic or Latino   Not Hispanic or Latino  Patient declined to provide ethnicity 

Preferred Language:  English  Spanish  Other (Please specify): ___________  Patient declined to provide language 

 

Mother  Mother   Stepmother   Legal Guardian   Married    Unmarried   Divorced  If divorced, child resides with?  _______________ 

Father  Father   Stepfather       Legal Guardian   Married     Unmarried  Divorced  If divorced, child resides with?  ______________ 

 

Parent/Guardian Full Name DOB  Parent/Guardian Employer 

Home Address City State Zip 

 

Home Phone Number 

(            )               - 

Work Phone Number  

(            )               - 

Cell Phone Number  

(            )               - 

Social Security Number  

Preferred Number:  Home      Work      Cell        Ok to leave voicemail on preferred? Y/N
 

      

Mother  Mother   Stepmother  Legal Guardian  Married   Unmarried     Divorced  If divorced, child resides with?  ________________ 

Father Father      Stepfather    Legal Guardian  Married   Unmarried    Divorced  If divorced, child resides with?  ________________ 

 

Parent/Guardian Full Name DOB Parent/Guardian Employer  

 

Home Address City State Zip 

 

Home Phone Number 

(            )               - 

Work Phone Number 

(            )               - 

Cell Phone Number 

(            )               - 

Social Security Number 

 

 

Preferred Number:  Home      Work      Cell        Ok to leave voicemail on preferred? Y/N
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Patients 18 years and older   
Name Preferred #:   Home      Work      Cell 

Ok to leave voicemail on preferred? Y/N
 

Patient’s Primary Phone Number  (Not parent/guardian) 

(            )               - 

 

Emergency Contact other than parents (Relative or Friend) 
Name Relationship Primary Phone Number 

(            )               - 

 

Primary Insurance Information  __ Check here if SELF-PAY (or we do not accept your insurance.) 

Please be advised, our office doesn’t bill absentee parents.The guardian bringing the child is considered financially responsible. 
Primary Insurance Company Identification/Policy Number 

Insurance Network, if applicable Group Number 

Insurance Address Insurance phone number for eligibility/verification 

(            )               - 

City State Zip Insurance Co-Payment/Co-Insurance 

Policyholder/Subscriber (not employer) 

 

Social Security Number of Subscriber Sex DOB of Subscriber Employer Plan?  Y or N 

*PLEASE BE AWARE THAT WE DO NOT FILE TO SECONDARY INSURANCE UNLESS IT IS MEDICAID
 

 

 
Email Address

  Prefer not 

to provide  
 

 

ASSIGNMENT AND RELEASE 

 
 I, the undersigned, certify that the information I 
have provided is correct and do hearby authorize Town 
Pediatrics, PC and/or it’s physicians (hereafter referred to 
as Town Pediatrics, PC) to apply for benefits from my 
insurance company to Town  Pediatrics, PC. I permit a 
copy of this authorization to be used in place of the 
original on all insurance claim submissions, whether 
manual, electronic, or telephonic.   
 

I further authorize Town Pediatrics, PC to release 
any and all of my children’s medical records and/or other 
records and information: (1) needed to determine benefits 
and to process insurance claims and secure payment of 
benefits to either the insured or to Town Pediatrics, PC, 
and (2) to any hospital, lab, doctor, or other healthcare 
provider to release their medical records of my 
child/children/self to Town Pediatrics, PC. 
 
______ ____________________________________ 
Date Signature of Insured / Parent / Guardian / Patient 
 
 

Parent Acknowledgement of receipt of Children’s IQ 

Network (CIQN) Information Sheet 

 

I have received and read a copy of Children’s IQ Network 
(CIQN) Information Sheet. I understand that patient 
information will be stored electronically for my provider’s 
records, and that an electronic health summary will be 
available to other providers through the CIQN. I also 
understand that I have the right to not share (opt out) 
health information with other providers within the CIQN. 
 
