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WELCOME TO EAST HAVEN PEDIATRICS, P.C. 

 

 
 
We are looking forward to your child’s first visit to our practice.  In order to make your visit as 
smooth as possible, please read the following instructions carefully. 
 
1.  ALL previous medical records must be transferred to our office.  Please sign a record release 
form with your previous pediatrician to insure that we have the records prior to scheduling 
your child’s first visit. 
 
2.  Please complete all the information in the chart, if you have any questions please contact 
our office for assistance.  Bring the completed information with you to your first office visit. 
 
3.  Bring any and all insurance cards with you to all appointments.  Please have the insurance 
information as accurate and updated as possible.  We must be listed as the “Primary Care 
Physician”.  And please contact your insurance company if you have any questions. 
 
4.  Bring any co-pays that apply to your insurance.  It is the responsibility of the adult who 
accompanies the child to the office for all co-pays and fees. 
 
5.  If you are the guardian or foster parent, please bring legal paperwork identifying you as 
such. 
 

Thank you for your cooperation and we look forward to seeing you very soon! 



 
ACCOUNT NUMBER: _________ 

 
DATE: ____________   FORM FILLED OUT BY: __________________________________   RELATIONSHIP: ______________________ 

PATIENT’S LEGAL NAME: ____________________________________Male/Female   DATE OF BIRTH: _________________________ 

SSN: ___________________ Cell: _______________________ PATIENT’S EMAIL: _________________________________________ 

RACE:  Asian, African American, Caucasian,           ETHNICITY:  Hispanic, Non-Hispanic, Unknown 

             Hispanic, American Indian, Multiracial, 

             Hawaiian/Pacific Islander, Refused or OTHER: __________________________       LANGUAGE: ______________________ 

 
Unless we have legal papers in your child’s chart indicating otherwise, both parents are presumed to have legal custody/decision 
making for the child. 
IMPORTANT:  Please circle below if mother, father, stepparent.  (If guardian, please write in relationship.) 
If biological or adoptive parents live in separate households, please include both parental addresses and contacts below. 
 
BIOLOGICAL OR ADOPTIVE PARENTS:  Mother: _________________________________________________  

 
Father: __________________________________________________ 
 

 
Parents:              Married                  Unmarried            Divorced               Separated                       Widowed 
 
 
HOUSEHOLD #1 PATIENT’S PRIMARY RESIDENCE)  
 
House Phone: __________________________ Child spends time in this household? ____________ 
           
Mother/Stepmother/Guardian:__________________________Relationship:_____________DOB:___________SSN:___________ 
 
    Cell Phone: _____________________Work Phone: _______________________Employer Name: __________________________ 
 
Father/Stepfather/Guardian: ____________________________Relationship: _____________DOB: ___________SSN: ____________ 
 
    Cell Phone: _____________________Work Phone: _______________________Employer Name: __________________________ 
 

Home Address: _______________________________________________________________________ 
 
             City: _________________________ State: __________ Zip code: ______________ 

 
HOUSEHOLD #2    
 
House Phone: __________________________ Child spends time in this household? ____________ 
 
Mother/Stepmother/Guardian: ___________________________Relationship: _____________DOB: ___________SSN: ____________ 
 
    Cell Phone: _____________________Work Phone: _______________________Employer Name: __________________________ 
 
Father/Stepfather/Guardian: ____________________________Relationship: _____________DOB: ___________SSN: _____________ 
   
  Cell Phone: _____________________Work Phone: _______________________Employer Name: __________________________ 
           

 Home Address: _______________________________________________________________________ 
 

City: _________________________ State: __________ Zip code: ______________



 
 

 

PATIENT INSURANCE SHEET 
 

Account Number: __________ 
 

Patient’s Name: __________________________________________ Date of Birth: __________________ 
   LAST   FIRST 

 
Party responsible for account 
 
PRIMARY HEALTH INSURANCE 
 
Insurance Company: _____________________________________________ Please circle the following:  
 
Medicaid            Commercial               Self- pay                     Underinsured                  American Indian or Native Alaskan  
 

Name of subscriber: __________________________________Relationship to patient: _______________ 
 
Date of Birth: _______________ SSN: ____________________ 
 
Policy ID: _______________________________ Group Number: ________________________ 
 
Participating Lab: _____________________________________ 
   (Quest, Yale, etc.) 

