OCEANSIDE PEDIATRICS

3701 JOHN PLATT DRIVE

Morehead City, NC 28557

Ph.252-622-4448/Fax 252-622-4014

Your signature below is an acknowledgement that your received all of the following procedures, policies & practices of Oceanside Pediatrics, PA and that you have read them, understand them and agree with them.

1. General Information Sheet 

2. Referral Policy 

3. Financial Policy 

4. Authorization of assignment of benefits & release of medical records 

5. HIPAA Notice of Privacy Practices 

Print Child’s Name___________________________________________

Print Parent/Guardian Name____________________________________

Signature___________________________________________________

Date_______________________________________________________
State any Restrictions of information re: your child below:




 ________________________________________



No Restrictions expressed. Ok to Leave Message on Answering or Voice Mail.

Due to New Laws in place, your child CANNOT be treated by our practice if brought in by anyone other than parent, legal guardian or person listed below. By listing these names you are giving the individual access to medical records and the authority to make Medical Decisions in your absence.

1.________________________________________ Relationship__________________                                              

2.________________________________________/Relationship___________________

3.________________________________________/Relationship___________________

PARENT ONLY must accompany child to any PHYSICALS or MEDS. APPTS.

No exceptions /you will be asked to reschedule.

We need 24 hrs notice for any changes to these types of appts. 

Emergency Next of Kin/OTRO FAMILIAR

Name__________________________________

Address________________________________/Phone #_______________________

*What number would you like us to contact you for office reminders or schedule changes? __________________________________
