
109 WARREN STREET, SUITE 4 
BEAVER DAM, WI 53916 

(920) 885-3305 
 FAX: (920) 885-5506 

608 WEST BROWN ST, SUITE 2 
WAUPUN, WI  53963 

(920) 239-2200 
FAX: (920) 324-2024 

 
 
 

Thank you for your interest in Community Pediatrics, SC! 

 

Enclosed please find a Patient Information Sheet(s), a Medical 

Authorization for release of information, a family medical history form, 

our policy on vaccines, a brochure, and a magnet with our contact 

information. 

 

Please complete each form for each patient and return to our office at 

your earliest convenience.   

 

If you have any questions regarding these forms or need additional 

forms, please do not hesitate to contact our office at (920)885-3305 in 

Beaver Dam and (920)239-2200 in Waupun. 

 

We look forward to working with you and your family. 

 

 

Thank you! 

 

The staff of Community Pediatrics 

 
*New patients who no-show their first appointment without 24-hour notification will not be allowed to reschedule. * 

 



 

NEW PATIENTS!!   

We love new patients!   

And we understand situations arise in which you must cancel your appointment.   We do require 

4 business hours notice so we can offer your appointment slot to someone else.   Unfortunately 

beginning 6/1/16 if you No-Show your first appointment we will not be able to reschedule your 

appointment.   Thank you. 

CURRENT PATIENT ‘NO SHOW’ POLICY  

Again, we at Community Pediatrics do understand that unforeseen circumstances do arise 

making it impossible to keep a scheduled appointment, however due to an increase in 

appointments being repeatedly missed we will be implementing a No-Show Policy as of February 

1, 2017.   

If you are unable to keep your appointment please call our office a minimum of 4 business hours 

prior to your scheduled appointment.  Each appointment that is missed (no-show/cancel) without 

4 business hours notification will be considered a “no-show”.  After 3 no-shows in a 12 month 

period, your account will be reviewed and you may be dismissed from the clinic.   

We appreciate that you have entrusted your child’s healthcare to us and we want you to know 

that their welfare is our greatest concern. 
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Date: ____________________ 

PATIENT INFORMATION (Please Print) 
 

Patient Name: ________________________________ Date of Birth: _____________________ Sex: _______________  

 

Address: ___________________________ City: ______________ State:_________ County:__________ Zip:_________ 

 

Phone: (      )___________________  Language:________________  Ok to leave message/send mail: Y____ N____ 

 
Race:          Ethnicity: (circle one) 

American Indian or Alaskan Native      Unknown 

Asian         Hispanic or Latino 

Black      AND   Not Hispanic or Latino 

Hawaiian Native or Pacific Islander      Declined to Answer 

White 

Declined to Answer 

PARENT INFORMATION 

 

Mother: ____________________________________  SSN#___________________    DOB:______________ 

Address:_____________________________________ City:_______________________ State:______ Zip: ___________ 

Phone: (      )__________________  Work: (      )______________________ Cell: (     )_______________________ 

Employer: ______________________  Occupation: ______________________   Email: __________________________   

 

Father: ____________________________________  SSN#___________________    DOB:______________ 

Address:_____________________________________ City:_______________________ State:______ Zip: ___________ 

Phone: (      )__________________  Work: (      )______________________ Cell: (     )_______________________ 

Employer: ______________________  Occupation: ______________________   Email: __________________________   

 

Step Parent: __________________________________  SSN#___________________    DOB:______________ 

Address:__________________________________ City:_____________________ State:______ Zip: ___________ 

Phone: (      )___________________  Work: (      )_______________________ Cell: (     )_____________________ 

Employer: _____________________  Occupation: ____________________   Email: __________________________      

    

Emergency Contact: If unable to reach you directly (Other than parents) 

Name: _________________________________  Relationship to Patient: ___________________________ 

Address:__________________________________ City:_____________________ State:______ Zip: ___________ 

Phone: (      )_________________  Work: (      )_____________________ Cell: (     )_____________________ 

 

Preferred phone contact number for: Medical information: __________________________________ 

Reminders:  ____________________Text______Call______ 
 

 

INSURANCE INFORMATION 
 

Insurance Carrier:_______________________________ Policy Holder: ____________________________ DOB:_____________ 

 

Subscriber ID: ______________________________ Group # _____________________________  

 

Employer: ______________________________      Relationship to patient: ___________________________ 
 

I consent to treatment of myself/my child for routine medical care, including physical exam, well child care, and vaccinations. (I understand that I 

have the right to refuse treatment.)  I hereby authorize Community Pediatrics, SC to release to my insurance carrier any information including the 

diagnosis and record of any treatment or examination. I also authorize and request that Community Pediatrics, SC be paid directly for services 

rendered. I understand and agree that I am financially responsible for all charges whether paid by insurance or not.  

 
 

Signature of Patient/Guardian: _______________________________________________    Date:_______________________ 

 



 
 

 

 

PATIENT AUTHORIZATION TO 

RELEASE PROTECTED HEALTH INFORMATION 
(Complete in full. See reverse side for important information.) 

