
Dr. Edward Moayyad PATIENT REGISTRATION Kids Doc Pediatric Clinic
Pediatric Clinic, Assoc.

Patient Informaion: (Please use full legal name, no nicknames)

Last Name: Filst Name: Middle Name:

SSN#: DOB: Sex: Male Female

Addrcss: Apt#:

City: Ztpl

Honrc Phone: ( ) Cell/Work Phone: ( )

Contact Name:

Parent Information:
(List person or Insured name - (lse full legal name, no nicknames please\

Mothcrs First & Last Name: DOB: SSN#:

Fathers First & Last Name: DOB:

Address (ifdifferent ftom above): City/Srare/Zip:

Home Phone: (_) Work Phone: (_) Cell Phonc: ( )

Marricd _ Divorced _ Single _ Siblings:

ofGuarantorto Patient: Parent Other: RelationshiD & Name ofother:

Insurance Information
Primarv Insurance:
Policy Holder's Name: DOB:

Rclutionship lo Poltent: Employer's Name:

Insurancc Name:

Effective Date:

Policy lD#: Group#:

Insurance Claim Address & Phone#:

Secondarv Insurance:
Policy Holder's Name:

Relationship to Patient:

DOB:

Employer's Name:

lrsurancc Name:

Effective Date:

Policy lD#: Croup#:

lnsurance Claim Address & Phonef:

Signature:

( onlidcrlial KDP( Proprieary Inlbrmation

Date:

Ne* I'r/lns Informarion Form June 2{)l)()



KIDS DOC PEDIATRICS
TREATMENT AUTHORIZATION

(Psrenucurrdi|n First & Lrst Nrme)

Hereby, give permission for:

l.
(Autborized Person Firct & Lrst Namc) (Relstion)

',
(Authoriized Person First & Last Name)

to authorize treatment and bring my child and/or children:

(Rehtion)

l.

3.
(Child Fint & Last Name)

to the Doctor's Oflice for appointment(s).

(Child First & Last Name)

)

4.

(Child First & LNst Name)

(Child First & t rst Nrme)

Should you have any questions, I can be reached at:

or
(Phone #1)

ParenUGuardian Signature:

(Phone #2)

Date:

Cotrtld.trti.l KDFC Propriclary ltrford.lioo TrcrtDctrt Autborizrtioo Form Jun. 2007



KIDS DOC PEDIATRICS
FINANCIAL RESPONSIBILITY AGREEMENT

Patient Name: DOB:

First Middle Last

I understand and agree that I will be financially responsible for any and all charges for office visit services not paid by my

insurance. This includes any Medical services or visit, Preventative exam or Physical, Lab testing, X+ay, EKG, and any other

screening service or Diagnostic testing ordered by the Physician or the Physician staff.

I understand and agree it is my responsibility and not the responsibility ofthe Physician or Clinic to know if my insurance

will pay for my Medical service or visit, Preventative exam or Physical, Lab testing, X-ray. EKG, or any other Screening

service or Diagnostic testing ordered by the Physician or the Physician's Staff.

I understand and agree it is my responsibility to know if my insurance has any Deductible. Co-paymeng Co-insurance,

Out-of-Network amount, Usual and Customary Limit, or any other tvpe ofbenefit limitation for the services I receive, and I

agree to make full payment.

I understand and agree it is my responsibiliry to know if the Physician or Provider I am seeing is a contracted in-network

provider recognized by my insurance company or plan. lf the Physician or Provider I am seeing is not recognized by my

insurance company or plan, it may result in claims being denied or higher out of pocket expense to me. I understand this and

agree to be financially responsible and make full payment.

I understand and agree it is my responsibiliry to know if my PCP choice has been processed by my insurance companv or

plan. If I have requested a PCP change that is not processed by my insurance company, it may result in claims being denied.

I understand this and agree to be financially responsible and make full payment.

