
PEDIATRIC ASTHMA & PULMONARY ASSOCIATES OF NEW YORK 

PATIENT FORM 
(Please Print Legibly) 

Date of Visit: Pediatrician/ 
Referring Dr.                        

Last Name First Name Location  

   

PATIENT INFORMATION 

Patient Name:   Date of Birth: Age: Sex: 

                                                 Last                          First                           Middle 
❑ M     
❑ F 

Is this patient’s legal name? If not, what is patient’s legal name? 

❑ Yes ❑ No  

Street Address: (PLEASE INCLUDE YOUR APARTMENT NUMBER) 

 

City: State: ZIP Code: 

   

Home Phone #: E-Mail Address: 

  

Other family members seen here:  

PARENT/GUARDIAN INFORMATION 

(Please provide both parents information) 
Name of Parent:   
 
                                                Last                          First                       Middle Int. 
 

(circle one) 
Mr.     Mrs.    Ms.    Dr. 

Date of Birth: 

Cell Phone #:   Work Phone #:  

Name of Parent:   
 
                                                Last                          First                       Middle Int. 

(circle one)  
Mr.     Mrs.     Ms.     Dr.   

Date of Birth: 
 

Cell Phone #:   Work Phone #:   

 

INSURANCE INFORMATION 

(Please give your insurance card to the receptionist.) 

Subscriber’s Name: Sex: 

 
❑ M     
❑ F 

Address (if different): Employer/Group Name: Group # (if applicable): 
 

   

Patient’ relationship to subscriber:            ❑ Self         ❑ Spouse        ❑ Child          ❑ Other 

Insurance Carrier/Company (i.e. Oxford):  
 
 

Plan (i.e. Open Access, PPO, etc.): Subscriber ID#:   

(Office Use Only) 

Effective Date: Copay: 
 

 

The above information is true to the best of my knowledge. I authorize my insurance benefits be paid directly to the physician. I understand that I 
am financially responsible for any balance. I also authorize Price Pediatric Pulmonology, P.C. or insurance company to release any information 
required to process my claims. 

 PLEASE SIGN AND DATE BELOW:    

 
Patient/Guardian Signature 
 

 
Date 

 

 



PEDIATRIC ASTHMA & PULMONARY ASSOCIATES OF NEW YORK 

 
Jason Price, MD 

Divya Balachandar, MD 
 
 

NAME: _______________________________    DATE OF SERVICE: _________________________ 

 

Review of Systems Questionnaire 
Please circle any of the symptoms that you are currently or have recently experienced: 
 
Constitutional Symptoms     Skin 
Fevers        Rashes, itching 
Weight loss       Bruising 
Changes in appetite and/or energy level   Swelling 
 
Eyes        Neurological 
Redness, Swelling      Headaches 
Itchy        Seizures 
Discharge       Behavioral problems 
        Low tone 
Ears/Nose/Throat      Developmental delay 
Pain 
Nasal discharge/congestion     Endocrine 
Hearing loss       Poor growth 
Sore throat       Abnormal blood sugars 
Snoring       Excessive thirst, urination 
 
Cardiovascular      Immunologic 
History of murmur or heart disorder    Repeat skin, ear, sinus infections 
Exercise intolerance      Frequent pneumonia 
Change in color of extremities and/or lips 
        Musculoskeletal 
Respiratory       Joint pains/swelling 
Coughing       Recurrent fractures 
Wheezing 
Difficulty breathing 
 
Gastrointestinal 
Nausea/vomiting/diarrhea 
Excessive gas 
Belly pain 
Feeding problems (choking/gagging/coughing) 
 
 
 
 

 My child/I have none of the above 
 
 
 
 
 
 
 
 



PEDIATRIC ASTHMA & PULMONARY ASSOCIATES OF NEW YORK 
 
 

PHARMACY INFORMATION 
 
 
 
PATIENT NAME ____________________________________________________________________________________ 
 
As of March 27, 2015, all prescriptions must be sent electronically to your pharmacy directly from 
our office. 
 
Please provide us with your pharmacy information below.  
 
