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18 years and older:
By signing below, the responsible party acknowledges that he or she has read and understood the foregoing Privacy Policy and Financial Policy and agrees to be bound by the terms and conditions set forth therein. You are entitled to your own copy of these documents and may obtain one from the front desk by request. 
Patient name: (Please print) __________________________________Date: _______________
Patient signature: _______________________________________________________________
Health Information Release:
I Authorize _____________ 			I DO NOT Authorize ___________ (check one)
You may use or disclose all of my health information maintained by Seaside Pediatrics practice to the following (parent, representative, health organization, ect)
Name: ___________________________________________     Phone: ____________________________ 
Name: ___________________________________________     Phone: ____________________________
Name: ___________________________________________     Phone: ____________________________
I specifically DO NOT authorize disclosure of the following conditions (check all that apply):
___ Drug use   ___ Alcohol use ___ Sexually transmitted diseases ___ Psychological or psychiatric conditions, including psychotherapy notes
This authorization ends on (date) ___________   or    when I turn 21.  (Please circle one.)
I may revoke thus authorization in writing. If I revoke this authorization, it would not affect any actions already taken by Seaside Pediatrics based upon this authorization. To revoke this authorization, write a letter or email stating your wishes to the Practice manager (seaside@seasideped.net).
Once the office discloses health information, the person or organization that receives it may be able to redisclose it. Privacy laws may no longer protect it.
Patient name: (Please print) __________________________________Date: ________________
Patient signature: _______________________________________________________________
For the Patient’s Parents:
By signing below, the parent or guardian acknowledges that he or she has read and understood the foregoing Financial Policy and agrees to be bound by the terms and conditions set forth therein. You are entitled to your own copy of these documents and may obtain one from the front desk by request. By signing below, you are agreeing to be financially responsible for the care of your child while being seen by the providers at Seaside Pediatrics.
Parent/Guardian name: (Please print) ________________________________ Date__________
Parent/Guardian Signature: _______________________________________________________
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