______  ____________________________________ 
Date Signature of Insured / Parent / Guardian / Patient 

 

 

 

 

 

FINANCIAL AGREEMENT 

 I agree that payment in full is due at the time of 
treatment, unless other arrangements are made. If payment 
is not received at time of service, I understand that my 
account will be charged an additional $15 out of pocket 
service fee. This fee will be waived for accounts where 
payment is received within 7 days of the date of service. I 
further agree that I (parent/guardian/self) am responsible 
for all fees and services rendered for treatment of my 
child/children/self.  As a courtesy, Town Pediatrics, PC 
will file claims for most major insurance carriers. Town 
Pediatrics, PC will not file claims to a secondary insurance 
company. I (parent/guardian/self) agree to verify with the 
insurance company that Town Pediatrics, PC is a 
participating provider. I agree to adhere to the 30 day 
insurance policy of Town Pediatrics, PC. I understand that 
it is my responsibility to provide current insurance 
information within 30 days of the date of service. If I fail 
to do so, I will be responsible for the charges in full and 
Town Pediatrics, PC will not file the claim to the insurance 
company. Any questions or disputes concerning insurance 
coverage or payment of benefits is a matter between the 
insurance subscriber/policyholder and their insurance 
carrier.  Should any balances arise due to insurance co-
payments, co-insurance, deductibles, termination of 
coverage, non-selection of a primary care physician or not 
adding a dependent to insurance plan, non-payment at the 
time of service and / or any other reason I agree to 
promptly pay all charges. I agree that if for any reason my 
check is returned that I will be responsible for a $50.00 fee 
in addition to the amount of the claim.  If the balance is not 
paid and / or timely payments of this account are not made, 
I authorize Town Pediatrics, PC to retain the services of an 
attorney and / or collection agency to assist with the 
collection of any outstanding balance.  Any expenses 
incurred by such action shall become an additional liability 
for which I assume responsibility.  This agreement is made 
this day in the County of Loudoun and shall be governed 
by the laws of the Commonwealth of Virginia. 
 
______ ____________________________________ 
Date Signature of Insured / Parent / Guardian / Patient
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The Children’s IQ Network® serves the children of the metropolitan Washington area through the 
electronic exchange of critical healthcare information.  The Children’s IQ Network® interconnects the 
Children’s National Medical Center hospital, emergency department, community health centers, 
independent health care practitioners, regional immunization registries and commercial laboratories. 
Health data pertaining to you or your child are shared between important health care providers within the 
Children’s IQ Network®

 

 to ensure that accurate and complete information is available for quality health 
care decisions.  

Pediatric care providers will be able to easily find important health information including your visit 
histories, allergies, medications, health problem summaries, physician notes, vaccine information and x-
ray results from the Children’s IQ Network®

 

 Having this information readily available will make your 
care safer, more efficient and less costly.   

Pediatric providers in the Children’s IQ Network® will be providing care for you through the use of a 
computerized electronic medical record (EMR).  Whenever and wherever you visit your doctor, the EMR 
will be used to enter information about your health conditions, allergies, test results, treatments, etc.  
Once the information is entered into the EMR, it will flow into a secure, confidential and private regional 
health record known as the Continuity of Care record.  From that point on, every time you see another 
care provider within the Children’s IQ Network®

 

, your health care information will be available to ensure 
ideal care delivery.   

Through participation in the Children’s IQ Network®,

  

 you can be assured that important information will 
be available to your pediatric care provider when it is most needed.  Here are some examples where this 
could prove to be very important: 

You are visiting a new physician but cannot remember details regarding a recent hospitalization or home 
medications.  The physician can easily access your record to determine this information and avoid 
unnecessary test ordering or duplicate medication prescriptions while at the same time benefitting from 
previous diagnoses and test result information. 
 
You are taken to an Emergency Room.  Your injuries or condition may be such that you cannot 
communicate with the doctors and nurses taking care of you.  The Children’s IQ Network®

 

, contains 
important medical information that can be quickly retrieved to find out what medications you are on, what 
you are allergic to, important contact information and other essential information.  

Your physician is going to see you today for follow-up after your recent hospitalization.  The doctor has 
no information on your hospital visit and wants to find out more.  The doctor can go to the Children’s IQ 
Network®

 

 and obtain good information to help him quickly understand what needs to be done when you 
are seen.  

Your health care information in the Children’s IQ Network®

 

 is protected in a highly secure data center 
with state-of-the-art monitoring and 24 hour each day security.  The data is encrypted (encoded) and can 
be accessed only by health care providers who are caring for you and have a need to know.   