 
I. PATIENT INFORMATION 

  

              
 (Name of Patient)      (Date of Birth) 

 

          

 (Street Address)  

     

(City, State, Zip) 

 

II. AUTHORIZE:   

              
(Name of Physician/Health Care Facility/Other)    (Phone/Fax Number)  

 

               
(Street Address)       (City, State, Zip) 

 

III. TO RELEASE PROTECTED HEALTH INFORMATION TO: 

 Community Pediatrics, SC     (920)885-3305/ (920)885-5506 
 (Name of Physician/Health Care Facility/Other)    (Phone/Fax Number) 

 

109 Warren St, Suite 4     Beaver Dam, WI 53916 
 (Street Address)       (City, State, Zip) 

 

IV.  HEALTH INFORMATION TO BE RELEASED:  

    All Medical Records from __________ 

    Immunization Records/Growth Chart 

    Lab Reports 

    X-Ray Reports 

   X-Ray Films – Specify 

   Billing Records – Specify 

   Other 

 

A. In Compliance with Wisconsin Statutes which require special permission to release otherwise privileged 

information, please release records pertaining to:  

    Mental Health 

    Alcoholism 

    HIV (AIDS) 

  Developmental Disabilities 

  Drug Abuse 

  Other       

 

V. PURPOSE OR NEED FOR DISCLOSURE: (Check applicable categories) 

  Further Medical Care 

  Insurance Eligibility/benefits 

  Disability determination 

  At request of Patient 

  Legal Investigation 

  Other        

  Vocational rehabilitation 

evaluation 

 

  

VI. EXPIRATION 

 This authorization will expire on  / / (DD/MM/YYYY). If I do not indicate a date, this will expire 

one (1) year from the date of my signature below. 

 

VII. SIGNATURE 

 I have had full opportunity to read and consider the contents of this Authorization that the health care provider my use 

and/or disclose to the persons and/or organizations named in this form the protected health information described in this 

form.  

 

Signature:          Date:     
 

If this Authorization is signed by a representative on behalf of this patient, complete the following: 

Representative’s Name:           

Relationship to Patient:           
 

YOU ARE ENTITLED TO A COPY OF THIS AUTHORIZATION AFTER YOU SIGN IT. 

 

SEE REVERSE SIDE FOR IMPORTANT INFORMATION. 

 

Community Pediatrics, SC. 109 Warren St Suite 4. Beaver Dam, WI 53916   Phone: (920) 885-3305  Fax: (920) 885-5506 



 
 

 

 

 

  

 

Additional Information Regarding Release of Health Information 

 

Community Pediatrics, SC recognizes the patient’s right of confidentiality of their health information 

under federal privacy regulations and Wisconsin Law. The patient should be aware of the following 

information when requesting or releasing health information. 

 

• Right to refuse to sign this authorization: A patient may refuse to sign this Authorization and this 

refusal will not affect the patient’s ability to obtain treatment or payment of claims. 

• Right to inspect or copy the health information to be used of disclosed: A patient has the right to 

inspect or copy the health information they have authorized to be used or disclosed by signing this 

Authorization form. A patient may arrange to inspect their health information by contacting this office 

directly.  

• Right to receive copy of this authorization: A patient has the right to receive a copy of the signed 

Authorization form. 

• Right to revoke this authorization: A patient has the right to revoke this Authorization at any time by 

giving written notice of revocation to the Office Manager listed below. Revocation of this Authorization 

will not affect any action taken in reliance of this authorization before receipt of the written notice of 

revocation. 

• Multiple releases of Information: A patient may request multiple releases of the information stated on 

the Authorization form. However, all releases based on this form are limited to the records dated up to 

and including the date of patient’s signature. A new Authorization is necessary for release of information 

for care provided after the date of the patient’s signature, unless the Authorization specifically states that 

specific records that will be generated in the future maybe be released, for example “future records of a 

specific test” or “future records of specific clinic appointment.” 

• Who may sign this Authorization:  

1. Generally, all patients 18 years and older must sign for release of their own health information unless 

the following conditions apply: 

a. The patient is incompetent. 

b. The patient is disabled and cannot sign the form. 

c. The patient is deceased. (A surviving spouse or personal representative of the estate may sign. 

If there is no surviving spouse or personal representative, then an adult member of the 

immediate family may sign.) 

2. All persons signing for release of health information on behalf of the patient must state their 

relationship to the patient and provide legal authority of their capacity to act for the patient.  

3. Minors: Patients less than 18 years of age must sign for release of their health information in the 

following cases: 

a. Alcohol or other drug abuse treatment: age 12 or older. 

b. Mental health treatment: age 14 or older may consent to release of records without parental 

consent (Parents also retain the right to access this information.) 

c. HIV test results: 14 or older. 

d. Emancipated minors who are married or in the military. 

• Fees for records: Community Pediatrics, SC, may charge a reasonable fee for viewing, copying, postage 

and preparation of records to fulfill this request. All fees are based on the applicable laws governing the 

release of health information. 

• Contact Office: Community Pediatrics, SC, Office Manager, 109 Warren Street, Suite 4, Beaver Dam, 

WI 53916 Telephone: 920-885-3305 

Community Pediatrics, SC. 109 Warren St Suite 4. Beaver Dam, WI 53916   Phone: (920) 885-3305  Fax: (920) 885-5506 



 

 

 



 


