




 

Patient Profile 

Patient Information 

Name:____________________________________________________ Gender:         M            F 

Place of Birth (Hospital Name):__________________________________________________________ 

Date of Birth:________________________________Social Security #__________________________ 

Primary Language:       English          Spanish     Other:______________________________________ 

Race:        White           African American         Asian          Multiracial          Other_________________ 

Ethnic Group:        Not Hispanic or Latino            Hispanic or Latino           Unknown 

Parent/Guardian Information 

FATHER/OTHER MOTHER/OTHER 

Name Name 

Address: Address: 

City/ST/Zip: City/ST/Zip: 

Home Phone: Home Phone: 

Cell Phone: Cell Phone: 

Social Security #: Social Security #: 

Date of Birth: Date of Birth: 

Email: Email: 

Employer:                           Work#: Employer:                           Work#: 

Insurance Information (Please note that you will be asked for your insurance card at every visit.) 

Primary Insurance Secondary Insurance  
Policy Holder Policy Holder 

Insurance Co Name Insurance Co Name 

Member ID Member ID 

Group # Group # 

Ins. Address Ins. Address 

Family Information (List any siblings that have been seen at this office) 

Name(s):                                                         DOB: 

 

 

            



Caregiver Authorization 

I/We __________________________________________________acting as the parent(s)/legal guardian(s) 

of___________________________________________(child’s name/DOB) give consent for the following 

caregiver(s) to seek, obtain, and provide consent for routine medical care and treatment including consent for 

vaccinations. 

Caregiver’s Name:______________________________________________  

Relationship to child:__________________Consent Valid __________to____________ 

Caregiver’s Name:______________________________________________  

Relationship to child:__________________Consent Valid___________to____________ 

Pharmacy Information 

Pharmacy Name________________________ Phone:__________________ 

City_________________________________ 

I give my permission to allow my healthcare provider to obtain medication history from my pharmacy, my health 

plans, and my other healthcare providers.  

     Parent/Guardian’s Initials (for consent):___________________ 

By initialing the consent form you are giving your healthcare provider permission to collect prescription information and are giving your 

pharmacy and your primary health insurer permission to disclose information about your prescriptions that have been filled at any pharmacy 

or covered by any health insurance plan. 

 

Emergency Contact Information (Other than Parents) 

Name:_______________________________________________________ 

Address:________________________________     Phone:_________________________ 

            _________________________________ 

Name:_______________________________________________________ 

Address:________________________________     Phone:_________________________ 

            _________________________________ 

I authorize MPA (Madison Pediatric Associates) to share my/my child’s information with my health plan and others as needed for payment 

purposes, such as eligibility and coverage determinations, billing, processing claims, coordinating benefits, utilization review, and related 

functions, including those for treatment. 

I acknowledge that the practice has provided me with a copy of its privacy practices, which provides a detailed description of the use and 

disclosures allowed by this consent, as well as other rights I have regarding my protected health information. 

I give consent for MPA to call me on my mobile phone regarding my or my child’s medical needs. 

 

 

____________________________________________________________________________________ 

Parent/Guardian Printed Name                        Signature                                                Date 

 

 



 

PATIENT PORTAL CONSENT FORM 

 

PATIENT’S NAME_________________________  DOB________________ 

 

Parent/Guardian Printed Name:__________________________________ 

 

________________________________            ______________________ 

Parent/Guardian Signature                                 Date 

 

 

Email:_____________________________________________ 

Cell Phone Number:_______________________________________ 

Phone Service Provider:_______________________________ 

 

      ACCEPT 

 I ________________________ AGREE to the terms of accessing my 

child’s patient portal through Madison Pediatrics.  I understand that Madison 

Pediatrics will send me a link via e-mail or text message that will provide 

access to my child’s medical records under the circumstances that I have to 

create the account myself. 

 

      DECLINE 

 I ____________________________________ have received all the 

information necessary to gain access to my child’s patient portal, but at this 

time I DECLINE.  I understand that if at any time I wish to gain access, all I 

have to do is ask and the information will be sent to me electronically to gain 

access. 

 



 

Financial Policy 

 
Thank you for choosing Madison Pediatric Associates, PSC as your primary care provider.  The following is a statement of our 

Financial Policy, which we require you to sign prior to any treatment.  All patients/parents must complete this form prior to seeing a 

physician. 

 

We are committed to providing excellent medical care at a fair and reasonable price.  Our staff will be happy to discuss any fees 

or financial issues in advance or at the time of your visit.  We will make every effort to work with you to file insurance claims and 

resolve any outstanding balances in a timely manner. 