I understand and agree it is my responsibility to bring my current insurance card to each office visit. If I fail to

Bring my current insurance card to an office visit it will result in rescheduling ofthe appointment. I undersrand this and agree.

Appointments

I understand and agree it is my responsibility to call the office 24hrs before the appointment and Cancel or Reschedule. lf I
fail to call in to cancel or reschedule my appointment on the third no show incident, I understand I will be dismissed from the

oractice and a termination letter will be mailed out.

Signature:
(Parent or Guardian)

Parent/Guardian's Name:

Confidential KDPC Proprietary Information

(Please Print Nam€)

Date:

R Financial Resp. Form June 2006



KIDS DOC PEDIATRICS

PATIENT RBGISTRATION FORM DISCLOSURE & CONSENTS

ASSIGNMf,NT OF INSURANCE BENEFITS:

I hereby authorize direct payment ofmy insurance benefits to Dr. Moayyad Pediatrics Clinic/ Kids Doc Pediatrics or the

physician individually for services reniered to my dependents or me by the physician or under his/her supervision l

unierst-d thut it is my responsibilit-v to know my insurance benefits and whether or not the services I am to receive are a

covered benefit. I understand and agree that I wili be responsible fbr any co-payment or balance due that Dr' Edward

Moayyad pediatrics Clinic/ Kids Doc Pediatrics is unable to collect fiom my insurance carrier for whatever reason'

MEDICAID/MEDICARE/CIIAMPUS INSURAIICI BENf, FITS :

I certifo that the information given by me in applying for payment under these programs is correct l authorize the release of

any ofmy or my dependent's records tbat these programs may request. I hereby direct that payment ofmy or my dependent(s)

auihorit.d beo.fits te made directly to Dr. Edward Moayyad Pediatrics Clinici Kids Doc Pediatrics or the physicians on my

behalf.

I do tr I do NOT tr have other insurance coverage in addition to Medicaid/Medicare/Champus at this time.

lf yes. specif other insurance company:

Failure'to provide all information on other health coverage will result in your obligation ofall medical charges'

AUTHORIZATION TO R.ELEASE NON-PUBLIC PERSONAL INFORMATION:

i ceniry, that I have received and read a copy ofthe Dr. Edward Moay-vad Pediatrics Clinici Kids Doc Pediatrics. Patient

Information privacy policy. t hereby authoiize Dr. Edward Moayyad Pediatrics Clinic/ Kids Doc.Pediatrics or the physician

individually to release any ofmy oimy dependent's medical or incidental non-public personal information that may be

necessary ior medical eviluation, treatment. consultation or the processing of insurance benefits.

AUTHORIZATION TO MAIL, CALL OR E-MAIL:
I certiry that I understand the privacy risks ofthe mail, phone calls. and e-mail. I hereby authorize Dr. Edward Moalryad

Pediatrics Clinic/ Kids Doc Pediatrics representative or my physician to mail, call, or e-mail me with communications

regarding my healthcare, including by not limited to such things as appointment reminders, referral arrangements, and

lu6orato[ .i.ults. I understand thit I have the right to rescind this authorization at any time by notifuing Dr. Edward Moalryad

Pediatrics Clinic/ Kids Doc Pediatrics to that effect in writing.

LABD(-RAY/DIAGNOSTIC SERVICES:

I understand that I may receive a separate bill if my medical care includes lab, x-ray, or other diagnostic services. I further

understand that I am dnancially responsible for any co-pay or balance due for these services ifthey are not re-imbursed by my

insurance for whatever reason.

CONSENT TO TR.EATMENT:
I hereby consent to evaluation, testing, and treatment as directed by Dr. Edward Moapad Pediatrics Clinic/ Kids Doc

Pediatrics physicians or his or her designee.

Signature:
(Parent or Guardiatr)

Parent/Guardian's Name:

Confidential KDPC Proprietary lnformation

(Please Print Name)

Date:

New Pt Reg Form June 2006



KIDS DOC PEDIATRICS

Office Guidelines

Welcome to the practice of Edward E. Moayyad, M.D. and Stephanie P. Gold, M.D. We would like to
thank you for choosing to become a part ofour practice. We will strive to provide the best care for your

children. We would like to introduce you to our office guidelines. These guidelines will help make your

visit and other related needs go smoothly.

