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' - ' ; 777 B« Wheatland Bd Suffe 108 Buncanville, T 751G
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Faxz (orz=) Foorgqo
Office Policies &

Welootma to Dineanville Childten’s Pediatric Care, the offics of Sudath Rannul, M.D. 'We ars excited to
: welcome you into our family!! Below is a few of qur policies and procedures. Please feel fres tolef us
S Tnow if-yout have any concernsl!

No Shows/Late Axrdyal:

At our practice, we sirive to adequately serve ogr patients within a reasonable time frame. In ordet for
fhatto happen, we must iave the cooperation of our patients/parents. This coopetation fncludes giving
24-hour noticeto our offics for cancellations/rescheduling of appointments. If 24-hovr notice is not
given, it will be considered ano show. There will be a charge of 25 dollars for each no show. After a
patient’s 541 0 show, there is a possibility of dismissal from our practice. Also, 15 minutes after the
patient’s appointment tirme they will be considered late. If late, a patient ‘will be rescheduled to another
day. :

Emerpeney Contacts:
For the saféty and privacy of you and your child, anyone thatmay bring the child info a visit will need fa.
be listed on the child’s smergency contacts. In order for a person to be added o the emergency contact
list, a biolo gicgl parent/legal guardian must come into the office in person to add therm.

" Forms:
FMLA. forms will e charge of 25 dollars. There may be a charge for ofher forms as well. Wetequire
48 hours to complete forms. Forms may not be faxed fo a parent; the parent will be expected to pick the
form back up affer completion.

Medicaxz{ecoi«gs: ‘ | -

Medical recoxds are available to the parents for a foe of 25 dollats. We do require 2 weeks to.prepare the
medical records for pick up. Should you decide to switch physicians, you may fill out & medical release
form at the new physician’s office and we will send the medical records atno charge.

533%—Sigﬂing belovr, you x}'exli'fy that ydu .{Ii}ii?»:r.fﬂ,%ﬂ}l@ and agreeto apide bif onx poliey and i}fo'eé&ﬁ}qéé.
Again, we are happy that.you chose onr praciice fo caxe for your child/children. Please let us kaudw
ifowe can helyp in dny way!l

Parent/Guardian Signature

Date:




Duncanville Children’s Pediatric Catre
w77 B, Wheafland Rd Suite 108

Durncanville, TX 75116

Phone: 972-296-9930

Faxe 972-709-1340

“HIP AA — Health Tnsurance Portability and Accountability Act

The First-Ever federal privacy standards to protect patients’ medical records and other health
information provided to health plats, doctors, hospital, and other health care providers took effect on
April 14, 2003. Developed by the Department of Health and Human Services, these new standards
provide patients wifh access to their medical records and more control over how their personal
healfheare information is used and disclosed. State laws providing additional protections to
constmers are not affected by this new rule.

The privacy rule requires health plans, pharmacies, doctors and other covered entities to establish
policies and procedures to protect the confidentiality of protected health information about their
patients. These requirements are flexible to Allow different covered groups to implement them as
appropriate for their busiriess or practice. Covered groups must provide all the protections for
patients mentioned above, such as providing a notice of their privacy practices and Hmiting the use
nd disclosure of information as required under the rule. Inaddition, covered groups must take
sorne additional steps to protect their privacy.

The HTPAA Rules In Our Office Are Explained Below:

@ Immmunization records, medical records, or any other information pertaining the patient will
not be faxed.

® Medical Release forms must be fifled out and signed before medical records will be \
transferred.

© Medical care authorizations must have the patient legal signature.

e No information about the patient will be discussed within the office or outside the office at any
Hme.

e No medical information regarding the patient will be given over the phone.

Patient Name: DOB:

Parent Signatire: Diate:




TEXAS Texas Toomunization Registty (Lo Trac2) Rty
Healh o \ ;’f:é:;‘::ﬁ::mﬁm Minot Consent Form

A patent, legal guardian or managing congesvatos must sign this form if the client is younger than 18 yeats of age.

/ _—-‘______'____———————’_‘—__——‘

Chil@’s Bixst Natne Child’s Middle Name Child’s Last Name

A Child’s Gcndai:%mlc T .