 
LOCAL PHARMACY: 
   
Name of Pharmacy: _____________________________________________________________________(e.g. CVS, Rite Aid) 
 
Address:   Street:  ________________________________________________________________________________________ 
 
  City, State, Zip Code: _________________________________________________________________________ 
 
Telephone:____________________________________________________________________________________________________ 
 
Fax:____________________________________________________________________________________________________________ 
 
 
 
90-DAY SERVICE/MAIL AWAY (if you have that option): 
 
Name:    __________________________________________________________________________(e.g. OptimumRX, Medco)  
 
FAX Number: ____________________________________________________________________ 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



PEDIATRIC ASTHMA & PULMONARY ASSOCIATES OF NEW YORK 

 
 

24 HOUR CANCELLATION POLICY 
 

 Cancellations must be made between 9AM and 5PM at least one full business day before 
your scheduled appointment. If your appointment is on a Monday, notification of cancellation 
must be on the Friday prior. Cancellations must be made over the telephone by speaking directly 
with our staff or via email at papa@papa-ny.com. We will call and email several days prior to your 
appointment to confirm, if we leave a message on your home/cell phone, it is very important to 
call the office back OR reply to the email to confirm the appointment.   Patients will not be charged 
if a cancellation is made as indicated above.   
 In the event an appointment is missed or cancelled with less than 24 hours notice, a $50 
charge will be applied to your account.  We will charge the credit card on file for this cancellation 
fee.  In addition, because we value or patients’ time, we always strive to run on time.  As such, if 
you arrive more than 10 minutes late for your appointment, you may be asked to wait till the next 
opening in our schedule. If no such opening exists you will be asked to reschedule your visit.  
 

Signature of parent:    ______________________________________________________________________________________________ 
 
CHILD’S NAME:    ___________________________________________________________________________________________________ 
 
DATE:  ____________________________________________________________________________________________________ 
 
 

INSURANCE INFORMATION 
 

 Payment is required for all services at the time they are rendered.  All applicable co-
payments and deductibles will be collected at the time of service unless a valid credit card or 
HSA/FSA is left on file.   
 New patients or those with a change in their insurance information must provide a valid 
insurance card or temporary print out at the time of their visit.  Should you be unable to produce 
this documentation, you must pay in full at the time of service and submit the claim to your 
insurance carrier for reimbursement.  I understand by signing below that I am responsible for 
notifying the office of any changes to my insurance or contact information.   
 If a referral is required by my insurance plan, I understand that it is my responsibility to 
obtain the referral from my Primary Care Provider (PCP) and present it at the time of my visit.  I 
further understand that it is my responsibility to keep track of the number of visits I have used on 
my referral, the expiration date of my referral and to obtain new ones as needed.  I understand 
that should I fail to have a valid referral for my visit; Price Pediatric Pulmonology, P.C. will 
reschedule my appointment.  
 In the event that your account must be turned over for collections, interest and/or a 
collection fee, at the provider’s current rate may be charged on all balances owed to the provider 
that are past due.  Your signature below signifies your understanding and willingness to comply 
with this policy.   
 
Signature of Patient/Parent:_____________________________________________________________________________ 
 
CHILD’S NAME:____________________________________________________________________________________________ 
 
DATE:_____________________________________________________________________________ 

mailto:papa@papa-ny.com


PEDIATRIC ASTHMA & PULMONARY ASSOCIATES OF NEW YORK 

 
ACKNOWLEGEMENT OF POTENTIAL FINANCIAL RESPONSIBILITY 

FOR FENO (EXHALED NITRIC OXIDE MEASUREMENT) 
 
 

Date:   _____________________________ 

Patient’s Name:    ___________________________________________ 

 
 Optimal asthma care and better asthma control have reached a turning point.  In addition to the 
clinical history, physical examination, and pulmonary function assessment, we also need an assessment of 
the state of airway inflammation to provide optimal care. FENO or exhaled nitric oxide measurement 
enables pulmonologists to assess airway inflammation quickly, reliably and without the time and process 
associated with sputum induction and cytologic staining and examination.  It is an invaluable tool in 
providing the best asthma control. 
 
In our office and in most facilities worldwide the test is used in the clinical situation for the following 
purposes: 
 
• To assess the intensity of airway inflammation.  
• To monitor the effectiveness of inhaled and oral corticosteroid treatment. 
• As a guide to step-down (or step-up) of medications. 
• As a tool in the differential diagnosis of asthma. 

 
Hence, assessment of expired nitric oxide (FENO) enables us to alter care more efficiently and optimize 
asthma control, obviating the need for emergency room visits, lost school days, etc.  
 
Unfortunately, some (not all) insurance carriers deny payment for this procedure/test. 
 
