


CLEBURNE PEDIATRICS, P.A.
INSURANCE VERIFICATION FORM

PATIENTS NAME:  __________________________________________________

DOB:  _________________________

NAME OF INSURANCE:  _____________________________________________

Please furnish information of the person who carries the insurance:

INSURED'S NAME:  __________________________________________________

DOB:  _________________________

SSN#:  ________________________

RELATIONSHIP TO PATIENT:  _________________________________________

EMPLOYER:  __________________________________

OCCUPATION:  ________________________________

GROUP #:  ________________________________

ATTENTION
CLEBURNE PEDIATRICS FILES YOUR INSURANCE AS A COURTESY.  THERE 
IS NO GUARANTEE OF REIMBURSEMENT.  PLEASE REMEMBER, YOU ARE 
ULTIMATELY REPSONSIBLE FOR ANY AND ALL CHARGES.

__________________________ _________________
SIGNATURE DATE



AUTHORIZATION TO RELEASE MEDICAL INFORMATION

Name of Patient(s) _______________________________________________________
Date of Birth ____________________________________________________________

I, the undersigned, authorize the release of health information for the aboved 
named patient(s) to:

Cleburne Pediatrics, P.A.
203 Walls Dr. Suite #103
Cleburne, TX 76033
(817) 556-7610
(817) 556-7615 (Fax)

Physician's Name:  __________________________________________________________
Address:  _________________________________________________________________
City, State, Zip:  ____________________________________________________________
Phone or Fax Number: _______________________________________________________

My authorization extends only to ALL RECORDS AND ANY SPECIFIED DATA 
ELEMENTS:
Specific dates include or are limited to:  _____________________________________
Other (must specify) __________________________________________

THIS AUTHORIZATION IS GIVEN FREELY AND WITH UNDERSTANDING 
THAT:
***Any and all records, whether written, oral, or in electronic format, are confidential and 
      cannot be disclosed without my prior written authorization, except as otherwise provided by
      law.
***A photocopy or fax of this authorization is as valid as this original.
***I may revoke this authorization at any time, except where information has already been
      released to revoke my authorization, I must submit a Revocation of Authorization to Release
      medical information Form to the clinic.  The clinic will act upon my revocation within (2)
      working days of receipt.  This authorization is valid for a one year period from the date it is
      signed or sooner if noted below.
***Cleburne Pediatrics, P.A., its employees, officers, and physicians are hereby released from any 
      legal responsibility or liability for disclosure of the above information to the extent indicated and 
      authorized herein.
***Information used or disclosed pursuant to the authorization may be subject to disclosure by the 
      recipient and may longer be protected by this rule.
***Treatment, payment, enrollment, or eligibility for benefits may not be conditioned on obtaining
      this authorization.
***Patient will be provided with a copy of this authorization.

PATIENT/LEGAL GUARDIAN SIGNATURE ___________________________________ 
DATE___________________
RELATIONSHIP TO PATIENT ___________________________________
EXPIRATION DATE OF THIS AUTHORIZATION ______________________________
WITNESS __________________________________  DATE________________________ 

Cleburne Pediatrics, P.A.
215 N. Ridgeway Dr
Cleburne, TX 76033
(817) 774-2560
(817) 774-2563 (Fax)

Cleburne Pediatrics, P.A.
215 N. Ridgeway Dr
Cleburne, TX 76033
(817) 774-2560
(817) 774-2563 (Fax)





SARA CHANDLEE, P.A.
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