Chiets Dt of Bicth. (mm/dd/3y79) Feoale  Telephone FiRe

// e

Child’s Address S . Apartment# / Building #
e s e

City State  Zip Code County

Mother's Fitst Name Mothet’s Maiden Natme

Race (select all that 2pply)
1 Ametican Indian or Alaska Native [1Asian [ Blackor African-Ametican
[ Native Hawaiian or Other Pacific Tslander [ White 1 Other Race
1 Recipient Refused

Ethnicity (select only one)
1 Hispanic ot Latino

[ Not Hispanic or Latino

1 Other

Ehc Texas Immunization Registry (TroreTrac2) Is a free setvice of the Texas Depattment of State Tlealth Services (DSHS). The Tezas j
Tmmunization Regjstry Is 2 secute and confidential sexvice fhat consolidates and stotes yout child’s (younges than 18 yeats of age)
sramunization recoxds. With yout consent, yout child’s Imenunization information will be included in the Texas Tmmunization Reglsty.
Doctoss, public health departments, schools, and othet mthotized pxofessionals can access yout child’s jamunization history to ensure that
imaportant vaccines afe not issed. Fot more information, see "Texas Health and Safety Code Sec. 161.007 (J). begps:/ [ stasutes. capitol tescas. gov/

Consent for Registration of Child aod Release of Fmmunization Recoxrds to

Aunthorized Pessons/Entides

T undetstand that, by granting the conseat below, T am anthotizing selease of the child’s immunization information to DSHS and I futther
anderstand that DSHS will include this information in the Texas Trmunization Registty: Once in the Tezas Tmmunization Registey; the
childs immunization information may by law be accessed by 2 public health disttict of Toeal health department, for public health pusposes
ithin thefr areas of judsdiction; 2 physician, or othes health-care provider legally authorized to adminfster vaccines, fox treating the child
as a patient; 2 state 2gency having legal custody of the child; a Texas school or child-cate Facility in which the child is entrolled; and a payor,
cusrently authotized by the Texas Department of Insutance o opetate jn 'Texas, tegarding coverage for the child. T undesstand thatT may
withdraw this consent at any time by submmitting a completed Withdrawal of Consent Form fn wiiting to the Texas Depattment of State
Health Services, Texas Tmraunization Reglsty. '

State law pesrmits the inclusion of immnization records for Pirst Responders and theit iammediate family membets in the Texas Trornunization
Regfstry. A “First Resp ondes?” is defined as a public safety etaployee ot volunieer ~whose duties include responding rapidly to an erCIEENCE: An
“immediate famlly member” is defined as 2 patent, spouse, child, of sibling who resides in the same household as the First Responder. For mote
information, see Texas Health and Safety Code Sec. 161.00705. Bitps:] [ statuses.copitolteeds pov/ Dozs/ HS b/ FIS.161 binit161.00705.

Please marl the box below o indicate whether youx child is an Immed 5ate Family Member, of a First Respondex.

T1 1 am 26 IVMEDIATE FAMILY MEMBER of a First Respondes.

By my signatuie below; T GRANT comsent for registration. T wish to INCLUDE sy child’s mformation in the Texas Iommunization Registty.
Patent, legal guatdian, of managing conservator: i

e T -
Printed MName 4_8}?1112\11& : Date

Piivacy Notification: With few cxceptions, you have the fight to request and be informed zhout information that the State of Tcxas
collects abont you. You até entitled to teceive and review the information upon request. You also have the right to ask the state agency
+0 cottect any inforsation thatis determined to beincorrect. See bith:/ | s s 2eveas. gop, fOX mote soformation om Privacy Notification.
(Reference: Government Code, Seetion. 552,021, 552.023, 559.003, and 559.004)

PROVIDERS REGISTERED WITH the Texas Iotuhization Registry: Pleas
Ropistty and affirm that consent has been granted. DO NOT fax fo the Texas Immunization Reglistty. Retal

Questions? Tek (800) 9509152 = Fam (512) 7767190 * : | dsps. teocas, goy/ fmmnize [imutra
"fexas Departonent of State Health Sexvices = Lramunizations = Hexas Tromupization Registry —~MC 1946 P 0. Box 148347 =
Austin, TX 78714-9347 '