If my insurance company denies payment, I understand and agree that I will be responsible for the 
payment in full.  If I cannot pay the amount in full I agree to make a payment arrangement with the billing 
staff. 
 
Exhaled Nitric Oxide Test of airway inflammation (FENO/Aerocrine NIOX) 
 
Fee: $50.00 
 
 
Patient/Parent’s signature: ___________________________________________   Date: _____________________________________ 
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STANDING CREDIT CARD AUTHORIZATION 
 
 
 
I, ___________________________________________________________ am aware of my: 
                               (Print your name here) 
 
 

   Co-payment, co-insurance and/or deductible responsibility with _________________________________.  
                                                                                                                                              (insurance company) 
 
 
By my signature below I authorize Price Pediatric Pulmonology PC / Pediatric Asthma and 
Pulmonary Associates of NY to charge all co-payments, co-insurance, deductible responsibilities 
and all existing balances with Price Pediatric Pulmonology, PC / Pediatric Asthma and Pulmonary 
Associates of NY to the credit card below. 
  

________________________________________________________ 
 
Type of Card (check one):  American Express         Visa    Master Card            Discover 
 
 
Card #: _________________________________________________________________ Expiration Date: ____ / _____ / _____ 
 
Name on Card: __________________________________________________________    Security Code: __________ 
 
 
I understand that I will receive a receipt in the mail of any such transactions once they are 
completed.  I understand that it is my responsibility to contact the Billing Department of Price 
Pediatric Pulmonology, PC / Pediatric Asthma and Pulmonary Associates of NY in the event that I 
wish to revoke this authorization and/or change the credit card to be used. 
 
 

X
Responsible Party

 
 
Date: _______________________________________ 
 
 
 
 
 

Check the appropriate box below: 
 

 Please call me before running my credit card for 
ANY balance. 

 
 OK to run my credit card for any balance and mail 

home receipt.  
 

 Ok to run my credit card for any balance of 
$______ or less, please call first if my balance is 
larger than this  

 
PLEASE NOTE: If you elect to be notified before processing 
and cannot be reached, you will be given 48 hrs to return 
our call before your card is processed  
 



PEDIATRIC ASTHMA & PULMONARY ASSOCIATES OF NEW YORK 
 

Jason Price, MD 
Divya Balachandar, M.D. 

3003 New Hyde Park Road, Suite 307 
New Hyde Park, NY 11042 

Ph (516) 488-7575 Fax (516) 488-7585 
www.PAPA-NY.com 

HIPAA Privacy Policy 

Notice of Privacy Practices Effective: November 20, 2015 

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. 

INTRODUCTION 

Price Pediatric Pulmonology, PC understands that your medical information is private and confidential. Further, we 

are required by law to maintain the privacy of "protected health information. "Protected health information" includes 

any individually identifiable information that we obtain from you or others that relates to your past, present or future 

physical or mental health, the health care you have received, or payment for your health care. 

As required by law, this notice provides you with information about your rights and our legal duties and privacy 

practices with respect to the privacy of protected health information. This notice also discusses the uses and 

disclosures we will make of your protected health information. We must comply with the provisions of this notice as 

currently in effect, although we reserve the right to change the terms of this notice from time to time and to make 

the revised notice effective for all protected health information we maintain. You can always request a written copy 

of our most current privacy notice from the Practice's Privacy Officer. 

PERMITTED USES AND DISCLOSURES 

We can use or disclose your protected health information for purposes of treatment, payment and health care 

operations. For each of these categories of uses and disclosures, we have provided a description and an example 

below. However, not every particular use or disclosure in every category will be listed. 

Treatment means the provision, coordination or management of your health care, including consultations between 

health care providers regarding your care and referrals for health care from one health care provider to another. 

For example, a doctor treating you for a broken leg may need to know if you have diabetes because diabetes may 

slow the healing process. In addition, the doctor may need to contact a physical therapist to create the exercise 

regimen appropriate to your care. 

Payment means the activities we undertake to obtain reimbursement for the health care provided to you, including 

billing, collections, claims management, determinations of eligibility and coverage and utilization review activities. 

For example, prior to providing health care services, we may need to provide information to your Third Party Payor 

about your medical condition to determine whether the proposed course of treatment will be covered. When we 

subsequently bill the Third Party Payor for the services rendered to you, we can provide the Third Party Payor with 

information regarding your care if necessary to obtain payment. Federal or State law may require us to obtain a 

written release from you prior to disclosing certain specially protected health information for payment purposes, and 

we will ask you to sign a release when necessary under applicable law. 