 

SECONDARY HEALTH INSURANCE 
 

Insurance Company: _____________________________________________ Please circle the following:  
 
Medicaid            Commercial               Self- pay                     Underinsured                  American Indian or Native Alaskan  
 

Name of subscriber: __________________________________Relationship to patient: _______________ 
 
Date of Birth: _______________ SSN: ____________________ 
 
Policy ID: _______________________________ Group Number: _________________________ 
 
Participating Lab: _____________________________________ 
   (Quest, Yale, etc.) 
 

PLEASE READ BEFORE SIGNING: 
1. The Guardian/Parent is responsible for all fees regardless of insurance coverage. 
2. Co-payments are to be paid at the time of service to avoid a $20 administration fee. 
3. Deductible insurance, balances must be paid at following visit if processed by insurance. 
4. Member must have effective insurance and be eligible for services for that date. 
5. If no insurance or not eligible on the date of service, payment must be paid at that time. 
6. If you have set up a Payment plans or have a previous balance, payments MUST be paid monthly to avoid collections. 
7. If account is turned over to a collection agency, a 15% charge will be added and patient/family will be asked to leave. 
8. I will present my insurance card at each and every visit and be responsible to inform East Haven Pediatrics, PC of any 

insurance changes in a timely manner. 
  I certify that I have given accurate information of ALL ACTIVE INSURANCE POLICIES ON THIS MEMBER.  To not do so would be 
committing State & Federal Insurance Fraud.  I have read and understand East Haven Pediatrics HIPPA privacy policy. 
As the responsible Parent/Guardian, I hereby assign to East Haven Pediatrics all payments from the above insurance for medical 
services rendered to my dependents or myself.  I understand that I am responsible for any amount not covered, and applied to the 
patient’s responsibility by the above insurance.  I am able to appeal these claims to my insurance but need to notify East Haven 
Pediatrics. 
 

SIGNATURE: _________________________________________________ DATE: _______________________________ 



 
 

 

EAST HAVEN PEDIATRICS, P.C. 
300 MAIN STREET 

EAST HAVEN, CT 06512 
 

AUTHORIZED REPRESENTATIVE FORM 
 
CHILD’S NAME: ______________________________________ DATE OF BIRTH: ____________ 
 
CHILD’S NAME: ______________________________________ DATE OF BIRTH: ____________  
 
CHILD’S NAME: ______________________________________ DATE OF BIRTH: ____________  
 
CHILD’S NAME: ______________________________________ DATE OF BIRTH: ____________  
 
 
I,________________________________________ authorize the following people to bring my child(ren) to East 
Haven Pediatrics, P.C. and to authorize any medical decisions and treatment presented at SICK VISITS ONLY. 
 
  NAME      RELATIONSHIP 
 
____________________________________         ______________________________________ 
 
____________________________________        ______________________________________ 
 
____________________________________        ______________________________________ 
 
____________________________________        ______________________________________ 
 
____________________________________        ______________________________________ 
 
 
 
SIGNATURE: ____________________________________________ DATE: __________________ 
 
I understand that I may revoke this authorization at any time by giving written notice to East Haven Pediatrics, 
P.C. 
 



 
 

East Haven Pediatrics, P.C. 
300 Main Street 

East Haven, CT 06512 
(203) 469-8882 

 
 

Consent to Leave Voicemail on Answering Machine 
 
By signing this “Consent to Leave Voicemails”, you consent to East Haven Pediatrics staff leaving voicemail messages 
containing your child’s detailed medical information on the phone number(s) listed below.  This information may 
include, but not limited to, demographic information (partial or full name, date of birth, address, etc.), billing 
information, medical information (appointment dates, diagnosis, medications, test results, etc.). 
 
⃝   Home Phone________________________________ 
 
⃝   Cell Phone _________________________________ 
 
⃝    Do not leave information on any phone number 
 
I understand that East Haven Pediatrics cannot require me to sign this consent form in order to receive medical care. 
 
I understand that I have the right to revoke this consent at any time by sending a written request to East Haven 
Pediatrics.  This “Consent to Leave Voicemail” is valid until such revocation is received by East Haven Pediatrics.  My 
decision to revoke this consent does not apply to any information disclosed in a voicemail prior to the date of my 
revocation of this consent. 
 
I understand that I am entitled to a copy of this completed consent form. 
 