Texas Depattment of State Eealth Services Stock No. C-7
Toamunizations Revised 02/2022



Duncanville Children’s Pediatric
EMERGENCY CONTACT FORM/ PATIENT INFORMATION FORM

Today’sDate__/__/

Patient Name: pDOB: [/ [

Patient Home Adress:

City: ZIP Code: Main Phone Number:

Mother’s Name: DOB: [/ [/

Phone Number

Email:

Father’s Name: DOB:__ [/ /[

Phone Number

EMERGENCY CONTACT (THE NAMES LISTED WILL BE ABLE TO BRING PATIENT TO THEIR
APPOITMENT’S)

Name:

" Relationship to patient:

Phone Number:

Name:

Relationship to patient:

Phone Number:

Name of the person bringing in the patientto the appointment
today: :

Relationship to the patient:




Medical Record Release Form
Duncanville Children’s Pediatric

Newborn, Pediatric and Adolescent

Patient/Guardian Authorization:

By signing this form, | authorized you to release confidential health information about the patient
below by releasing a copy of medical records or summary or narrative of the protected health
information to the person or enfity listed below.

**please fill ALL BLANKS with information™*

| herby request that the medical records for:

Patient name: Date of birth:

Previous Physician Information: -

Name of Physicién or Clinic:

Address:

Phone #: Fax #:

Specific Description of the following to be disclosed:
___ Allmedical records (including immunization record) _ﬁlmmuniza’.don record ONLY.
Fax/Mail/Email: Sudath Rannulu, M.D |
Duncanville Pediatric
777 E. Wheatland Rd Suite 108
Duncanville, Texas 75116
Phone #; 972-296-9930 Faxi: 972-708-1340

Email: Medicalrecords@bigkidpediatrics.corm

Patient or legal guardian authorization signature Date

Printed name if signed on behalf of the patient Relationship (Parent/ legal guardian)

This authorization is to allow records to be sent within 30 days upon receiving request. If more than 30
pages, please email instead of faxing. NO DISC ACCEPTED. Thank you.




Access to Your Child’s MyChart Record
To sign up for access to your child’s MyChart record, please complete both pages of this Child Proxy Form. Please note

that your child’s chart will be accessed through your MyChart record. Completing this form will establish a MyChart
record for you (the parent) with access to your child’s medical information.

Return all forms to: Your Primary Care Provider Office.

Parent/Guardian Information: (All sections required — pléase print clearly.)

Name (last, first, middle injtial)

Social Security Numnber: Date of Birth:

Street Address: City: State: Zip:
Email Address: ___Phone Number:
Primary Clinic:

Requirements for accessing a child’s record:
e Birth/adoptive parent or individual requesting access must have legal guardianship rights
o Complete and signed MyChart Child Proxy Form ‘
e Each parent or individual requesting access must have their own MyChart account

Please note the following age range limitations for MyChart. These age range limitations do not affect any legal right you
have to access your child’s record by other means.

= If your child is age 0-14: You will be granted full access to your child’s MyChart record.

= \When your child turns age 15: Your access will transition to a limited access to your child’s MyChart record.

» When your child turns age 18: Your access to your child’s MyChart record will expire.

Please provide the following information for each child: (All fields are required. If you have more than three children for
~ whomyou would like proxy access, please request another form or download one at https://mychart.fmolhs.org

A.Name (last, first, middle initial):

Sacial Security Number: Date of Birth:

Primary Clinic:

B. Name (last, first, middle initial):

Sacial Security Number: Date of Birth:

Primary Clinic:

c. Name (last, first, middle initial):

Social Security Number: Date of Birth:

Primary Clinic:

B Please remember to complete page 2 of this form.




WyChart Child Proxy Form geage2)

MyChart Terms and Agreement

By signing below, [ acknowledge that | have read, understand, and agree to the MyChart Terms and Conditions.

A copy of the MyChart Terms and Conditions can be requested at your physician’s office and can be obtained online at
https://mychart.fmolhs.org

B> / / /

Signature.of Parent/Guardian

Relationship to Patient Date. Time



