Apache Drive Children's Clinic
PATIENT REGISTRATION & DEMOGRAPHICS | AGE 18+

Please print clearly. To be completed by the patient. Date:
PATIENT INFORMATION o
Legal last name Legal first name Middle name
Pate of birth Sex assigned at birth Preferred name Preferred [anguage
Race {optional} Ethnicity (optional) Interpreter needed? Yes/No

Home address / Apt,

City State ZIP code

PATIENT CONTACT & EMPLOYMENT INFORMATION

Primary phone Email

Employer Social Security number
EMERGENCY CONTACT

Full name Relationship to patient Phone

INSURANCE & RESPONSIBLE PARTY

Primary insurance / Medicaid plan Member / Meadicaid ID

Policyholder name Palicyholder date of birth Group number
Policyholder relationship to patient Policyholder phone

Secondary insurance Member ID / Group nurmber

Person responsible for account: Relationship to patient Phone

1 canfirm the information provided above is accurate to the best of my knowledge.

Patient signature: Date:




APACHE DRIVE CHILDREN'S CLINIC

3203 Methodist Drive, Jonesboro, AR 72404
Phone: (870) 835-1800 | Fax: (870) 936-2017

PEDIATRIC PATIENT REGISTRATION FORM

For pafients under age 18

6. PREFERRED PHARMACY - R o H
Pharmacy Name: Phone: ( )
Clty / L.ecation: Cross Street (optional):

7. AUTHORIZED PERSONS / HIPAA RELEASE OF INFORMATION

Pleasa list the person(s) you autharize Apache Drive Childran's Clinic to communicate with regarding your child's care andfor protected health information, as
permiited by law.

FIRST NAME ' ’ . " |"LASTNAME

[ undarstand that this authorlzation is voluntary and may be revaked in writing, except to the extent the clinic has already acted i reliance on it. This authorization is
subject to applicable faderal and state privecy laws,

y
Parent/Legal Guardian Signature: | Date: ! I

Printed Name: ' Relgticnship to Patient:

8. REGISTRATION ACKNOWLEDGMENT

| certify that the Informaltion on this reglstraticn form is correct to the best of my knowledgs and that | have authorlty to provide information and sign far this miner
pafient. | undarstand that | should notify Apache Drive Childrens Clinic when contact, insurance, guardianship, or authorization information changes. | understand
that Insurance coverage Is not a guarantee of payment and that the financially responsible party may be responsible for charges not paid by insurance.

Parent/Legal Guardian Signature: Date:_ _/__ !/
Printed Name: Relationship to Patient:
FOR ADCC STAFF
DateReceived: ___ /___ /. Staff Initials:
Guardian [D Veriffed: [] Yes [] No Insurance Card(s) Scanned: [] Yes [ No
Demagraphics Updated: [ Yes {] No HIPAA Authorization Reviewed; [] Yes { | No

Apachs Drive Children's Glinic | Pedialvic Registration & HIPAA Authosizalion | Rev. 08/2026




v ARKANSAS MEDI|CAID PRIMARY CARE PHYSICIAN MANAGED CARE PROGRAM
PRIMARY CARE PHYSICIAN SELECTION AND CHANGE FORM

.
;

Member Information:

FirstName LastName Middlz Initial

Medicaid ID# Soclal Security #
Birth Date {mm/ddiyyyy)

Mailing Address, City State Zip
Home Phone Celi Phone .

Email addrass

Requested New Docior (Primary Care Provider):

I have picked ihe three {3) physiciang namad below in order of my preference to be my primary care physician. | undersiand only one
(1) of them will be my primary care physician, ‘

1. 1190% coo
Medicaid Provider ID# Date of assignment
2. Qoshno Clernents 20434152
Doctors first and last name edicaid Provider |D# Date of assignment
3.
Doctors first and last name Medicaid Provider ID# Date of assignment

Reason for Request to Assign/Change Doctor {Primary Care Provider)
Choose all that apply. Selact at least one.

New Member —made 1 fime seleciion
Already patient with requested PCP
Requested PCP aiready sees family member
Member prafersnce

Member moved

PCP hours didn't fit member need

Quality of care

Office waii imes are too long

Takes o0 fong fo getan appointment

Office too far away/ hard to geito

Language / communication bamier

Other (please specify)

o i i O 0 A

Signatures:

Member Signature (or Legd Guardizn if a minor)

Printed Name of Member {or Legd Guardian if a miner)

Date (mmddAyyy)

[DMS-2509 (Rev., 10/18)



APACHE DRIVE CHILDREN'S CLINIC

3203 Methodist Drive  Jonesborg, AR 72401
Phone: (870) 935-1800 Fax: (870} 935-2917

AUTHORIZATION FOR RELEASE OF CONFIDENTIAL INFORMATION

internal Note: A separate orlginal authorizafion should be signed for each request for release of information,

TO / FROM: Apache Drive Children's Clinic TO / FROM:

3203 Methodist Drive Address:

Joneshoro, AR 72401 ‘

Contact: Phone: ‘
Fax: ‘

L , parent/guardian of the patient named below, authorize Apache Drive
Children's Clinic (ADCC) to obtain from or release to the person/agency listed above the pertinent medical, social, or other
information identified below. | understand that this information is confidential and will be used for the benefit of the patient. |
also understand that information released to another party may be subject to re-disclosure by the reciplent, and ADCC is not
responsible for such re-disclosure.