CHILD’S NAME: ____________________________________________DATE OF BIRTH: _____________________ 
 
CHILD’S NAME: ____________________________________________DATE OF BIRTH: _____________________ 
 
CHILD’S NAME: ____________________________________________DATE OF BIRTH: _____________________ 
 
CHILD’S NAME: ____________________________________________DATE OF BIRTH: _____________________ 
 
 
 
 
 
 
__________________________________________________________________________________________ 
Signature of Parent/Guardian       Date 
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 Welcome to East Haven Pediatrics PC. 
Patient Portal 

 

 With the changing times and new requirements by the government, we want to encourage and 

enhance our patient-provider communications & relationship.  

 

We invite you to register online at our private Patient Portal address: 

(https://adsportal.myadsc.com/PatientPortal/ehpeds) 

 

To register, you will need  

1. a separate email address for each child,  

2. Patient’s First Name,  

3. Last Name,  

4. Date of Birth,  

5. Zip code and  

6. Either your on file telephone number or last 4 digits of child’s social security number.  

 

This information MUST match exactly what we have in our system, so please ask for a 

demographic printout of your child/children’s account information. Prior to final registration, 

you will be asked for a verification number, an email will be sent to our office and we will either 

call you with verification number or email you back.  

 

At this time, our portal will be used only for the discharge/recent visit summaries.  We hope to 

implement other options in the future as our technical & software capabilities increase.  

 

If you have any questions about registering, or this portal please do not hesitate to ask. We 

think this will be a great way for us to interact with you and your family. 

 
What is a Patient Portal? 
The Basics: A patient portal is a secure online website that gives patients convenient 24-hour access to personal health information from 

anywhere with an Internet connection. Using a secure username and password, patients can view health information such as: 

 Recent doctor visits 

 Discharge summaries 

 Medications 

 Immunizations 

 Allergies 

 Lab results 
In the future we hope to add some of these depending on our software: 

 Download and complete forms  

 View educational materials  

 Exchange secure e-mail with their health care teams 

 Request prescription refills 

 Schedule non-urgent appointments 

 Check benefits and coverage 

 Update contact information 

 Make payment 

https://adsportal.myadsc.com/PatientPortal/ehpeds


 
 

 

 

 

Broken Appointment Policy  

 
Our goal is to provide quality individualized medical care in a timely manner. “No-shows”, late shows 

and missed appointments, or appointments cancelled without the 24-hour notice are considered Broken 

Appointments. Your appointment is a time especially reserved for you; we do not double book times. When you 

break appointments, you inconvenience those individuals who need access to medical care in a timely manner 

and add to the cost of providing care for all our patients.  

 

As of August 1, 2011, we will now be charging a fee for Broken Appointments. This policy enables us to 

better utilize available appointments for our patients in need of medical care. 

 

Our office requires 24 hours’ notice to cancel an appointment. If an appointment is missed or 

cancelled without 24 hours’ notice or arriving 15 minutes after your scheduled appointment, you will be charged 

for the fee. Missed appointment fees are not covered by your insurance. 

 

We will make every effort to conduct a courtesy call to remind you of your scheduled appointment. 

Please provide us the best possible number to contact you with regards to your appointment. These calls are a 

courtesy only. You are ultimately responsible to remember these scheduled appointments, and our failure to call 

does not relieve you of that responsibility. Please hold onto your appointment cards or blue receipts.  

 

Our procedure for Broken appointments 

 The first time there is a Broken Appointment, as defined above, without an adequate excuse, it 

will be documented in your chart, a reminder letter stating the policy again will be sent to you and 

the fee is waived. 

 The 2nd time will result in a fee of $30 billed to patient’s account.  

 The 3rd time will result in a few of $50 billed to patient’s account and you will be asked to seek 

care with another pediatrician who can better accommodate your scheduling requirements.  

 All fees must be paid in full prior to any rescheduled appointments 

 

We understand that last minute changes in your schedule may be unavoidable and we will try to 

accommodate those changes as best we can. We will work with you to try to schedule times that are best for you. 

Patients who habitually reschedule for inadequate reason will be referred to another pediatric office. 

We have the right to make exceptions based on a case to case basis and reserve the right to change this 

policy. If you have any questions, we will be happy to answer them for you. 

 

-------------------------------------------------------------------------------------------------------------------- 

 

Broken Appointment Policy 

 

I understand the Broken Appointment policy and agree to abide by it.  

 

Child’s Names ________________________________________________________ 

 

 

__________________________________________________      _______________________ 

 Signature of Parent/Guardian     Date           Best Contact Number 
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