 

INSURANCE: Insurance coverage is a contract between you and your insurance company.  Each insurance policy is individual, 

and it is the member’s responsibility to fully understand their benefits, eligibility dates, and what is covered and not covered.  If the 

insurance company has not processed and paid the claim within 90 days, then payment of the account will become the 

responsibility of the parent/legal guardian.  In the event of a separation/divorce, the parent bringing the child for the 

appointment is responsible for payment. 

 

DEMOGRAPHIC INFORMATION & INSURANCE CARDS: It is important that we have updated demographic data from both 

parents so that we will be able to contact you in the future.  We must always have a current copy of your current insurance 

card on file.  If your insurance changes, it is your responsibility to let us know.  If prior encounters need to be re-filled with a 

different insurance, you must notify us immediately due to Timely Filing requirements by your insurance.  If we do not have your 

updated insurance information, then your claims may be denied for timely filing by your insurance and those claims would become 

your financial responsibility. 

 

NETWORK PROVIDERS: It is your responsibility to know if your physician is considered “in-network” by your insurance.  Please 

call your insurance to verify if there is a question regarding network eligibility. 

 

CO-PAYS & DEDUCTIBLES: I understand that any co-pays are due at the time of service.  If not paid at the time of 

service, a $10.00 fee will apply.  I understand that I am responsible for the balance not covered by my insurance. 

 

CANCELLATION OF APPOINTMENTS: As a courtesy to other patients and physicians, we require advanced notice prior to 

canceling appointments.  After three no-show appointments, the patient including any siblings/children of the guarantor will be 

released from the practice. 

 

PAYMENT: We accept cash, check, credit, debit, and HSA/FSA cards.  There is a card surcharge fee of 3% (excluding HSA/FSA 

cards if staff is notified). 

 

ASSIGNMENT OF BENEFITS/ AUTHORIZATION: As a parent or legal guardian, I authorize payment of medical benefits to be 

made directly to Madison Pediatric Associates for service rendered.  I further agree to be fully responsible for all lawful debts 

incurred for services provided. 

 

I understand that I am responsible for any non-covered charges or any unpaid balances related to my insurance and I will be 

charged a 35% collection fee in the event my account is turned over to a collection agency.  I also give Madison Pediatric 

Associates my permission to call me on my mobile phone regarding billing issues. 

 

____________________________________________________           ________________________ 

Signature of Parent/ Legal Guardian                                                      Date 



 
Notable Office Policies 

Revised 3/23/2026 

 Arrival Times: Patients are generally asked to arrive at least 5-10 minutes before their scheduled appointment. New 
patients may be required to arrive 30 minutes early to complete registration. The scheduled patient is expected to be in 
the office at the time of check in. 

 
Handling Late Arrivals (15+ minutes past appointment): If a patient arrives late, the practice may attempt to 
accommodate them, but this is subject to the schedule and severity of the situation. In some cases, the appointment may 
need to be rescheduled to ensure that other patients are not delayed.  

 
No-Show Policy: A "No Show" occurs when a patient fails to attend a scheduled appointment without providing notice.  
Please notify the office @ 859-624-2020 prior to the appointment to prevent a “No Show” if you cannot make it to the 
appointment for any reason.  If you fail to do so you will be notified by letter of the “No Show”.  New patients will not be 
rescheduled if they no-show their first appointment. 

 

Repeated No-Shows: Established patients/families are typically allowed 3 no-show occurrences within a 12 month period 
before facing potential dismissal from the practice.  Dismissal will include siblings/all patients listed on the account This 
policy is in place to maintain efficiency and ensure that other patients can receive timely care.  
 

Communication: Practices often use reminder calls or messages to confirm appointments and remind patients of their 
responsibilities regarding cancellations and rescheduling. If a patient cannot be reached, they are still responsible for 
keeping their scheduled appointment.  

 

Co-pay Policy: If your health plan uses co-pays, payment is expected at the time of service.  If a co-pay is due and not 
collected by the end of the business day the patient will be assessed an additional $10.00 charge for billing. 