Pavments: payment is expected at time of visit. We accept payment by Visa, Master Card, Discover,
Atnerican Express, Checks and Cash. We cannot accept temporary checks. If unexpected circumstances
should happen that prevent your ability to pay, you may be asked to reschedule. If your appointment is for a

non-urgent visit such as a well child exam, we can reschedule your appointment at our next available
opening. lf your child is ill, we will keep your appointment. However, payment will be expected promptly.
Remember, insurance companies require both the provider and patients to keep co-payments paid and

current. This is a part of our contractual agreements. lt will be necessary to bring your insurance card with

1,ou to each visit, so please give to the receptionist before your scheduled appointment. Always notify the

receptionist of any changes in the patient's information. This includes, but is not limited to, address of
patient or parent, phone rrumber of patient or parent, insurance information, work and cell phone numbers of
parents.

lmmunization Records: Remember to bring your child's shot record at every visit. We ask that you do

this so we can update your personal copy as we administer immunizations. This way you will always have a

cunent copy of your cl,ild's immunizations on hand. Immunization records are very important document.
This record rvill need to follow your child through out school, college and possibly their career. It is best

that parenl.s keep a copy at home with the child's birth certi[rcate. There is a$10.00 fee whenever there is a

request for a copy of the shot record or an update to the shot record outside ofyour child's ofFrce visit. If
request for shot record are made during the office visit, there is no charge.

Referrals: [n the event that your child is refened to a specialist, it is the patient's responsibility to verify if
a refenal is needed by the insurance company. If your child is on an insurance plan that requires our office
to obtain a referral before your child's appointment, we will need 5 to 7 business days to obtain the referral.
When leaving a message for that referral, please provide the specialist physician's name and phone number,
appointment date, your current insurance, reason or diagnosis for the visit and who referred you.

Parents/Guardian Present at Visit: Since we are a pediatric office, all children under the age of 18 years

old must be accompanied by an adult. If for any reason the parent or legal guardian will not be able to bring
the child in, we have a fomr that aliows you to list persons authorized to bring your children to the
appointment. We will not be able to keep an appointment without an authorized adult present.

Controlled Substance Prescriptions: If your child is on any controlled substance medication, it is rvritten

on a state required prescription pad. These prescriptions are only good for 7 days from the date written on
the prescription. Our office requires a 24 hour tum around time on these written prescriptions. lfthe
prescription is not filled within the 7 days, we WILL NOT change the date. The original prescription must

be retumed to our office. A new prescription will need to be requested following the same 24 hour tum
around time and there will be a $10.00 duplicate charge fee.



Medical Record Request: When records are requested, a medical record release form will need to be

signed. If records are sent to another physician, there is no fee. When a parent or guardian requests a

complete copy of the medical records for personal use a fee will apply. The fee is $25.00 for the first 20

pages and $0.1 5 per page thereafter per child. If a parent is requesting only growth chart, physical form or

shot record, a $ 10.00 fee will apply.

Form Fees: During your child's office visit, discuss any required forms that you may need for school or
daycare. These could include physical forms, medication administration forms, daycare acceptance forms,

. . ..etc. When a form is required to be competed and singed by the physician outside of a regular office visit,
there will be a 24 hour notice required and a $10.00 form fee. The fee applies when a school faxes forms to

be completed at our offrce. The fee does not apply when presented at the time of the office visit. All FMLA
forms will need a 3 to 4 business day notification. The fee for these forms is $i0.00.