Health care operations means the support functions of our practice related to treatment and payment, such as 

quality assurance activities, case management, receiving and responding to patient comments and complaints, 

http://www.papa-ny.com/


physician reviews, compliance programs, audits, business planning, development, management and administrative 

activities. For example, we may use your protected health information to evaluate the performance of our staff 

when caring for you. We may also combine health information about many patients to decide what additional 

services we should offer, what services are not needed, and whether certain new treatments are effective. In 

addition, we may remove information that identifies you from your patient information so that others can use the de-

identified information to study health care and health care delivery without learning who you are. 

OTHER USES AND DISCLOSURES OF PROTECTED HEALTH INFORMATION 

In addition to using and disclosing your information for treatment, payment and health care operations, we may use 

your protected health information in the following ways: 

• We may contact you to provide appointment reminders for treatment or medical care. 

• We may contact you to tell you about or recommend possible treatment alternatives or other health-related 
benefits and services that may be of interest to you. 

• We may disclose to your family or friends or any other individual identified by you protected health information 
directly relevant to such person's involvement with your care or payment for your care. We may use or 
disclose your protected health information to notify, or assist in the notification of, a family member, a 
personal representative, or another person responsible for your care of your location, general condition or 
death. If you are present or otherwise available, we will give you an opportunity to object to these 
disclosures, and we will not make these disclosures if you object. If you are not present or otherwise 
available, we will determine whether a disclosure to your family or friends is in your best interest, taking into 
account the circumstances and based upon our professional judgment. 

• When permitted by law, we may coordinate our uses and disclosures of protected health information with 
public or private entities authorized by law or by charter to assist in disaster relief efforts. 

• We will allow your family and friends to act on your behalf to pick-up filled prescriptions, medical supplies, X-
rays, and similar forms of protected health information, when we determine, in our professional judgment, 
that it is in your best interest to make such disclosures. 

• We may contact you as part of our efforts to market our practice's services as permitted by applicable law. 

• Subject to applicable law, we may make incidental uses and disclosures of protected health information. 
Incidental uses and disclosures are by-products of otherwise permitted uses or disclosures which are 
limited in nature and cannot be reasonably prevented. 

• [We may use or disclose your protected health information for research purposes, subject to the 
requirements of applicable law. For example, a research project may involve comparisons of the 
health and recovery of all patients who received a particular medication. All research projects are 
subject to a special approval process which balances research needs with a patient's need for 
privacy. When required, we will obtain a written authorization from you prior to using your health 
information for research.] 

• We will use or disclose protected health information about you when required to do so by applicable law. 

• [Note: In accordance with applicable law, we may disclose your protected health information to your 
employer if we are retained to conduct an evaluation relating to medical surveillance of your 
workplace or to evaluate whether you have a work-related illness or injury. You will be notified of 
these disclosures by your employer or the Practice as required by applicable law.] 

SPECIAL SITUATIONS 

Subject to the requirements of applicable law, we will make the following uses and disclosures of your protected 

health information: 

 Organ/Tissue Donation: If you are an organ donor, we may release health information to organizations that 

handle organ procurement or organ, eye or tissue transplantation or to an organ donation bank, as necessary to 

facilitate organ or tissue donation and transplantation. 

Military and Veterans: If you are a member of the Armed Forces, we may release health information about you as 

required by military command authorities. We may also release health information about foreign military personnel 

to the appropriate foreign military authority. 

Workers' Compensation: We may release health information about you for programs that provide benefits for 

work-related injuries or illnesses. 



Public Health Activities: We may disclose health information about you for public health activities, including 

disclosures: 

• to prevent or control disease, injury or disability; 

• to report births and deaths; 

• to report child abuse or neglect; 

• to persons subject to the jurisdiction of the Food and Drug Administration (FDA) for activities related to the 
quality, safety, or effectiveness of FDA-regulated products or services and to report reactions to 
medications or problems with products; 

• to notify a person who may have been exposed to a disease or may be at risk for contracting or spreading a 
disease or condition; 

• to notify the appropriate government authority if we believe that an adult patient has been the victim of abuse, 
neglect or domestic violence. We will only make this disclosure if the patient agrees or when required or 
authorized by law. 