 

Vaccination Policy:  The providers at Madison pediatric Associates strive to keep your child healthy and feel that 
vaccinations are an important part of preventative care.  Because of advances in medical science, your child can be 
protected against more diseases than ever before. Some diseases that once injured or killed thousands of children have 
been eliminated completely, and others are close to extinction – primarily due to safe and effective vaccines. Therefore, 
Madison Pediatric Associates follows the vaccination guidelines and schedules recommended by the AAP.  If you chose 
not to vaccinate your child or want to discuss an alternative schedule, please notify your child’s provider or a clinical staff 
member to discuss reasons vaccines are recommended. If you still decline vaccination, you may be asked to release care 
to another office that’s policy aligns with your wishes. 

 

Billing Policy: If your account has a balance due you will be billed to the address on file on the 23rd of each month.  
Prompt payment is appreciated to avoid additional collection fees.  If an account has a balance more than 90 days old, 
you will receive a final attempt at collection letter.  If payment is not received by the date indicated on the letter your 
account will be sent to a collection agency and will incur additional fees.  We cannot provide care for a patient that has 
a collection balance that has been turned over to a collection agency until the entire balance plus fees are paid in 
full.  We ask that you pay balances promptly upon receipt of a bill and update our office with any address changes for 
responsible parties to avoid additional fees. 
 

 

