PATIENT REGISTRATION FORM &
Thank you for selecting us for your child’s healthcare provider! In order to serve you, we need the following %
information. Please NOTE: If Legal Guardian is checked below, we assume this person has full legal

guardianship status unless otherwise stated. Please print.

PATIENT INFORMATION
Legal Last Name: Legal First: Middle: Birth Date:
Preferred Name: Pronouns: Sex at birth:
[IMale [ Female
Race: [ _JAmerican Indian or Alaska Native ] Asian [] Black or African American  [] Decline to Answer
[INative Hawaiian or Other Pacific Islander ["] White, not Hispanic [ Hispanic
Ethnicity: [] Hispanic or Latino ~ [] Not Hispanic or Latino ] Decline to answer How did you hear about us?
ADDRESS WHERE PATIENT LIVES
Street Address: Apt. #: City/Town: State: Zip Code:
Resides with: (check all that apply) [] Legal Guardian [ ] Mother  [] Father  [] Resource Parent [] Other:
CONTACT INFORMATION
Relationship to Patient: (check all that apply) ~ [] Legal Guardian [] Mother ~ [] Father  [] Resource Parent [] DHS [] other:
Last Name: First Name: Middle: Birthdate:
Mailing Address: Apt. #: City/Town: State: Zip Code:
Street Address: [] Same as above Apt. #: City/Town: State: Zip Code:
Employer: Social Security Number: Email Address (1):
Preferred Language: Need interpreter?
1 Yes 1 No

OTHER CONTACT INFORMATION

Relationship to Patient: (check all that apply) ~ [] Legal Guardian [ ] Mother  [] Father  [] Resource Parent [] DHS [] other:

Last Name: First Name: Middle: Birthdate:
Mailing Address: [] Same as above Apt.#: City/Town: State: Zip Code:
Employer: Social Security Number: Email Address (2):
CONTACT METHOD

Phone 1: ] Home [ cell Phone 2: ] Home [ cell

[] Cell Mom [] Cell Dad [ Cell Mom [] Cell Dad
Phone 3: [ Cell Mom [] Cell Dad Phone 4: [J work Mom  [] Work Dad

] work Mom ] work Dad [ other

BILLING INFORMATION
[] Self-Pay (No Insurance) OHP: [] OHSU Health Services [] careOregon
[J Yamhill Coordinated Care [] pmAP
Client ID #:

[] INSURANCE (Primary)  Effective Date: /| [] INSURANCE (Secondary)  Effective Date: [/
Insurance Name: Insurance Name:
Subscriber Name: DOB: / / Subscriber Name: DOB: / /
Policy #: Policy #:
Group #: Copay: $ Group #: Copay: $
Signature Print Name Relationship to Patient Date

Hillsboro Pediatric Clinic LLC complies with applicable Federal civil rights laws and does not discriminate on the basis of race, color, national origin, age, disability, or sex.
ATENCION: Si habla espafiol, tiene a su disposicién servicios gratuitos de asistencia lingtistica. Llame al 1-503-640-2757.
CHU Y: N&u ban nai Tiéng Viét, c6 cac dich vu ho tro ngdn ngi mién phi danh cho ban. Goi s6 1-503-640-2757.
7/8/2025




HPC REG CONSENTS Hillsboro Pediatric Clinic LLC

PATIENT INFORMATION

Legal Last Name: Legal First: Middle: Birth Date:

THE FOLLOWING CONSENTS AND PERMISSIONS APPLY TO ME AND MY CHILD

Pharmacy: | hereby authorize Hillsboro Pediatric Clinic LLC (HPC) to electronically send prescriptions to a participating
pharmacy of my choice. HPC may electronically receive information regarding my and/or my child’s prescription history,
drug interactions, prior authorization requirements or required substitutions.

Pharmacy Name: Location:

Contact Preferences: | would prefer that HPC use the preferred contact method indicated below when confirming
appointments:

[ ] Phone [ ] Email [] Text

Patient Centered Primary Care Home: As a Patient Centered Primary Care Home (“Medical Home”) HPC is committed to
providing the highest quality patient centered care. HPC care is delivered by a team of health care professionals
including Physicians and Nurse Practitioners, Registered Nurses, Medical Assistants and other skilled staff. | will be
encouraged and supported as | am involved in my and/or my child’s care. The goal is to ensure that my and/or my child’s
healthcare needs are coordinated for the best possible health outcome. For more details | recognize that | have access
to a Medical Home Brochure.

