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Haywood Pediatric & Adolescent Associates, P.A.                  
DATE ____________        ACCOUNT # _______________ 
 

Please fill out completely! 
 
 
 
Patient’s Name______________________________________________________________________________________________________________________        
                     (Last Name)                                                      (First Name)                                                      (Middle Name) 
 

Date of Birth: _______________________________                       SS#: ____________________________________                   Sex:   Male          Female    
 

Race :   ⁪American Indian     ⁪Asian     ⁪Black or African American     ⁪More than one race     ⁪White     ⁪ Hispanic or Latino     ⁪Prefer not to answer     

             ⁪Other: ______________ 
 
Ethnicity:   ⁪Hispanic or Latino     ⁪Not Hispanic or Latino     ⁪Prefer not to answer     Language Preference: _________________________________ 

 
Address _________________________________________________________________________________   Home Phone _______________________________ 
                                       (Mailing Address )                      (City)                     (State, ZIP) 
 
Cell Phone _____________________________ Employer ________________________________________________ Work Phone:__________________________ 
 
Email _______________________________________________________________________________________________________________________________ 

 
 
 

Emergency Contact: (Check One)   ⁭ Mother ⁭ Father ⁭ Other: ___________________________________________Phone:___________________ 
 
 
Name of Insurance: ________________________________________________ Name of Policy Holder: ________________________________________________ 
 

 
Preferred method of communication: appointment reminders, immunization reminders, etc… 
 

__________ Postal Mail 
 

__________ Phone 
 

__________ Web Message through our Patient Portal 
 

 
Preferred Provider: (please check ONLY one)  ⁭ Dr. Stephen Wall   ⁭ Dr. Steven Hammel   ⁭ Dr. Karin McLelland   
 

⁭ Dr. Trew Stransky  ⁭ Dr. Sara Evers  ⁭ Anne Sarzynski   ⁭ Lillian Norris 
 
 

 
 
Mother’s or Guardian’s Full Name _____________________________________________________________  Maiden Name _____________________________ 
 

SS# ______________________________________________   Date of Birth _____________________________________________ 
 
Address ___________________________________________________________________________________   Home Phone _______________________________ 
                                       (Mailing Address )                      (City)                     (State, ZIP) 
 
Cell Phone ______________________________ Employer ___________________________________________ Work Phone:_______________________________ 
 
 
Father’s or Guardian’s Full Name _______________________________________________________________________________________________________ 
 

SS# ______________________________________________   Date of Birth _____________________________________________ 
 
Address ___________________________________________________________________________________   Home Phone _______________________________ 
                                       (Mailing Address )                      (City)                     (State, ZIP) 
 
Cell Phone ______________________________ Employer ___________________________________________ Work Phone:_______________________________ 
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Please fill out completely! 
 
 

Authorization for Use and Disclosure of Individually Identifiable Health Information 
 
 

Can confidential messages, including reminders, lab and x-ray results or other healthcare information be left on answering machines, cell phone, or work voice mail? 
(Circle One )                          YES               NO 

 
I hereby authorize the use or disclosure of my individually identifiable health information as described below. I understand that the information I authorize a person or 
entity to receive may be re-disclosed and no longer protected by federal privacy regulations. 
 
Please, list any family members (INCLUDING PARENTS) that we may disclose information to, if we are unable to contact you: 
 
Name: ______________________________________________ Relationship: ____________________________ Phone: _______________________ 
 
Name: ______________________________________________ Relationship: ____________________________ Phone: _______________________ 
 
I hereby authorize Haywood Pediatrics to furnish information to my insurance carriers, to other medical persons to whom physicians of Haywood Pediatrics have 
referred for treatment, and to the admitting hospital should I be admitted. 
 
All professional services are charged to the patient. Payment for office charges is due at the time of service. Patients covered under a contracted insurance plan are 
responsible for any co-payment, deductible, or co-insurance at the time of service. The patient is responsible for all fees regardless of insurance coverage. Updated 
insurance information must be given at time of services. Failure to do so may obligate you for payment for services rendered. Divorce has no bearing on the 
responsibility for medical care as it affects third parties. Haywood Pediatrics does not get involved in payment disputes between payments. 
 
I have received a copy of the Notice of Privacy Practices. I consent to medical treatment and diagnostic procedures by Haywood Pediatrics healthcare providers. I have 
read the above Consent to Use or Disclose Information for Treatment, Payment, or Healthcare Operations and do hereby authorize the release/transmission of pertinent 
medical information necessary for treatment, payment, or healthcare operations. I have also read and completed the above Authorization for Use and Disclosure of 
Individually Identifiable Health Information and understand that if I refuse to sign this authorization, the law may allow Haywood Pediatrics to refuse treatment. I am 
responsible for all charges incurred at Haywood Pediatrics and authorize payment of insurance benefits directly to Haywood Pediatrics. I am responsible for payment of 
all charges not covered by insurance contracts – including co-payments, deductible, non-covered services, and those determined by the insurance company, where there 
is no contract with Haywood Pediatrics, to be above the insurance company’s usual and customary fee. 
 
 
Signature of Patient: ___________________________________________________________________(SEAL)           Date: ___________________ 
 
 
 

THANK YOU! 


