
	
 

NEW PEDIATRIC PATIENT REGISTRATION 

Patient Information

Last Name First Name Middle Name Email Address: 

Address : City State ZIPCode

Home Phone # Sex 
 Male	  Female     

Date of Birth 
____ / ____ / _____

Age Ethnicity:                Hispanic                         Not Hispanic	

Which category best describes your race? 
 American Indian/Alaska Native  Native Hawaiian/Pacific 
Islander   Black or African American  White  Asian  
Hispanic/ Latino 
 Other

Preferred language 
 English  Spanish  Sign Language or Auxiliary Aid  Other

Parent/ Guardian Information (Custodial Parent)

Guardian Relationship to Patient Guardian SSN: 

Last Name First Name Middle Name Date of Birth: ____ / ____ / _____

Address (Street or PO Box) City State ZIPCode

Home Phone # Email Address:

Parent/ Guardian #2

Guardian Relationship to Patient Guardian SSN: 

Last Name First Name Middle Name Date of Birth: ____ / ____ / _____

Address (if different) City State ZIPCode



	

Home Phone # Email Address:

Preferred Pharmacy Info 

Name: 
___________________________________________________ 

Address: 
_________________________________________________ 

Phone: 
__________________________________________________

How did you hear about us? 

 Family/ Friend	  Insurance	  Internet/Website 
 Location/ Drive  Newspaper/Magazine  Radio TV  
Community Event     others  

State others: 
----------------------------------------------------------

Insurance information (Primary Insurance) 

Insurance company Name: Policy Holder's Name:

Policy # Group # Policy Holder's SSN:      Date of Birth: ____ / ____ / _____

Policy Holder's Address City State ZIPCode

Policy Holder's Phone #: Policy Holder's Relationship to Patient:

Insurance information (Secondary Insurance) 

Insurance company Name: Policy Holder's Name:

Policy # Group # Policy Holder's SSN:      Date of Birth: ____ / ____ / _____

Policy Holder's Address City State ZIPCode

Policy Holder's Phone #: Policy Holder's Relationship to Patient:

▪ Please provide the person that you would like to list as an Emergency Contact situation in the event an emergency 
situation was to take place while in our office(s):      

Name: __________________________________________________	 Contact Phone: _______________________________________



	
Thank you for choosing Kidsville Pediatrics as your child’s pediatrician and as one of our patients we would like you to 
be aware of our financial policies. Once you have carefully read the following, please sign this document and return to our 
office staff. 

• Most plans have deductibles, coinsurances, and/or copayments that are solely your responsibility at the time of 
your visit.  Copayments are due at the time services are rendered. The accompanying parent, grandparent, 
guardian, including babysitter are responsible for full payment at the time of service. Copayments not collected at 
the time of visit will be charged a $10.00 fee plus the amount of the co-pay.  

• On arrival, you must present your most current insurance card at each appointment. If the insurance company that 
you present is incorrect, you will be responsible for payment of the full cost of the visit and will be required to 
submit the charges to the correct plan. 

• The accompanying adult presenting a minor for examination or treatment must present a valid government-issued 
identification at check-in. If the accompanying adult is not the child’s parent or legal guardian, they must disclose 
that status to the practice and provide documentation evidencing authorization to accompany the child and/or 
consent to treatment, including but not limited to a written authorization from a parent or legal guardian, court 
order, guardianship documentation, or other documentation acceptable to the practice. Failure to provide 
satisfactory identification or proof of authorization may result in delay, rescheduling, or refusal of non-emergency 
treatment. 

• Certain insurances require you to select a Primary Care Physician or a PCP. Please call your insurance prior to the 
visit and to select our Pediatrician as your PCP. If they have not been notified you may be financially 
responsible for this visit and/or your appointment will need to be rescheduled.   

• Patient and sibling balances are due at the time of appointment. Your appointment may be rescheduled if your 
balance is not paid in full or set up on a payment plan created by Kidsville Pediatrics. 

• If our physicians are not on your insurance panel or you do not have insurance, then payment in full for services 
provided is required at the time of visit. For appointments that have already been scheduled, any and all prior 
balances must be paid prior to being seen. 

• MyChart is required. 
• Patient balances are billed immediately once your insurance plan’s explanation of benefits (EOB) has been 

received by our office. Your payment is due within 10 business days of your receipt of your bill. 
• If you are unable to keep your scheduled appointment, we require you to contact our office within 24 hours 

before your appointment to reschedule or cancel. This will allow us to have another patient who needs that 
appointment to come in. If you do not contact us within 24 hours, we will charge a fee of $50.00 for each child 
that was scheduled to be seen for primary care pediatrics well, sick, or office visit. In addition, if you do not 
contact us within 24 hours, we will charge a fee of $100.00 for each child that was scheduled to be seen for 
Behavioral Health New Patient visit or any Behavioral Health follow up visit. 

• We reserve the right to discharge any patient or family from the practice after 3 no show appointments.  
• If you are more than 15 minutes late, you may be required to reschedule your appointment. 
• Any balance over 60 days will be forwarded to a collection agency. 
• Please call our office if you have a question about your bill. We are happy to review your bill with you to prevent 

any misunderstandings.  
• During your visit, we may use an Artificial Intelligence (AI) system to assist with clinical 

documentation. This system helps draft medical notes, which are reviewed and verified by your provider 
for accuracy. Your medical information is securely stored in compliance with applicable laws. 

