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       Completed on_______________________ 

Patient Information 
First Name_____________________________ Middle initial__ Last Name__________________________________ 

Address________________________________ Apt#_______ City ________________ State______ Zip__________ 

Date of Birth __/__/____ SS#_____-____-_____ Home phone #________________Pt’s cell___________________ 

Marital Status  S  M  D  W    Patients email __________________________________________________________ 

Siblings to Patient 
Name___________________________________________________________________ D.O.B.____________  

Name___________________________________________________________________ D.O.B.____________  

Name___________________________________________________________________ D.O.B.____________  

If patient is over 18 and covered on parent or guardians insurance, is the patient a full time student?  Y / N 

 

If Patient is a Minor 
Name of parent or legal guardian____________________________________Relationship to pt________________ 

Address (if different to pt)__________________________________Apt#_______City__________Zip_____________ 

Home phone #___________________________ Cell #______________________________ Marital Status S  M D  W 

Email _________________________________________________________S.S.#____-____-____D.O.B.__/__/____ 

Drivers Lic.#________ ______________ State_________________________________ 

Employer Name ____________________________________________ Position______________________________ 

Work phone#_______________________ 

Name of Spouse______________________________ D.O.B ____/____/____ Cell #_____________________ 

Address if  different______________________________Apt#________City___________________Zip___________ 

Email_________________________________________________S.S.#____-____-____Drivers Lic.______________ 

Employer________________________________________________________ Position _____________________ 

Primary Insurance Information 
Insurance Company___________________ ID#____________________________________Grp#________________ 

Address___________________________________________ City____________State____ Zip__________________ 

Policy holders name ________________________________________Relationship to pt, self  spouse  child  other 

Insured D.O.B ___/___/___ Insured SS# ____-____-_____ Employer name______________________________ 

Emergency contact (other than yourself or spouse) 

Name_______________________________________ Relationship____________________________phone_________________________ 

 

Pharmacy name, address, and phone number 

________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________ 

 

Do we have permission to leave messages on voicemail with appointment or lab/radiology results?  Y/N 

 

Assignment of benefits : I hereby assign all medical and/or surgical benefits to the attending physician. This 

agreement will remain in effect until revoked by me in writing. A photocopy of this assignment is to be 

considered valid as an original. I understand that I am financially responsible for all charges whether or not paid 

by the said insurance. I hereby authorize said assigned to release all information that may be necessary to secure 

payment. 

 
 

__________________________________________________________ ____________________________________________ 
Patient (or guardian if under 18 years old)   Date 
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AUTHORIZATION TO RELEASE PROTECTED HEALTH INFORMATION 
 

Patient(s) name: ________________________________________________  D.O.B ___/___/_____ 
 
Home Phone: ________________________________ Cell Phone: ____________________________ 
 
I hereby authorize: ____________________________________ Phone #:______________________ 
 
Address: ___________________________________________________________________________ 
 
Fax: ____________________ to release medical information on the patient(s) named above. 
 
To: ________________________________________________________________________________ 
 
Address: ____________________________________________________________________________ 
 
Phone: _______________________________________ Fax: _________________________________ 
 
Purpose for release of records: _________________________________________________________ 
 
My authorization is confined to the information checked below: 
 
____ Statement of charges/payments ____ Radiology results 
 
____ Hospital records   ____ History/exam/notes 
 
____ Immunization records  ____ Lab results 
 
____ Growth charts   ____ all of the above 
 
____ Other: ________________________________________________________________________ 
 
 
This authorization is given freely with the understanding that: 
 

1. Any and all records, whether written, oral or in electronic format, are confidential and cannot be disclosed without prior written 
consent, except as otherwise provided by law. 

2. A photocopy or a fax of this authorization is as valid as the original. 
3. I may revoke this authorization at any time, except where information has already been released. This authorization is called for a 

1 year period from the date it is signed, or sooner if noted below.  The revocation must be in writing. 
4. Windhaven Adolescent and Sports Medicine, it’s employees, officers, physicians are hereby released from any legal responsibility 

or liability for disclosure for the above information to the extent indicated and authorized herein. 
5. Treatment, payment enrollment or eligibility for benefits may not be conditioned upon obtaining this authorization. 
6. Information used or disclosed pursuant to this authorization may be subject to re-disclosure by the recipient and is no longer 

protected. 