AnnuaVMonthly (under l8 months) Well Child Exams: After the age of 2 years, it is recommended that
your child come in annually for preventative office visit. Well exams are important to maintaining a healthy
child. A well exam is a time for the physician to check developmental milestones both mentally and
physically. It is a time to review nutrition, safety, update immunizations and any other concems that you

may have. If your child is under two, try to book the next appointment after your current well exam. If
booking for an annual well exam, it is best to schedule a couple of months in advance. Check with
receptionist for availability. For families that have more than two children, we may limit only two children
in a family on orre day. On the day of an appointment, if you are more than 15 minutes late, the
appointment will need to be rescheduled. We recommend that adolescent children get their physicals in the

early summer months. This will help lower the stress of the back to school rush. Please provide all sports
physical forms and medication forms at time of visit. Check with your schools web site for access to thesc

forms.

No Show Policy: A missed appointment is a loss to everyone. Please call our office 24 hours in advance to

cancel or reschedule your appointment. This will create an opening for another child that needs to see the
physician. A NO SHOW is when a patient does not keep their scheduled appointment and fail to call24
lrours in advance to cancel or reschedule the appointment . After 2 missed appointments within a year, we
will contact you about those missed appointments; the 3third missed appointment will result in dismissal
from our practice.

Thank you for letting us be an important part ofyour children's lives.

Sincerely,

Dr. Edward E. Moayyad, Dr. Stephanie P. Gold and Staff

Patient's Nanre: DOB:
(Print First & Last Name)

ParenVGuardian's Name:

Parent/Guardian Si snature: Date:

( onfid€nrial l|DP Proprictrr) Inform!tion

(Print First & Lnst Name)

Oflice Guidelines Form Junc 2007



TEXAS VACCINES FOR CHILDREN PROGRAM {TVFC)

PATIENT ELIGIBILITY SCREENING RECORD

CLINIC USE ONLY:
TVFC Eligible:

n ves fl ttio

A rcccrd must be kepi in the offce cfihe health care provider that reflects the siatus of all children 18 yearc oi age or younger who

Eceive immunizatjons through the Texas Vaccines fcr Chiidren Frogram. The ieccrd may be completed by the pareni, gL€rdian. or
individual of feccrd. This same record may be useC i,cr all subsequent visits as long as the c.l']iid's eiigrbrlity siatus has not changed. lf
palient eligibality changes, a new fcrm must be compieted. While veriicatjcn of responses is not €quired, ii is necessary to retain this

or a similar eligibiiity screening reccrd for each child recerving vaccines under the TVFC Program.

Date of Screening:

Chiid's Name:
Last llffie

mmldcr''/y

ParenVGuardian/lndividual of Record:

First Name rvll

Chiid's Date of Birth: t/ t/ Age:

L3st Name Frsl Name

Provide/siClinic's Name:

Please check the fitst category that applies; check only one.

a (a) ls enrolled in Medicaid, or

- (b) Does noi have heaith insuranc€ (uninsured), or

- (c) ls an American indian, or

r (d) ls an A/askan Naiive, or

- (e) ls a patient who receives benefiis from the Chiidren's Health Insurance Plan (CHIP), or

o (f ls underinsured: 1) has commercial (private) health insurance, but coverage does not

incjude vaccines; or 2) insurance covers only selected vaccines (TVFC-eligible for non-

covered vaccines oniy); or 3) insurance caps vaccine coverage at a certain amount. Once

that coverage amount is reached, the child is categorized as underjnsured.

Fully, privately insured children ar€ no longer eligible for TVFC vaccine.

a (g) Has private insurance that covers vaccines (not WFC eiigibie).