Authorization to Treat: By my signature below | give permission to HPC to treat me and/or my child. By signing this
form, I am consenting to the Clinic’s use and disclosure of my protected health information to carry out treatment,
payment or healthcare operations. | may revoke my consent in writing except to the extent that the practice has already
made disclosures in reliance upon my prior consent. If | do not sign this consent, Hillsboro Pediatric Clinic LLC may
decline to provide treatment to the patient listed above.

| ATTEST TO THE ABOVE:
Patient or Legal Guardian Name: Relationship to patient:
Signature: Date:

Notice of Privacy Practices: | also acknowledge that | have access to a complete copy of HPC's Notice of Privacy
Practices, which describes in detail how medical information about me and/or my child may be used and disclosed, and
how | can get access to this information.

| ATTEST TO THE ABOVE:

Signature: Date:

|:| Patient or responsible party refused to sign the acknowledgement. Hillsboro
Pediatric Clinic LLC complies with applicable Federal civil rights laws and does not discriminate on the basis of race, color, national origin, age, disability, or sex.
ATENCION: Si habla espafiol, tiene a su disposicion servicios gratuitos de asistencia lingtiistica. Llame al 1-503-640-2757.
CHU Y: N&u ban ndi Tiéng Viét, c6 cac dich vu ho trg' ngdn ngit mién phi danh cho ban. Goi s6 1-503-640-2757.




CANCELLATION/NO SHOW POLICY Hillsboro Pediatric Clinic LLC e

PATIENT INFORMATION

Last Name: Legal First: Middle: Birth Date:

Hillsboro Pediatric Clinic (HPC), its providers and staff, are committed to providing your child - and all of our patients -
with exceptional care. When you chose HPC, you made us a partner in your child’s healthcare. To be a productive
partner, we need to carefully manage our time to make ourselves available to our patients as we are needed. In order to
achieve this, we must make sure that our patients fulfill their appointment commitments.

We understand that sometimes things happen that prevent us from doing what we had planned. When a patient’s plan
changes and they cancel without giving us enough notice, we cannot use that appointment for another patient to be
seen. We put the following policies into place for this reason.

General Cancelling/Rescheduling Guidelines:

Call us at 503-640-2757 at least 24 hours before your scheduled appointment to notify tell us of any changes or
cancellations. Failure to give at least one hours’ notice of rescheduling or cancelling an appointment will be considered a
no show appointment.

e Cancelled Appointment: Call the clinic with more than 24 hours’ notice of scheduled appointment. (For
Example: To cancel a Monday appointment, please call our office by Saturday at 11:00 am.)

e Late Cancellation: Call the clinic to cancel or reschedule the appointment with less than 24 hours’ notice. (Late
cancellation will still apply even if the appointment is rescheduled for same day or next day)

o No Show: Not coming to a scheduled appointment or calling less than an hour before the appointment to cancel
or reschedule.

Warning Letters:
First and Second warning letters will be mailed when all the children in the family have a combined total of 2 and 3 No
Shows, or 3 and 4 Late Cancellation appointments.

NOTE: Evening appointments are usually reserved for sick or injury visits; however, there are times when we are able to
schedule limited routine visits in the evenings. There are not enough routine evening appointments for everyone who
wants one. If your child is scheduled for a routine visit in the evening and No Shows, your child(ren) may not be able to
have routine visits in the evening in the future. If this happens, we will tell you. Your child(ren) will still be able to have
appointments for sick or injury visits in the evening.

Termination of Care Letter:
If No show or late cancellation behavior continues after the warning letters, you may be asked to find a new primary
care provider.

Please feel free to call us at any time if there are problems that make it difficult for you to keep your child’s
appointments. Our Care Coordinators may be able to direct you to resources that can help.

Thank you for partnering with us!

Responsible Party Full Name

Signature of Parent/Legal Guardian Date

Approved 9/30/19
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