 
 
 
__________________________________________________________ ____________________________________________ 
Patient (or guardian if under 18 years old)   Date, event or condition of expiration (if less than 1 year) 
 
 

__________________________________________________________ ____________________________________________ 
Patient (or guardian if under 18 years old)   Date 
 
 

__________________________________________________________ ____________________________________________ 
Witness       Date  
 
Rule 165.2 
The physician responding to a request for such information is entitled to receive a reasonable, cost based fee for providing the requested information.  Reasonable 
fee shall be a charge of 25.00 for the first 25 pages, and $0.50 per page thereafter.  If an affidavit is requested to certify the information is true and correct, a 
reasonable fee of $15.00 may be charged for executing the affidavit. 
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Patients(s)Name:    Date of Birth : 
__________________________________  __________________________________ 
 
__________________________________  __________________________________ 
 
__________________________________  __________________________________ 
 
__________________________________  __________________________________ 
 

 
Authorization for Treatment 

 
I hereby authorize (Mr. /Mrs. /Ms. /Dr.) _____________________________________________ 
As my representative to bring the above patients/patients for treatment as needed, with Dr. Laura 
Scalfano, and any such assistant or physicians as she designates to render any necessary or 
advisable treatment. 
 
 
 
 

Advance Beneficiary Notice (ABN) 
 
Your health insurance may not pay for the item(s) or service(s) that are described below.  The plan 
that you have chosen as your health insurer does not necessarily cover all of your health-care costs.  
Insurance only pays for covered items and services.  The fact that insurance may not pay for a 
particular service does not mean that you should receive it, especially if your physician 
recommends that you receive this service. 
 
Description of item(s) or service(s):  IMMUNIZATIONS 
 
Estimated cost: 
 

A. Gardasil $220 per injection 
B. Menactra $125 per injection 
C. Flu mist $35 each 

 
 
 
 
The purpose of this notice is to help you make an informed choice about whether you want to 
receive these items or services, knowing that you might have to pay for them yourself.  By signing 
below you agree to take full financial responsibility for the cost of the item(s) or services(s), if your 
health insurance does not included a covered item or service. 
 
 
Responsible party signature:  ___________________________________________________ 
 
Date:    __________________________________ 
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 NOTICE OF PRIVACY PRACTICES 
 

This notice describes how medical information about you may be used and disclosed and how you can get 
access to this information. Please review it carefully. 
 
The Health insurance Portability & Accountability Act of 1996 (“HIPPA’:) is a federal program that requires 
that all medical records and other individually identifiable health information used or disclosed by us in any 
form, whether electronically, on paper, or orally, are kept properly confidential. This Act gives you, the 
patient, significant new rights to understand and control how your health information is used. HIPPA provides 
penalties for covered entities that misuse personal health information. 
 
As required by HIPPA, we have prepared this explanation of how we are required to maintain the privacy of 
your health information and how we may use and disclose your health information. We may use and disclose 
your medical records only for each of the following purposes: treatment, payment and health care operations: 
 

• Treatment means providing, coordination, or managing health care and related services by one or more health 
care providers. An example of this would include a physical examination. 

• Payment means such activities as obtaining reimbursement for services, confirming coverage, billing or collection 
activities, and utilization review. An example of this would be sending a bill for your visit to your insurance 
company for payment. 

• Health care operations include the business aspects of running our practice, such as conducting quality assessment 
and improvement activities, auditing functions, cost-management analysis, and customer service. An example 
would be an internal quality assessment review. 

 
We may also create and distribute de-identified health information by reviewing all references to individually 
identifiable information. 
 
We may contact you to provide appointment reminders or information about treatment alternatives or other 
health-related benefits and services that may be of interest to you. 
Any other uses and disclosures will be made only with your written authorization. You may revoke such 
authorization in writing and we are required to honor and abide by that written request, except to the extent 
that we have already taken actions relying on your authorization. 
You have the following rights with respect to your protected health information, which can exercise by 
presenting a written request to the privacy officer:  
 

• The right to request restrictions on certain uses and disclosures of protected health information, including those 
related to disclosures of family members, other relatives, close personal friends, or any other person identified by 
you. We are, however, not required to agree to a requested restriction. If we do agree to a restriction, we must 
abide by it unless you agree in writing to remove it. 

• The right to reasonable requests to receive confidential communications of protected health information from us 
by alternative means or at alternative locations. 

• The right to inspect and copy your protected health information. 
• The right to amend your protected health information. 
• The right to receive an accounting of disclosure of protected health information. 
• The right to obtain a paper copy of this notice from us upon request. 

 
We are required by law to maintain the privacy of your protected health information and to provide you with 
notice of our legal duties and privacy practices with respect to protected health information. 
 
This notice is effective as of June 10, 2002, and we are required to abide by the terms of the Notice of Privacy 
Practices currently in effect. 
 
We reserve the right to change the terms of our Notice of Privacy Practices and to make the new notice provisions effective 
for all protected health information that we maintain. We will post and you may request a written copy of a revised Notice 
of Privacy Practices from this office. 
 