Signature: Date:

Texas Deparlment ot State Health Services
lmmunization BGnch

Wi\ bw dclplions, you have he dghr b Gquest and be infomed about irformatjon lh€t the Sbte of Tdas coilecls aboul you- You are entted to ttcaiE and

EVew the ifitormation upon lcqu4l You als6 have he dght ]D :sk ih€ state agencf io conect any irfonnatton that is det€nnned t be incorEcL See

http:/Avwwdshs.stale.b(us b. more rrformation on Pnvacy Not'ficatlon. (Reiecnce: Gdvemment Cod€, Sedlon 552.021, 552.023, 559.003, .nd 559.004)

[firm'* Stock No. C-10
Revised 12,2011



PROGMMA DE VACUNAS PARA NINOS DE TEXAS
REGISTRO DE DETERMINACTON DEL DERECHO A LA

PARTICIPACION DEL PACIENTE

s6Lo PARA USO CLINICO:
TVFC Eligible:

Ist Itto

Debe mantenerse un r€gistrc en ei consultono del proveedor de salud lue rcflele ei esiEdc de iodcs lcs nifios de 18 aios Ce edad o

menos que reqban inmunizaciones pcr medio del Programa de Vacunas para Nifics de Texas (o TVFC). Dicho rcgisto lo puede

rellenar el padre o la madre, el tutor o el lndividuo que consta en el registro. Puede usarse el mismo rcgistro para todas las consullas
postericres, en tanto el estado dei derecho a la pariicrpacion dei nirio no haya cambiado. Si cambia ei derecho a la participac,dn del
paoente, debe rellenarse un nuevo formuiario. Aunque nc se rcquiere a venficaci6n de las fespuestas, es necesario ccnseryar esie
regisirc, o unc similar, de determinacjon dei derecio a la paniopacicn para caoa irio que reob€ vaclnas batc el Frograma de TVFC.

Fecha de la detennrnaci6n:

Nombre dei nifro:
Apellido Primer Nombre

Fecha de nacimiento dei niio: / / Edad:r
Padre o madre, tutor o individuo que consta en el registro:

Inicral del 2." nombre

Apeilido

Nombre del prcveedor o de la clinica:

Primer nombre lnicial del 2." nombre

Marque la primera categoria que corresponda; marque s6lo una.

a (a) Est6 inscriio en Medicald, o

r (b) No tiene seguro m6dico (no asegurado), o

r (c) Es indio americano, o

c (d) Es nativo de Alaska, o

a (e) Es un paciente que recibe prestaciones del Plan de Seguro M€dico Infantil (o CHIP), o

c (f) Estd subasegurado: 1) tiene seguro m6dico comercjal (privado), pero la cobertura no

incluye las vacunas; 2) el seguro cubre s6lo algunas vacunas eiegidas (rerine los requisitos

del TVFC s6lo para las vacunas no cubiertas) o 3) el seguro limiia la cobertura de vacunas

a cierta cantidad. Una vez alcanzada dicha cantidad de cobertura. se catecorizar6 al nifro

como subasegurado.

Los nifros que tienen seguro total, privado ya no refnen los requisitos de las vacunas por
medio del TVFC.

o (g) Tiene seguro privado que cubre las vacunas (no re0ne los requisiios del TVFC).

Fecha:Firma:

Texas Deparlmenl of State Health Services
lmmunization Branch

Can ertas o€ePcrn.q ii e derecho a Fdir y a ser tlbnnrdo sobe h jnftfibd6n que d €.6do cle T€Es etine 56b€ usEd. Tr€fl€ cts€cho a |Eciiry o€dimr ts
inblfscbn ai Pedirja. Tambi iene delEdo a pedk a Ja agerEb esEtEl que comF or€lquier jdoniacl6n que se @fnine es incqr€cia. Consulte htlpr/Uww.dshs.s€e.!(B
Para obbner n!tu rnbrntrian sobre b noffcaci6n de pri,/acdad. (RefrrErlcra: Codigo glb€mamenbl, !€ccj6n 552021, 552.023, 559.003 y 559.004)

[ffim* Stod( No. C-10
Revised 12201 1



Tf,L\S DEPARTMEiYT OF STATE IIEAITH SERVICES
IMMA N I ZA TIO N RE G IS TR Y ( I nnrmc)

IqQB CONSENT FORM

ftrqr+sTb-
--------- 

t--

T.!Itn|tr||ttLrddl|tblry

! urte

(Pleose Fnt clearly)

Child's Lrlt Namc

l-l-"1 I [-Tl / [T-T-T-],(h,w.n lnde, tE eca,s ontv.
'lllll-

Child's Dst. ofBirth

Child'! Addrcar

Moth.r'! First Nrm.