https://protect.checkpoint.com/v2/r01/___https:/www.bing.com/ck/a?!&&p=863dfb5d658277a75626af959912f0661756457cb2743c6c85e71e98ad7d4afaJmltdHM9MTc1NTEyOTYwMA&ptn=3&ver=2&hsh=4&fclid=13c0e41e-0894-62a3-3c6a-f22609fb63ad&psq=late+for+appointment+policy&u=a1aHR0cDovL2FkdmVudGhlYWx0aGdyb3VwLmNvbS9sYXRlLXBvbGljeS8&ntb=1___.YzJ1Om1hc2hpdDI6YzpvZmZpY2UzNjVfZW1haWxzX2F0dGFjaG1lbnQ6ZmE0MjgzYzBkN2M3ZTMxOWNhNTQ5MDU1ODc2NzhhODY6NzpkZmVmOjA1YWJlZmJlMDgzMWNkMjMwMGE0MTUwZDAxMmJkZTNmMDdiYzM1ODVjZjU4MDBhNzJhOGNiMzg1YjMwMzdjNjA6cDpUOkY
https://protect.checkpoint.com/v2/r01/___https:/www.bing.com/ck/a?!&&p=863dfb5d658277a75626af959912f0661756457cb2743c6c85e71e98ad7d4afaJmltdHM9MTc1NTEyOTYwMA&ptn=3&ver=2&hsh=4&fclid=13c0e41e-0894-62a3-3c6a-f22609fb63ad&psq=late+for+appointment+policy&u=a1aHR0cDovL2FkdmVudGhlYWx0aGdyb3VwLmNvbS9sYXRlLXBvbGljeS8&ntb=1___.YzJ1Om1hc2hpdDI6YzpvZmZpY2UzNjVfZW1haWxzX2F0dGFjaG1lbnQ6ZmE0MjgzYzBkN2M3ZTMxOWNhNTQ5MDU1ODc2NzhhODY6NzpkZmVmOjA1YWJlZmJlMDgzMWNkMjMwMGE0MTUwZDAxMmJkZTNmMDdiYzM1ODVjZjU4MDBhNzJhOGNiMzg1YjMwMzdjNjA6cDpUOkY
https://protect.checkpoint.com/v2/r01/___https:/www.bing.com/ck/a?!&&p=11024164ca45e83840d694f66d1887b22c6b8d1e99709f9367261e3095cd1df5JmltdHM9MTc1NTEyOTYwMA&ptn=3&ver=2&hsh=4&fclid=13c0e41e-0894-62a3-3c6a-f22609fb63ad&psq=late+for+appointment+policy&u=a1aHR0cHM6Ly9hYmRvcG9kaWF0cnkuY29tL3dwLWNvbnRlbnQvdXBsb2Fkcy8yMDE5LzA3L0xBVEVBUlJJVkFMTk9TSE9XUE9MSUNZXzIwMTgucGRm&ntb=1___.YzJ1Om1hc2hpdDI6YzpvZmZpY2UzNjVfZW1haWxzX2F0dGFjaG1lbnQ6ZmE0MjgzYzBkN2M3ZTMxOWNhNTQ5MDU1ODc2NzhhODY6Nzo3YjM1OjJlZjNmODcxZWQwYjY4MmI1ZTAyZDUzYTQ2OTg2ODM3MWY2YzJmZjA5ODVlMjM0OGFhZTQ1NzFjOGUxZWY1ZDQ6cDpUOkY
https://protect.checkpoint.com/v2/r01/___https:/www.bing.com/ck/a?!&&p=11024164ca45e83840d694f66d1887b22c6b8d1e99709f9367261e3095cd1df5JmltdHM9MTc1NTEyOTYwMA&ptn=3&ver=2&hsh=4&fclid=13c0e41e-0894-62a3-3c6a-f22609fb63ad&psq=late+for+appointment+policy&u=a1aHR0cHM6Ly9hYmRvcG9kaWF0cnkuY29tL3dwLWNvbnRlbnQvdXBsb2Fkcy8yMDE5LzA3L0xBVEVBUlJJVkFMTk9TSE9XUE9MSUNZXzIwMTgucGRm&ntb=1___.YzJ1Om1hc2hpdDI6YzpvZmZpY2UzNjVfZW1haWxzX2F0dGFjaG1lbnQ6ZmE0MjgzYzBkN2M3ZTMxOWNhNTQ5MDU1ODc2NzhhODY6Nzo3YjM1OjJlZjNmODcxZWQwYjY4MmI1ZTAyZDUzYTQ2OTg2ODM3MWY2YzJmZjA5ODVlMjM0OGFhZTQ1NzFjOGUxZWY1ZDQ6cDpUOkY
https://protect.checkpoint.com/v2/r01/___https:/www.bing.com/ck/a?!&&p=11024164ca45e83840d694f66d1887b22c6b8d1e99709f9367261e3095cd1df5JmltdHM9MTc1NTEyOTYwMA&ptn=3&ver=2&hsh=4&fclid=13c0e41e-0894-62a3-3c6a-f22609fb63ad&psq=late+for+appointment+policy&u=a1aHR0cHM6Ly9hYmRvcG9kaWF0cnkuY29tL3dwLWNvbnRlbnQvdXBsb2Fkcy8yMDE5LzA3L0xBVEVBUlJJVkFMTk9TSE9XUE9MSUNZXzIwMTgucGRm&ntb=1___.YzJ1Om1hc2hpdDI6YzpvZmZpY2UzNjVfZW1haWxzX2F0dGFjaG1lbnQ6ZmE0MjgzYzBkN2M3ZTMxOWNhNTQ5MDU1ODc2NzhhODY6Nzo3YjM1OjJlZjNmODcxZWQwYjY4MmI1ZTAyZDUzYTQ2OTg2ODM3MWY2YzJmZjA5ODVlMjM0OGFhZTQ1NzFjOGUxZWY1ZDQ6cDpUOkY
https://protect.checkpoint.com/v2/r01/___https:/www.bing.com/ck/a?!&&p=863dfb5d658277a75626af959912f0661756457cb2743c6c85e71e98ad7d4afaJmltdHM9MTc1NTEyOTYwMA&ptn=3&ver=2&hsh=4&fclid=13c0e41e-0894-62a3-3c6a-f22609fb63ad&psq=late+for+appointment+policy&u=a1aHR0cDovL2FkdmVudGhlYWx0aGdyb3VwLmNvbS9sYXRlLXBvbGljeS8&ntb=1___.YzJ1Om1hc2hpdDI6YzpvZmZpY2UzNjVfZW1haWxzX2F0dGFjaG1lbnQ6ZmE0MjgzYzBkN2M3ZTMxOWNhNTQ5MDU1ODc2NzhhODY6NzpkZmVmOjA1YWJlZmJlMDgzMWNkMjMwMGE0MTUwZDAxMmJkZTNmMDdiYzM1ODVjZjU4MDBhNzJhOGNiMzg1YjMwMzdjNjA6cDpUOkY
https://protect.checkpoint.com/v2/r01/___https:/www.bing.com/ck/a?!&&p=863dfb5d658277a75626af959912f0661756457cb2743c6c85e71e98ad7d4afaJmltdHM9MTc1NTEyOTYwMA&ptn=3&ver=2&hsh=4&fclid=13c0e41e-0894-62a3-3c6a-f22609fb63ad&psq=late+for+appointment+policy&u=a1aHR0cDovL2FkdmVudGhlYWx0aGdyb3VwLmNvbS9sYXRlLXBvbGljeS8&ntb=1___.YzJ1Om1hc2hpdDI6YzpvZmZpY2UzNjVfZW1haWxzX2F0dGFjaG1lbnQ6ZmE0MjgzYzBkN2M3ZTMxOWNhNTQ5MDU1ODc2NzhhODY6NzpkZmVmOjA1YWJlZmJlMDgzMWNkMjMwMGE0MTUwZDAxMmJkZTNmMDdiYzM1ODVjZjU4MDBhNzJhOGNiMzg1YjMwMzdjNjA6cDpUOkY
https://protect.checkpoint.com/v2/r01/___https:/www.bing.com/ck/a?!&&p=863dfb5d658277a75626af959912f0661756457cb2743c6c85e71e98ad7d4afaJmltdHM9MTc1NTEyOTYwMA&ptn=3&ver=2&hsh=4&fclid=13c0e41e-0894-62a3-3c6a-f22609fb63ad&psq=late+for+appointment+policy&u=a1aHR0cDovL2FkdmVudGhlYWx0aGdyb3VwLmNvbS9sYXRlLXBvbGljeS8&ntb=1___.YzJ1Om1hc2hpdDI6YzpvZmZpY2UzNjVfZW1haWxzX2F0dGFjaG1lbnQ6ZmE0MjgzYzBkN2M3ZTMxOWNhNTQ5MDU1ODc2NzhhODY6NzpkZmVmOjA1YWJlZmJlMDgzMWNkMjMwMGE0MTUwZDAxMmJkZTNmMDdiYzM1ODVjZjU4MDBhNzJhOGNiMzg1YjMwMzdjNjA6cDpUOkY
https://protect.checkpoint.com/v2/r01/___https:/www.bing.com/ck/a?!&&p=863dfb5d658277a75626af959912f0661756457cb2743c6c85e71e98ad7d4afaJmltdHM9MTc1NTEyOTYwMA&ptn=3&ver=2&hsh=4&fclid=13c0e41e-0894-62a3-3c6a-f22609fb63ad&psq=late+for+appointment+policy&u=a1aHR0cDovL2FkdmVudGhlYWx0aGdyb3VwLmNvbS9sYXRlLXBvbGljeS8&ntb=1___.YzJ1Om1hc2hpdDI6YzpvZmZpY2UzNjVfZW1haWxzX2F0dGFjaG1lbnQ6ZmE0MjgzYzBkN2M3ZTMxOWNhNTQ5MDU1ODc2NzhhODY6NzpkZmVmOjA1YWJlZmJlMDgzMWNkMjMwMGE0MTUwZDAxMmJkZTNmMDdiYzM1ODVjZjU4MDBhNzJhOGNiMzg1YjMwMzdjNjA6cDpUOkY