You have resources if you feel that your privacy protections have been violated. You have the right to file a formal written 
complaint with our office or with the Department of Health and Human Services, Office of Civil Rights, about violations of 
the provisions of this notice or the policies and procedures of our office. We will not retaliate against you for filing a 
complaint. 
 
Please contact us for more information by asking to speak to our Privacy Officer or for written inquires, note “Attention 
Privacy Officer”. 
 
For more information about HIPPA or to file a complaint: 
 
The U.S. Department of Health and Human Services 
Office of Civil Rights, 200 Independence Avenue, S.W., Washington, D.C. 20201, (202) 619-0257 
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Receipt of Notice of Privacy Practices Written Acknowledgement Form 
 
I acknowledge that I have received or have been offered a copy of Windhaven Adolescent and 
Sports Medicine’s Notice of Privacy Practices. 
 
 
 
__________________________________________________________ ____________________________________________ 
Patient (or guardian if under 18 years old)   Date, 
 

 
 
Patients(s)Name:    Date of Birth : 
__________________________________  __________________________________ 
 
__________________________________  __________________________________ 
 
__________________________________  __________________________________ 
 
__________________________________  __________________________________ 
 

 
 
Please initial the following for approval of protected health information (PHI) to be communicated 
to you or someone you approve. 
 

Our practice may use or disclose the patients(s) PHI to contact you by phone, 
voicemail message or by mailing appointment reminder postcards to the designated 
address filled out by you. 
 
Our practice may use or disclose the patients(s) PHI to contact you by phone or 
voicemail message to reference clinical care including laboratory results of non-
urgent nature or routine.  Our practice may use or disclose your PHI for other 
services benefiting you such as, but not limited to, immunization records, may be 
faxed, at your verbal or written request, to other facilities or entities designated by 
you.  For example, you may request by phone that your child’s immunization record 
be faxed to the school nurse or other facility. 

 
 
 
 
 

*************************************************************************************** 
 
Please sign below ONLY if you are DECLINING your Notice of Privacy Practices.   
 
I acknowledge that I have declined to receive or review the Notice of Privacy Practices offered by 
Windhaven Adolescent and Sports Medicine.  I also understand that by signing this section I waive 
the rights listed in previous sections.  I agree and understand that I do not have to sign this 
acknowledgement in order for me or the patient(s) to receive treatment by Windhaven Adolescent 
and Sports Medicine. 
 
 
 
 
__________________________________________________________ ____________________________________________ 
Patient (or guardian if under 18 years old)   Date 
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We are currently transitioning to electronic medical records, so please forgive us if you are asked 
to provide the same information more than once. 
 
 

Patients full given  name:________________________________________________________________ 

Preferred Name: _________________________________________________________________ 

Current Address: _________________________________________________________________ 

_________________________________________________________________ 

Phone Numbers: _________________________________________________________________ 

Email Address:  _________________________________________________________________ 

 

Current Medication 
 
Name     Dose   Frequency  
_________________________________ ___________________ _______________________________ 

_________________________________ ___________________ _______________________________ 

_________________________________ ___________________ _______________________________ 

_________________________________ ___________________ _______________________________ 

_________________________________ ___________________ _______________________________ 

_________________________________ ___________________ _______________________________ 

_________________________________ ___________________ _______________________________ 

_________________________________ ___________________ _______________________________ 

_________________________________ ___________________ _______________________________ 

_________________________________ ___________________ _______________________________ 

 
 
Allergies to any medication  

______________________________________________________________________________________ 

______________________________________________________________________________________ 

  

 

Who is the patients primary care doctor? 

______________________________________________________________________________________ 

______________________________________________________________________________________ 

 

 

Is the patient seeing any other specialists? 

______________________________________________________________________________________ 

______________________________________________________________________________________ 

 

 

Preferred pharmacy 

______________________________________________________________________________________ 

______________________________________________________________________________________ 

 

Thank you for being patient with us during this transition. 
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After-hours call policy 
 

Dr. Scalfano is available for after-hours emergencies every day, including holidays. She believes 
that taking these calls personally improves the quality of healthcare for her patients. In order for 
her to continue this service, we ask that you reserve after hours calling to her to true 
EMERGENCIES. 
 
 
If you are considering an emergency room visit or are concerned that your child's health condition 
cannot wait until the morning, please call our office number (972 473 8336] and your call will be 
directed to Dr. Scalfano through her answering service. 
 
Dr. Scalfano will return the call within 30 minutes. If you do not hear from her within 30 minutes, 
please place your call again.  
 

Please remember that this service is for EMERGENCIES only, not medical questions. 
 
We ask that you do not call the doctor after hours for medical advice that can wait until the 
morning, medication refills, appointment rescheduling, etc.  
 
Your compliance with this matter will assist us in being able to continue to provide this valuable 
service to our patients.  
 
 