Child's Middl. Nrm.

Child's G.rd!r:

lI rl-rr-n
Stste zip Cod€

Ap.rtn.rtf

I F.''"r"

Tclephotr.

Couoty

For Climdolice Use

City

ImmTrac, the Texas immunization registry, is a Aee service of the Texas Deparftrent of State Health Services (DSHS). The
immunization regist'y is a secure and confidential service that consolidates and stores your child's (under l8 yeals ofage) immunization
r€cords. With your collseot, your child's immunization information will be included in ImnTrac. Doctors, public health departments,

schools and othe! authorized professionals can access your child's immunization history to ensure that important vaccines are not
missed.

The Texas Departmenl of Slate Eeallh Semices encourages lour voluntary participation in the T6os inmrunization regbtry.

Co[setrt for Registratioo ofChild rtrd
Release of Immu[ization Records to Authorized Etrtities

I unde$tand that, by granting the consent below, I am authorizing release ofthe child's immunization information to DSHS and I
funher understand that DSHS will include this informatiol in the stat€'s cent"al immunization regisfy ("ImmTrac"). Once irt ImmTrac,

the child's immunization information nay by law be accessed by:
. a public health district or local health departnent, for public health purposes withir their areas ofju sdiction;
. a physician, or other health care provider legally authorized to administer vaccines, for heating the child as a patient;

. a state agency having legal cuslody ofthe child;

. a Texas school or child care facility in which the child is enrolled;

. a payor, curently authorized by the Texas Department of Insurance to opeBte in Texas, regarding coverage for the child.
I undersrard that I may withdraw this cons€nt to includ€ information on my child in the InmTrac Registry and my coDsent to release

information from the Registry at any time by wriden communication to the Texas Departurelt of State Health Services, ImmTrac Group
-' MC 1946. P.O. Box 149347. Austin- Texas 78714-9347.

By my sigrature bclow, I GRANT consetrt for registrrtiotr. I wish to l!!!!!! Dy child's informatiotr in the Teras

iEmunizatiotr registry.

Parent, lcgal guardird or oanaging conseflrtor:
Printed Name

Datc Sigtrature

Privac]l{olifcation:withEyJexceptons.yo!havehedghttoreque5ta|dbeiniormedaboutinffnationbathestateofTexasco||ecbabqIyoU'Youdeef|id€dbGceived
revievrfeinfmat'0nupofEqUe5tYo!dsohavehedghttoaskhestrteagencytoco.redanyinbrmatohatisdebminedbbeincorredS€€htt:/,wfYJ.dst|s.5late.g.usr
more jnfodnalion on Privacy Nolificalion. (Reier€oca Go'rernm€nt Code, S€ctm 552021, 5,52023, 559.003 ad 559.004)

Qu.stioDs? (800) 252-91 52 . (512) 458-n84 . wwwllrlmTrac.com

T.:r3 D.p|ntE.trt of Strtc Hrelth S.rvic.s . ImmTrlc G.oup - MC 1946 . P.O. Bor 14934? . Auliitr, TX 78714-9347

Stock No. C-7

[f;nffiL-
PROVIDERS REGISTERED WITE InmTtuc - Pled$e entel clienl

information in ImmTrac and alftrm that consent has been granted.

DO NOT lax to InmTne Relain this Jom in lour clienl" rccord.



DEP.{RT.{MEMO ESTAT.{I DE SERYICIOS DE SAIUD DE TEXAS

REGISTRO DE INMUNIZACION tln aTmd
FORMUI.ARIO DE CONSENTIMITMO IABA-I@N9BE!

