L

| Pediatric Center of Round Rock

| Canng for the future by taking care of the present

PEDIATRIC CENTER OF ROUNDROCK
7700 Cat Hollow drive, Suite 104
Round Rock, Texas 78681
Phone 512-733-5437 Fax 512-244-1861
After Hours 512-323-5465
www.pediatriccenterofroundrock.com

CONSENT TO TREAT AND NOTICE OF PRIVACY

, parent or legal guardian of

, born .

do hereby consent to any medical care and treatment determined by a physician to be necessary for the welfar
of my child while said child is under the care of Pediatric Center of Round Rock, and I am not reasonably

available by telephone to give consent.

I understand that by signing this form I consent to the following: )
a) Sharing information for the purpose of treatment: You will share my child’s information

b)

c)

with all members of their treatment team, both within this office and with other providers
(personal and institutional) in order to provide him/her with quality care and the educational/
wellness programs specified in his/her insurance plan.

Sharing information for the purpose of payment: You will share all necessary
information with my child’s insurer(s), payer(s), governmental entities (such a Medicare.
Medicaid, etc.) and their representatives (including but not limited to, benefit determination
and utilization review) as well as your representatives, data warehouse, and billing
companies.

Sharing information for the purpose of operations: You will share all information
necessary for ongoing operations of this office (including but not limited to, credentialing
process, peer review, accreditation, and compliance with all federal and state laws).

I have reviewed this office’s Notice of Privacy as required by the Healthcare Information Privacy and
Portability Act, which explains how my medical information will be used and disclosed. I understand that I am
entitled to receive a copy of this document. My consent is freely given. I understand that I may revoke this
consent at any time of revocation is in writing, but any disclosure given in reliance on the prior consent will be

permissible.

Date

Signature of Parent or Guardian

Printed Name of Parent or Guardian