Notice of Privacy Practices 
Effective Date: 6/24/2026 

Overview 
Madison Pediatric Associates, PSC is committed to protecting the privacy and security of your personal and health 

information. We handle protected health information (PHI) in accordance with applicable laws, including the Health 

Insurance Portability and Accountability Act (HIPAA), where applicable. 
Information We Collect 
We may collect: 

• Contact information (name, email address, phone number)  

• Account and billing information  

• Health-related information you provide  

• Information necessary to provide our services  

• Technical information such as device, browser, and usage data  

How We Use Information 

We use information to: 

• Provide and improve our services  

• Communicate with you  

• Process payments and manage accounts  

• Comply with legal and regulatory obligations  

• Support healthcare operations where permitted by law  

HIPAA and Protected Health Information 
When we receive or maintain PHI, we use and disclose it only as permitted by HIPAA and other applicable laws. 

We implement administrative, physical, and technical safeguards designed to protect PHI from unauthorized access, 

use, or disclosure. 

Information Sharing 
We do not sell your personal information. We may share information: 

• With service providers who support our operations  

• With healthcare providers, health plans, or business associates as permitted by law  

• When required by law, court order, or government request  

• To protect rights, safety, and security  

Security 

We maintain reasonable security measures designed to protect personal information and PHI. No method of 

electronic transmission or storage can be guaranteed to be completely secure. 

Your Rights 
Subject to applicable law, you may have the right to: 

• Access your information  

• Request corrections to inaccurate information  

• Request restrictions on certain disclosures  

• Receive communications through alternative means  

• Obtain information about certain disclosures of your PHI  

Data Retention 

We retain information only as long as necessary to provide services, comply with legal obligations, resolve disputes, 

and enforce agreements. 

 

Contact Us 
If you have questions about this Privacy Policy or your privacy rights, contact: 

Madison Pediatric Associates, PSC 

Email: kidshealth@madisonpeds.com 

Phone: 859-624-2020 

Address: 793 Eastern Bypass, Suite 110, Richmond, KY 40475 

Changes to This Policy 
We may update this Privacy Policy from time to time. Any changes will be posted with an updated effective date. 
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