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Pediatric Associates of Austin, PA 

New Patient Information/ Acknowledgement of Privacy Practices 

Today's Date: MEDICAL CHART #: _____ _ 

Child's Name: (L) ___________ (F) __________ (Ml) __ _
Date of Birth: Place of Birth:______ Sex: 0Femate0Male 

Home Address: _____________ City: _____ State: ___ Zip: __ 
Home Phone: _________ Preferred E-mail Address: ___________ _ 
Parent 1 Name: __________ DOB: SSN#: Sex: 0Female0Male

Occupation: Mobile Phone: Email: ________ _ 

Parent 2 Name: DOB: _____ SSN#: ________ Sex:0Female0Male 

Occupation: Mobile Phone: Email: ________ _ 

Preferred Pharmacy: Location _______________ _ 
I give consent for PAA to obtain Medication History and ERX benefit information from insurance carrier Oves D No 

Preferred Form of Communication: (Must complete Consent for Electronic Communication, Voicemail of Medical Info & ERX) 

□ Email Address □Text Message {Parent 1 or 2) □Voicemail to Home Phone □Voicemail to Mobile Phone

How did you hear about Pediatric Associates: □Friend/Relative □web-site []Insurance Plan 

□Doctor ______________ Cother __________ _ 

Siblings: Child's Name {Last, First, Middle) Date of Birth Sex Chart# 

DI Female □ Male 

□ Female □ Male

□ Female □ Male

□ Female D Male

Primary Ins. Co. Name: __________ ID#: ______ Group#: _____ _

Ins. Co. Address: City: State: __ Zip: __ _ 

Policyholder N ame: DOB: SSN#: ______ _ 

Home Address: Phone#: _____________ _ 

Employer: Work#: ______________ _

Employers Address ______________________________ _

Secondary Insurance: If you have a secondary insurance, please notify the front desk. 

I UNDERSTAND THE FINANCIAL POLICY OF THIS OFFICE IS AS FOLLOWS: 

1. This office expects payment at the time of service, unless specific arrangements are made in advance with the financial counselor. 
2. Insurance claims will be filed only for those insurance plans we have contracted with as a participating provider. 
3. Copay's, deductibles and Non-covered services are to be paid at the time of service. 
4. I understand that my signature is valid for the purposes of filing my insurance and I authorize payment of benefits to PEDIATRIC ASSOCIATES OF 

AUSTIN, P.A. 
I ACKNOWLEDGE THAT I HAVE BEEN PROVIDED WITH THIS OFFICE'S NOTICE OF PRIVACY PRACTICES, which explains how my medical 

information will be used and disclosed. I understand that I am entitled to receive a copy of this document. 

_______________________________ DATE: ___________ _ 

Parent/Insured's Signature 















Pediatric Associates of Austin, P.A. 
Benefits of Joining our Practice

March 1, 202   February 28, 202

Open Saturday and Sunday 
mornings for urgent care 
appointments. 

E-Prescribing to your pharmacy both
new and refilled prescriptions when
appropriate so medication may be
ready when you arrive there.

Ability to access our patient portal to 
communicate securely with our staff. 

No charge for completion of forms 
for childcare centers, schools, sports, 
and camps. (There will be a charge for 
same-day form completion). 

Our own full-service website with 
American Academy of Pediatrics 
approved medical Information. 

An in-house lab is available at your 

results. We are a moderate complexity 
lab which gives us the ability to run 
tests that other clinics may not be able 
to.  Every time your doctor makes the 
correct diagnosis the first time 
because the lab is right here, you pay 
only one co-pay. 

Finger-stick technology used 
whenever possible outside labs such 
as Clinical Pathology labs do not use 
finger-stick technology but rather 
collect blood by venipuncture (out of 
the arm). 

Ability to e-mail our office staff for 
appointment requests, for questions 
about insurance and billing, to send in 
school and camp forms and have us 
send them back to you. 

Pediatric nurses are available 
seven days a week including all 
holidays.  Advice given during regular 
business hours for free and available 
after hours for a $25.00 fee.  As 
always, the on-call physician supports 
them.   

Our On-call team will minimize 
unnecessary visits to the emergency 
room or urgent care center where 
they do not know your children or 
their medical information.  This can 
save you hundreds of dollars on 
unnecessary high copayments and 
facility fees. 

Documenting with an electronic 
health record system that is designed 
specifically for the practice of 
pediatrics

 
 

 

 
Fee Discounted if paid by 4-1-2 in addition, the family will receive one waived

convenience fee at our After Hours Kids Clinic 
   

  
 

  

 

Date of Birth: _________________________ 

Date of Birth: _________________________ 

Date of Birth: _________________________

Date of Birth: _________________________

 

____________________________________________ 

_____________________________

Child’s Name: ____________________________________________

Child’s Name: ____________________________________________
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