Health Oversight Activities: We may disclose health information to Federal or State agencies that oversee our 

activities. These activities are necessary for the government to monitor the health care system, government benefit 

programs, and compliance with civil rights laws or regulatory program standards. 

Lawsuits and Disputes: If you are involved in a lawsuit or a dispute, we may disclose health information about 

you in response to a court or administrative order. We may also disclose health information about you in response 

to a subpoena, discovery request, or other lawful process by someone else involved in the dispute, but only if the 

Practice is given assurances that efforts have been made by the person making the request to tell you about the 

request or to obtain an order protecting the information requested. 

Law Enforcement: We may release health information if asked to do so by a law enforcement official: 

• in response to a court order, subpoena, warrant, summons or similar process; 

• to identify or locate a suspect, fugitive, material witness, or missing person; 

• about the victim of a crime under certain limited circumstances; 

• about a death we believe may be the result of criminal conduct; 

• about criminal conduct on our premises; and 

• in emergency circumstances, to report a crime, the location of the crime or the victims, or the identity, 
description or location of the person who committed the crime. 

Coroners, Medical Examiners and Funeral Directors: We may release health information to a coroner or 

medical examiner. Such disclosures may be necessary, for example, to identify a deceased person or determine 

the cause of death. We may also release health information about patients to funeral directors as necessary to 

carry out their duties. 

National Security and Intelligence Activities: We may release health information about you to authorized 

Federal officials for intelligence, counterintelligence, or other national security activities authorized by law. 

Protective Services for the President and Others: We may disclose health information about you to authorized 

Federal officials so they may provide protection to the President or other authorized persons or foreign heads of 

state or may conduct special investigations. 

Inmates: If you are an inmate of a correctional institution or under the custody of a law enforcement official, we 

may release health information about you to the correctional institution or law enforcement official. This release 

would be necessary (1) for the institution to provide you with health care; (2) to protect your health and safety or the 

health and safety of others; or (3) for the safety and security of the correctional institution. 

Serious Threats: As permitted by applicable law and standards of ethical conduct, we may use and disclose 

protected health information if we, in good faith, believe that the use or disclosure is necessary to prevent or lessen 

a serious and imminent threat to the health or safety of a person or the public or is necessary for law enforcement 

authorities to identify or apprehend an individual. 

Note: HIV-related information, genetic information, alcohol and/or substance abuse records, mental health records 

and other specially protected health information may enjoy certain special confidentiality protections under 

applicable State and Federal law. Any disclosures of these types of records will be subject to these special 

protections. 



OTHER USES OF YOUR HEALTH INFORMATION 

Other uses and disclosures of protected health information not covered by this notice or the laws that apply to us 

will be made only with your permission in a written authorization. You have the right to revoke that authorization at 

any time, provided that the revocation is in writing, except to the extent that we already have taken action in 

reliance on your authorization. 

 

YOUR RIGHTS 

1. You have the right to request restrictions on our uses and disclosures of protected health information for 

treatment, payment and health care operations. However, we are not required to agree to your request. To request 

a restriction, you must make your request in writing to the Practice's Privacy Officer. 

2. You have the right to reasonably request to receive confidential communications of protected health information 

by alternative means or at alternative locations. To make such a request, you must submit your request in writing to 

the Practice's Privacy Officer. 

3. You have the right to inspect and copy the protected health information contained in your medical and billing 

records and in any other Practice records used by us to make decisions about you, except: 

• (i) for psychotherapy notes, which are notes that have been recorded by a mental health professional 
documenting or analyzing the contents of conversations during a private counseling session or a group, 
joint or family counseling session and that have been separated from the rest of your medical record; 

• (ii) for information compiled in reasonable anticipation of, or for use in, a civil, criminal, or administrative action 
or proceeding; 

• (iii) for protected health information involving laboratory tests when your access is restricted by law; 

• (iv) if you are a prison inmate, obtaining a copy of your information may be restricted if it would jeopardize your 
health, safety, security, custody, or rehabilitation or that of other inmates, or the safety of any officer, 
employee, or other person at the correctional institution or person responsible for transporting you; 

• (v) if we obtained or created protected health information as part of a research study, your access to the health 
information may be restricted for as long as the research is in progress, provided that you agreed to the 
temporary denial of access when consenting to participate in the research; 

•  (vi) for protected health information contained in records kept by a Federal agency or contractor when your 
access is restricted by law; and 

•  (vii) for protected health information obtained from someone other than us under a promise of confidentiality 
when the access requested would be reasonably likely to reveal the source of the information. 