_____________________________________ 	 	 ___________________ 
Printed Name 	 	 	 	 	 	 Date 

_____________________________________ 	 	 ___________________ 
Signature	 	 	 	 	 	  Date 



	

Kidsville Pediatrics PLLC Notice of Privacy Practices  
The Health Insurance Portability Act (HIPAA) and the Health Information technology for Economic and Clinical Health (HITECH) 
Act are federal government regulations designed to ensure privacy and security of patient ́s protected health information (PHI). They 
ensure that you are aware of your rights and how your medical information can be used in providing and arranging your medical care.  
Kidsville Pediatrics PLLC is furnishing you with its Notice of Privacy Practices, which are available in hard copy or at the company’s 
website or in office at your request. By signing this form, you acknowledge that you have received Kidsville Pediatrics PLLC Notice 
of Privacy practices.  
_______________________________________	 	  _______________________________  
Signature 	 	 	 	 	 	 Date 

Consent to Treat 
I, _________________________________________________________________, parent/legal guardian of: Patient:  
___________________________________________________ 	 _____________________________ 
NAME	 	 	 	 	 	 	 	  Date of Birth  
Do hereby give my authorization and consent to my child (named above) to be seen by (Kidsville Pediatrics PLLC),and/or any 
physician or nurse practitioner at Kidsville Pediatrics PLLC, consent to the medical/surgical care, behavioral health, allergy testing or 
treatment, immunotherapy or treatment, vaccinations, and treatment of my child.  
Additionally, I hereby authorize and grant that the below named person(s) has/have permission from the natural parents to sign for any 
medical or surgical procedures, treatments, or immunizations deemed necessary for the well-being of my child(ren). This is also 
permission to bring my child(ren) for well checks and all necessary immunizations, behavioral health appointments, lab-work, allergy 
testing, immunotherapy, or rapid testing that are routinely given at the well visit or any sick visit. The duration of this consent is 
indefinite and continues until revoked in writing.  

▪ Is there any custody agreement we should be aware of? _Yes / No___________________________ 

▪ If yes, please provide documentation at the first appointment. parents/guardians must disclose any custody order, 
possession order, restraining order, or medical decision-making limitation. not just “custody agreement.” 

Authorized Person(s):  
_____________________		  ______________________________ 	 	 _____________________________  
NAME 	 	 	 	 Relation to patient	 	 	 	 Contact # 

_____________________		  ______________________________ 	 	 _____________________________  
NAME 	 	 	 	 Relation to patient	 	 	 	 Contact # 

I am, by this document, representing that all information regarding authority to present the child for treatment is true and I have the 
authority to consent for all medical/surgical care and treatment of said child(ren):  
______________________________________________________________________________  
Signature 	 	 	 	 	 	 Date 



	

 
Medical Release Form 

Patient Name: _________________________ Date of Birth: _____/_____/_____ 

Address: _________________________________________________ 

City: _____________________ Zip Code: ______________________ 

Please choose release request: 

____Full Record	 	 ____Immunization Record Only 

INFORMATION REQUESTED FROM (CLINIC NAME) 

Name: _________________________________________ 

Address: ___________________________________ City: _____________ State: ______ 

Phone: (_______) ________________ Fax: (________) ________________ 

SEND INFORMATION TO 

Name: Kidsville Pediatrics  

Mansfield  	 	  	 Phone:	 682-341-3910	 Fax: 682-400-1288 
Southlake 	 	 	 Phone: 	 682-345-8010	 Fax: 682-345-5051 
McKinney East (Virginia Pkwy) 	 Phone: 	 469-885-9400	 Fax: 469-886-1944 
McKinney West (Coit Rd) 		 Phone:	 682-868-1020	 Fax: 682-219-0556	  

I, ________________________________(Name), hereby grant permission for you to release confidential health information about 
me, or my child, by releasing a copy of my medical record, or a summary of my protected health information, to Kidsville Pediatrics 
PLLC.  

_____________________________________	 	 	 ___________________ 
Printed Name	 	 	 	 	 	 	 Date 

_____________________________________	 	 	 ___________________ 
Signature	 	 	 	 	 	 	 Date 



	




	 	 	  



	

 
Photo/Video Consent Form 

Parent CONSENT  
I,_________________________________, _________________ First name, Last name 
DOB , Parent of children named below: 
________________________________ (Full name of child and DOB) 
consent to all images and / or video being made of me or my child/dependent not limited 
to one date of service. I agree that images may be used for social media purposes 
including Kidsville Pediatrics website, Facebook Page, Newsletter, or Instagram. 
Kidsville Pediatrics has full rights to use the photo/videos.  
I further acknowledge that there were no promises of compensation for such use of 
medical photo(s) and or video taken by Kidsville Pediatrics, PLLC staff as consented 
above.  
This consent maybe revoked at any time with written request by patient.  
By signing below, I confirm that I understand this consent form.  

_________________________	 	 _____________________ 
Signature of Parent/Guardian		 	 Date 