Your health information will automatically be included in the Children’s IQ Network® however you do 
have the option to opt out (not share) your information.  If you choose to opt out, only your primary care 
provider will be able to see your health information.  Your health care information will not be shared with 
other care providers in the Children’s IQ Network®

 
  

For additional information regarding the Children’s IQ Network®, please contact your health care 
provider.See back of this sheet to opt out of sharing your health record with Children’s 
Network.



 

 

 

 

 
 

CIQN Opt In/Out Form     
 
Patient Name: ______________________________ Patient DOB: ______________ 
Patient Name: ______________________________ Patient DOB: ______________ 
Patient Name: ______________________________ Patient DOB: ______________ 
Patient Name: ______________________________ Patient DOB: ______________ 
 

Please make a selection in one of the check boxes below: 
 

CIQN Opt In             
 

• I understand that all of my health care information collected by my health 
care provider will be submitted to the Children’s IQ Network®, it will be 
able to be seen by or shared with other health care providers within the 
Children’s IQ Network®

 

.  

• I understand that my health care information will continue to be available 
to my primary health care provider as this information makes up my 
personal medical record. 

 

• I further understand that I will be permitted to change my decision and not 
allow sharing with other health care providers at any time in the future.   

 
 

CIQN Opt Out: I hereby request to not have my health care information shared 

  with other health care providers within the Children’s IQ Network®

 
.  

• I understand that all of my health care information collected by my health 
care provider will continue to be submitted to the Children’s IQ Network® 
however, it will no longer be able to be seen by or shared with other 
health care providers within the Children’s IQ Network®

 

.  

• I understand that my health care information will continue to be available 
to my primary health care provider as this information makes up my 
personal medical record. 

 

• I further understand that I will be permitted to change my decision and 
allow  sharing with other health care providers at any time in the future.   

 
 
Patient or Guardian Signature: ________________________________________ 
    
Relationship of Guardian to Patient: ___________________________________ 
 
Date: ____________________ 
 
Individual Receiving this Form: _______________________________________ 















Town Pediatrics, PC 

Patient Portal Consent Form 
 

Patient Name: _________________________________ 

Patient Name: _________________________________ 

Patient Name: _________________________________ 

Patient Name: _________________________________ 

Town Pediatrics, PC offers secure viewing and communication as a service to patients who wish to view 

parts of their records and communicate with our staff and physicians. Secure messaging can be a valuable 

communications tool, but has certain risks. In order to manage these risks we need to impose some 

conditions of participation. This form is intended to show that you have been informed of these risks and 

the conditions of participation, and that you accept the risks and agree to the conditions of participation.  

How the Secure Patient Portal Works  

A secure web portal is a kind of webpage that uses encryption to keep unauthorized persons from reading 

communications, information, or attachments. Secure messages and information can only be read by 

someone who knows the right password or pass-phrase to log in to the portal site. Because the connection 

channel between your computer and the Web site uses secure sockets layer technology you can read or 

view information on your computer, but it is still encrypted in transmission between the Web site  

and your computer.  

 

Protecting Your Private Health Information and Risks  

This method of communication and viewing prevents unauthorized parties from being able to access or 

read messages while they are in transmission. No transmission system is perfect and we will do our best 

to maintain electronic security. However, keeping messages secure depends on two additional factors: the 

secure message must reach the correct email address, and only the correct individual (or someone 

authorized by that individual) must be able to get access to it.  

Only you can make sure these two factors are present. We need you to make sure we have your correct 

email address and are informed if it ever changes. You also need to keep track of who has access to your 

email account so that only you, or someone you authorize, can see the messages you receive from us.  

If you pick up secure messages from a web site, you need to keep unauthorized individuals from learning 

your password. If you think someone has learned your password, you should promptly go to the web site 

and change it.  

Patient Acknowledgement and Agreement  

I acknowledge that I have read and fully understand this consent form and the Policies and Procedures 

Regarding the Patient Portal that appears at log in. I understand the risks associated with online 

communications between my physician and me, and consent to the conditions outlined herein. In addition, 

I agree to follow the instructions set forth herein and including the policies and procedures as set forth in 

the log in screen, as well as any other instructions that my physician may impose to communicate with 

patients via online communications. All of my questions have been answered and I understand and concur  

with the information provided in the answers.  

 

 

Please register me for portal using the following email address: ________________________________ 

 

I choose not to enroll at this time. 

 

 

 

___________________________________   ___________________________ 

Patient/Parent/Guardian Signature    Date 