In order to inspect and copy your health information, you must submit your request in writing to the Practice's 

Privacy Officer. If you request a copy of your health information, we may charge you a fee for the costs of copying 

and mailing your records, as well as other costs associated with your request. 

We may also deny a request for access to protected health information if: 

• a licensed health care professional has determined, in the exercise of professional judgment, that the access 
requested is reasonably likely to endanger your life or physical safety or that of another person;  

• the protected health information makes reference to another person (unless such other person is a health care 
provider) and a licensed health care professional has determined, in the exercise of professional judgment, 
that the access requested is reasonably likely to cause substantial harm to such other person; or 

• the request for access is made by the individual's personal representative and a licensed health care 
professional has determined, in the exercise of professional judgment, that the provision of access to such 
personal representative is reasonably likely to cause substantial harm to you or another person. 

If we deny a request for access for any of the three reasons described above, then you have the right to have our 

denial reviewed in accordance with the requirements of applicable law. 

4. You have the right to request an amendment to your protected health information, but we may deny your request 

for amendment, if we determine that the protected health information or record that is the subject of the request: 

• (i) was not created by us, unless you provide a reasonable basis to believe that the originator of protected 
health information is no longer available to act on the requested amendment; 

• (ii) is not part of your medical or billing records or other records used to make decisions about you; 



• (iii) is not available for inspection as set forth above; or 

• (iv) is accurate and complete. 

In any event, any agreed upon amendment will be included as an addition to, and not a replacement of, already 

existing records. In order to request an amendment to your health information, you must submit your request in 

writing to the Practice’s Privacy Officer, along with a description for your request. 

5. You have the right to receive an accounting of disclosures of protected health information made by us to 

individuals or entities other than to you for the six years prior to your request, except for disclosures: 

• (i) to carry out treatment, payment and health care operations as provided above; 

• (ii) incident to a use or disclosure otherwise permitt4ed or required by applicable law; 

• (iii) pursuant to a written authorization obtained from you; 

• (iv) to persons involved in your care or for other notification purposes as provided by law; 

• (v) for national security or intelligence purposes as provided by law; 

• (vi) to correctional institutions or law enforcement officials as provided by law; 

• (vii) as part of a limited data set as provided by law; or 

• (viii) that occurred prior to April 14, 2003. 

To request an accounting of disclosures of your health information, you must submit your request in writing to the 

Practice’s Privacy Officer. Your request must state a specific time period for the accounting (e.g., the past three 

months). The first accounting you request within a twelve (12) month period will be free. For additional accountings, 

we may charge your for the costs of providing the list. We will notify you of the costs involved, and your may 

choose to withdraw or modify your request at that time before any costs are incurred. 

EMAIL USE 
• Please keep in mind that communications via email over the internet are not secure. Although it is unlikely, 

there is a possibility that information you include in an email can be intercepted and read by other parties 
besides the person to whom it is addressed. 

• Please do not include personal identifying information such as your birth date, or personal medical information 
in any emails you send to us. No one can diagnose your condition from email or other written 
communications, and communication via our website cannot replace the relationship you have with a 
physician or another healthcare practitioner.  

COMPLAINTS 

If you believe that your privacy rights have been violated, you should immediately contact the Practice’s Privacy 

Officer. We will not take action against you for filing a complaint. You may also file a complaint with the Secretary of 

Health and Human Services.  

CONTACT PERSON 

If you have any questions or would like further information about this notice, please contact the Practice’s Privacy 

Officer. 
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HIPPA PRIVACY NOTICE ACKNOWLEDGEMENT 

 

I, ____________________________________________, acknowledge that I have been provided with a copy 

of Price Pediatric Pulmonology, PC, HIPAA Privacy Notice.  I would like to authorize the following parties to 

have access to my or my child’s protected health information:  

 

________________________________________     __________________________________________ 

 

________________________________________     __________________________________________ 

 

Signature: ______________________________       Date:    __________________________________ 

 

Relationship to Patient: _______________________________________________________________ 

 

HIPPA AUTHORIZATION TO RELEASE 

 

I authorize/give permission to the following people to receive my or my child’s protected health 

information.  List school, office, etc.: ___________________________________________________________ 

 

______________________________________________ _________________________________ 

 

Signature: ________________________________     Expiration Date: ______________________ 

 

 

Relationship to Patient: ___________________________________________________________ 

  

 
 

 