NoEbr! dd Nino(r)

[ I lT- I lfTfl.'s,o'"on,'ia* -,,oo''u a' ta oo^

Fechr dc Necimilnto dd liio(r)

ciudrd

Nombrc d! le Mrdr.

ft*s*t7fua
--t-.--Tqr lrrtrltlrdoi frfliltt

For Clintd%ce Use

Gar€r'o: ! Mascutino ! Fcmcnino

Apr amatrto # Tcl6fono

m rT-|1-[l
C6digo Pct l

Ap.llido dd Nino(s)

El regisro de inmunizaci6n (ImmTrac) de Texas. es un servicio gratis que proporciona cl Departarnento Estatal de Servicios de Salud (DSHS).

El re;istro de itrmunizaci6n es un servicio seguro y conlidencial que consolida y guarda el r€cord de inmunizaciones dc su liio(a) (menor de

l8 an;s d€ edad). Coll su cotrsentimiento, La informacidn de la inmunizacidn de su niio(a) ser6 incluida en ImmTrac. Los doctores,

d"pun'am"rrto. d" sulud public4 escueias y otlos profesionalcs autorizados pueden ten€r acceso al historiai de inmunizaci6tr de su niio(a) para

asegurar que las vacuras imponartes oo le falten.

EI Detaiamqnb Endol de Semicios de Solad lc onimo a voluntariarrenle en el regisro de innanizaci6n fu Texas

Cm6€dimbrb Prra R.gifr.ar al M€ror y Dar a Conoc.r h0 lhotmertu de hmuniai6n a hs Entidades Aubriadx

Entiendo que, con mi consentimiento a continuacidn, autorizo que se dd a conocer la informaci6n de inmunizacidn del menor ai DSHS' y

adem6s eniiendo que el DSHS incluini esta informacion en el registro central dc inmunizaci6n del estado ("ImmTrac"). Una vez qu€ la

informaci6n del menor est€ en huDTrac, por ley la puede acceder:

. el distrito de salud ptbiica o el departamento de salud local, para prop6sitos de salud pfblica dentro de sus arcas dejurisdiccion;

e el mddico, o algfn otro midico o proveedor d€ atencidn de salud legaim€nte autorizado pa.ra administrar vacunas, ell el tratamiedo del

menor como pacielte;

. la agencia estatal que tetrga la custodia legal del menor;

. la escucia o la guarderia de Tcxas en que el metror estd inscrito;

. el pagador, actualmente autorizado por el Departamento del Seguro de Texas para op€rar en Texas, con respecto a la coberrura del

menor.

Eltiendo que puedo retirar este conscntimicnto para hcluir informaci6n sobre el menor en el Regisro de ImmTrac y mi consentimieDto pam

dar a conocer ia informacion del registro en cuaiquier momento mediante comunicaci6D escrita a Texas Department of State Health Services,

ImmTrac CrouD - MC 1946. P.O. Box 149347, Austi4 Texas 18'/14-9341

Al firmar abajo, YO /\UIqBIZQ el cotrsertimiento para

regstro de i|rmuniaci6n d€ Tcras.

Alguno de los psdr.s, tulor l€rl o administrador de bierca:

registrarlo. Deseo !!!!!$ la itrformaci6tr dc mi lif,o(a) en el

Escriba con letra de molde

Fcch. Firma

Noti|icaci6nsokePrivacidad:Ta1sobpolunasqjantas9Xcepciones,Usiedt€neeid€fschodesdjdlarydeserinfomadosobre|ainfr'nacior|qU€elEst,dodeTexasnesdre
usted.Au5tedseledebec!icederdderedlode.ecibiryrevis€r|air4formaci6ndrquefida.Ustedlambi6nli$€eidered|odepedirqUe|a.gencia€56aico|a@dqu|dinbmd&
oue se ha degninado sea inco.re.ta. Uriias€ a h@rlwr|w.dshs.slan.DL|ls pra mi5 inbrmaiin sobfe la Nolii6d6.t sobre ptivacidad. (ReFenoai Govemnenl Cde sE{,i&
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