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GEl.fING TO KNOW YOUR CHILD 

Child's Name: _________________ Date: ______ _ 

Child Lives with: ________________________ _ 

What school do they attend: ____________________ _ 

What grade are they currently in: _____ _ 

How is their school performance: ___ Excellent ___ Good/ Average __ Poor 

What are their Extra-cirrcluar Activities: ________________ _ 

How much TV exposure do they get: __ >1 hr. __ 2-3 hrs. __ <3 hrs. 

Are there any pets in the home: __ Yes or No List them: _________ _ 

Inside or Outside Pets 

Does your child attend daycare: ____ _ __ Facility __ Individual 

FAMILY HISTORY: Please list immediate family members only. 

Family Member Status: Alive, DOB/Age Illness: Cancer, Heart disease, asthma, etc.

deceased, unknown 

Mother 

Father 
Maternal 
Grandmother 

Maternal 
Grandfather 

Paternal 
Grandmother 

Paternal 
Granfather 

Siblings 
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Purpose of this Fom1: 

Healing Hands Pediatrics 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 type of webpage that 4ses 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 website uses secure sockets layer technology you can read or view information on your 
computer, but it is still encrypted in transmission between the website 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: 
1) the. secure message must reach the correct email address, and
2) only the correct individual ( or someone authorized by that individual) must be able to have
access to the message.

Only you can make sure these two factors are present. It is imperative that our practice 

has your correct e-mail address and that you inform us of any changes to your 
e-mail address.
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.

You are responsible for protecting yourself from unauthorized individuals learning your 
password. If you think someone has learned your password, you should promptly go to the 
website and change it. 

Types of Online Communication/Messaging: 

Immunization record. Requesting an appointment. Requesting Lab/x-ray results. 
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Patient Name:  

Patient Date of Birth: 

INSURANCE INFORMATION 

Insurance Plan:  Effective Date: 

Policy Holder Name:  Policy Holder Date of Birth:   Sex:  M   F 

Relationship to Patient: 

***PLEASE NOTE: The insurance policy holder is not automatically the Billing Guarantor. The parent/guardian who is present for office 
visits is the Billing Guarantor, please see below.***   

NOTICE OF FINANCIAL RESPONSIBILITY 

BILLING GUARANTOR 
I understand that payment of all medical care is due at the time of service. The parent and/or legal guardian who signs 
this form is responsible for any and all co-pays, deductibles, co-insurance, and/or unpaid balances not covered by 
insurance, regardless of marital status. I understand that I am responsible for any costs incurred in the collection of a 
patient’s account in case of default, including reasonable attorney fees and court costs. 

I hereby grant permission to Healing Hands Pediatrics, PLLC. to release any pertinent information to my insurance company upon 
request, and I also authorize payment directly to Healing Hands Pediatrics, PLLC.  
A photocopy of this authorization shall be considered as effective and valid as the original. 

NON-COVERED SERVICES 
I am aware that some services performed by Healing Hands Pediatrics, PLLC. may be considered “non-covered” by my insurance 
carrier or Medicaid, therefore I will become fully responsible for payment of these services.  

DIVORCE/CHILD CUSTODY 
Healing Hands Pediatrics, PLLC. will not honor the specific financial arrangements set forth in a Child Custody Agreement, Divorce 
Settlement Agreement, Divorce Decree from Judgment, or the like (the “Arrangements”). Since HHP is not a party to these 
Arrangements, it is not obligated to the financial terms of these Arrangements.  

In cases of child custody, the parent who presents their child (the “Presenting Parent”) for care and treatment at HHP is responsible for 
the payment of co-pays, co-insurance, and deductibles at the time of service. This policy applies whether there is a joint-
custody arrangement of the child and/or joint responsibility for their medical expenses. If the child is on the non-custodial or non-
presenting parent’s health insurance, then HHP will still collect the applicable co-pays, coinsurance, and deductibles at the time of 
service from the Presenting Parent. Upon request, HHP will provide a duplicate copy of your receipt so that the Presenting Parent or 
guardian can seek reimbursement where appropriate.  

NOTICE OF PRIVACY PRACTICES 
I have reviewed this office’s Notice of Privacy Practices, which explains how protected health information will be used and disclosed. 
I understand that Healing Hands Pediatrics, PLLC has the right to change its Notice of Privacy Practices that will be effective for health 
information the practice already has about my child[ren], as well as any they receive in the future. HHP will post a current copy of the 
Notice. I understand I may receive a copy of the current Notice upon request. 

I have read all of the above and understand/agree to all provisions therein regarding financial responsibility,
permission for treatment, and Notice of Privacy Practice.

BILLING GUARANTOR SIGNATURE/CONTACT INFORMATION 
Sex:   F    M 

Billing Guarantor Name (print) Date of Birth (mm/dd/yyyy) 

(    ) - 
Address / City / State / Zip Primary Phone 

Billing Guarantor Signature Social Security # Todays Date (mm/dd/ 



IMMUNIZATION REGISTRY (ImmTrac2)
Minor Consent Form(Please print clearly)

 With few exceptions, you have the right to request and be informed about information that the State 
of  Texas collects about you.  You are entitled to receive and review the information upon request.  You also have the right 
to ask the state agency to correct any information that is determined to be incorrect. See http://www.dshs.texas.gov for more 

www.ImmTrac.com

 that consent 
has been granted.   

to ensure that important vaccines are not missed.

a public health district or local health department, for public health purposes within their areas of  jurisdiction;

Printed Name

Signature

*



4503 Texas Blvd. 
Texarkana, TX 75503 

AUTHORIZATION TO RELEASE PROTECTED HEALTH INFORMATION 

Patient's Full Name: ___________________________ _ 
Date of Birth: ________ _ 
Parents Name _____________ Phone #: ________ Cell# _____ _ 

I authorize the release of protected health information (medical records) on my child or myself from the physician, 
facility or individual listed below: 

Name: __________________________ _ 
Address: _______________ Phone# _______ _ 
City, State, Zip: _______________________ _ 

_ _  Progress Note 
_ _  Lab __ X-Ray 

Immunization Records 
Entire Medical Records 
Other _____________________________ _ 

The information will be used/disclosed for the following purpose: _Continuation of Care_ Other 

This information should be sent to: Healing    Hands     Pediatrics          Fax#: 903-794-6743

Address: 4503 Texas Blvd

City, State, Zip: Texarkana, TX 75503

I understand that if the person or entity that receives the information is not a health care provider or health plan 
covered by privacy regulations, the information described above may be disclosed and no longer protected by those 
regulations. 

I understand that B Pediatrics will receive compensation for its use/disclosure of the information except when the 
information is requested by a parent or healthcare provider. 

I understand that I may refuse to sign this authorization and that my refusal to sign will not reflect my ability to 
obtain treatment or payment or my eligibility for benefits. I may inspect or copy any information used/disclosed 
under this authorization. (Note: this item is not required if the disclosure is requested by the patient.) 

I understand that I may revoke this authorization in writing at any time except to the extent that action has been 
taken in reliance on this authorization. 

Signature of Patient or Representative/Relation to Patient Date 

Witness 

Dr. Annie Baker Dr. Tracie Calloway

903-792-4003 903-794-6743 Fax