DOCUMENTS / INFORMATION TO BE RELEASED
1, 2.
3. 4,

PURPOSE FOR RELEASE (CHECK ALL THAT APPLY)

[ 1 Atthe request of patient or parent/guardian [ 1 Per ADCC discretlon cr needs
Patient's Name: DOB: ! /
Signature of Parent / Guardian: Date: / /

Apache Drive Children's Clinic | Authorization for Release of Confidential Information



NO SHOW POLICY:

LOWERY BECK, M.D.
SASHA CLEMENTS, APRN

Quality care for our patients is our top priority. Please take a few minutes to read our No-
Show Policy and sign it at the bottom. If you have any questions related to this policy,
please let one of our staff know.

Our goalis to provide the best possible care for each of our patients and do scin a timely

manner. Therefore, to make that possible, Apache Drive Children’s Clinic has implemented
a No-Show/Cancellation Policy.

We define a No Show as any patient who fails to show up for their appointment, fails to
cancel their appointment at least 2 hours prior to their appointment time, or those who
show up their appointment more than 10 minutes late, thus not being able to be seen. Our
10-minute grace period for appointments is not guaranteed. We reserve the right not to see

your child if you are past your scheduled appointment time. Each time you no-show an
appointment for your child, our clinic will charge a $20 No-Show Fee.

After 2 No Show appointments, a patient may receive a letter in the mail notifying them of
thelr previously missed appointments. Once the patient misses a 3rd appointment, he/she
may be discharged from our practice. We understand that sometimes you simply cannot
make it to your appointment. All we ask is that you respect our time and our other patients’
time and call to cancel or reschedule your appointment. We appreciate your cooperationin
this matter and look forward to providing your child with the best healthcare possible.

Patient Name:

Parent Signature and Date:




VACCINATION POLICY:

At Apache Drive Children's Clinic, we strongly support and recommend that all children
receive vaccinations according to the immunization schedule recommended by the
American Academy of Pediatrics (AAP) and the American Medical Association (AMA).

We believe that vaccinations are safe, effective, and an important part of protecting
children, families, and our community from serious and potentially life-threatening
communicable diseases. Vaccinaticns have been proven to reduce the spread of vaccine-

preventable illnesses and help protect those who are unable to receive certain vaccines
because of age or medical conditions.

We recognize that parents and legal guardians may have questions, concerns, fears, or
uncertainty regarding vaccinations. We are committed to providing parents with accurate,
evidence-based information and answering questions so that families can make informed
decisions regarding their chiid's healthcare.

While we strengly support and recommend all vaccinations, Apache Drive Children's Clinic
respects a parent's or legal guardian's right to make decisions regarding vaccinations for
their child, subiect to applicable federal, state, and local laws and regulations.

Parents and legal guardians who choose to delay or decline recommended vaccinations
should understand that doing so may increase their child's risk of:

« Contracting vaccine-preventable diseases

« Developing serious complications from those diseases, including hospitalization,
permanent disability, or death.

* Spreading communicable diseases to infants, other children, pregnant
individuals, immunocompromised individuals, and others who may be
particularly vulnerable.

« That they may directly contribute to an outbreak of vaccine-preventable
diseases in our region.



o Ifour region experiences an outbreak of a vaccine-preventable disease, your
child may be required to miss school, childcare, activities, or other opportunities
due to their lack of vaccinations.

Vaccination does not guarantee that a child will never become ill; however, recommended

vaccines substantially reduce the risk of many serious infectious diseases and their
complications.

Parents or fegal guardians who choose to delay, partially delay, or completely opt out of
recommended vaccinations will be required to acknowledge that decision by signing a
vaccination waiver that will be notarized at the time of the document signing. A new waiver
may be required if vaccination decisions change or as otherwise determined by the clinic.

Apache Drive Children's Clinic will continue to strongly support and recommend routine
childhood vaccinations and will provide families with current, evidence-based vaccination
information to help them make informed healthcare decisions for their children,

Patient Name:

Parent Name:

Parent Signature:

Date: / /







ER/URGENT CARE POLICY:

LOWERY BECK, M.D,
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