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1809 S. Church Street 
Suite 302 
Smithfield, VA 23430 
Phone: 757-780-8400 
Fax: 757-432-3279 

Patient and Family Information 

Child 1: Last Name:   First Name:     MI: 

DOB:  /  / Sex:  M / F Preferred Language: 

Race: African American  American Indian or Native Alaskan  Asian

Hawaiian or Pacific Islander White Other Decline

Ethnicity: Hispanic/Latino Non-Hispanic/Latino  Unknown  Decline 

Primary Insurance:__________________________________ 

Policy Number:_____________________________________ Group Number:_________________________ 

Insured Name:______________________________________ 

Insured Adress:____________________________________________________________________________ 

Secondary Insurance:__________________________________ 

Policy Number:_____________________________________ Group Number:_________________________ 

Insured Name:______________________________________ 

Insured Adress:____________________________________________________________________________ 

Child 2: Last Name: First Name: MI: 

DOB:  / / Sex:  M / F Preferred Language: 

Race: African American  American Indian or Native Alaskan  Asian

Hawaiian or Pacific Islander White Other  Decline

Ethnicity: Hispanic/Latino  Non-Hispanic/Latino  Unknown  Decline 

Primary Insurance:__________________________________ 

Policy Number:_____________________________________ Group Number:_________________________ 

Insured Name:______________________________________ 
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Insured Adress:____________________________________________________________________________ 

Secondary Insurance:__________________________________ 

Policy Number:_____________________________________ Group Number:_________________________ 

Insured Name:______________________________________ 

Insured Adress:____________________________________________________________________________ 

 
Child 3: Last Name: First Name: MI:    

DOB:  /  /   Sex:  M / F Preferred Language:    

Race: African American  American Indian or Native Alaskan  Asian 

Hawaiian or Pacific Islander White Other Decline  

Ethnicity: Hispanic/Latino  Non-Hispanic/Latino  Unknown  Decline 

Primary Insurance:__________________________________ 

Policy Number:_____________________________________ Group Number:_________________________ 

Insured Name:______________________________________ 

Insured Adress:____________________________________________________________________________ 

Secondary Insurance:__________________________________ 

Policy Number:_____________________________________ Group Number:_________________________ 

Insured Name:______________________________________ 

Insured Adress:____________________________________________________________________________ 

 
Child 4: Last Name: First Name: MI:    

DOB:  /  /   Sex:  M / F Preferred Language:    

Race: African American  American Indian or Native Alaskan  Asian 

Hawaiian or Pacific Islander White  Other Decline  

Ethnicity: Hispanic/Latino  Non-Hispanic/Latino  Unknown  Decline 

Primary Insurance:__________________________________ 

Policy Number:_____________________________________ Group Number:_________________________ 

Insured Name:______________________________________ 

Insured Adress:____________________________________________________________________________ 

Secondary Insurance:__________________________________ 

Policy Number:_____________________________________ Group Number:_________________________ 

Insured Name:______________________________________ 
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Insured Adress:____________________________________________________________________________ 

 
Pharmacy Name:   Pharmacy Phone #:    

 

Parent/Legal Guardian #1: 

Child(ren)’s parents are:  Married  Divorced  Never Married  Separated  Widow(er)  Other 

Name: Relationship to Patient:    

DOB:  /  /   Home phone:     Cell phone:     

Work phone: Email:    

Employer: Occupation:    

Best number to reach me is:  Home  Cell  Work 

Infinity Pediatric & Adolescent Medicine may contact me via:  Home  Cell  Work  Email 

Infinity Pediatric & Adolescent Medicine may leave messages or lab results via:   Home    Cell   Work  Email 
 
 

Lives with patient? Yes / No 
 
 
 

(Street) (City/State/Zip) 
 
 

Parent/Legal Guardian #2: 

Name:    

 
 
Relationship to Patient:    

DOB:  / /  Home phone:     Cell phone:     

Work phone: Email:    

Employer: Occupation:    

Best number to reach me is:  Home  Cell  Work 

Infinity Pediatric & Adolescent Medicine may contact me via:   Home   Cell  Work   Email 

Infinity Pediatric & Adolescent Medicine may leave messages or lab results via: Home  Cell  Work Email 
 
 

Lives with patient?  Yes / No If you do not live with the patient, please provide the address (please disregard if same as 
Parent/Legal Guardian #1): 

 
 

(Street) (City/State/Zip) 
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Additional Contact Questions: 

Who should receive billing statements?    

May all contacts have access to the patient’s records? Yes / No 

If parents are divorced, separated or unmarried, please fill out this section: 

Who has custody?    

Are there any legal restrictions that would restrict the non-custodial parent from consenting to medical treatment for 
the child or from obtaining information about the child’s medical treatment? Yes / No 

If yes, please explain and provide a copy of any legal paperwork that supports this restriction. 
 
 
 
 
 
 
 
 

Emergency Contacts, other than parents. Name & Relationship: 
 
 

Name: Phone:    
 
 

Name: Phone:    



 
 
1809 S. Church Street  
Suite 302 
Smithfield, VA 23430 
Phone: 757-780-8400 
Fax: 757-432-3279 
 
Consent To Treat Minor 
 
 
I hereby give consent to Infinity Pediatric & Adolescent Medicine to perform any radiology or 
lab testing, examination, anesthetic, medical, or surgical diagnosis or treatment and hospital 
care as deemed advisable by a licensed physician, nurse practitioner or physician assistant, as 
well as any assistant on the staff of Infinity Pediatric & Adolescent Medicine. 
 
I understand that this authorization is given in advance of any specific diagnosis, treatment, or 
hospital care being required.  
 
This consent is given to any and all such diagnoses, treatments and hospital care which a 
licensed physician at Infinity Pediatric & Adolescent Medicine recommends.  
 
This authorization will remain in effect until revoked in writing by the parent or legal guardian.   
 
 
 Signed:  _____________________________________________ 
 
 
 
 Print Name:    ________________________________________ 
 
 
 
 Date: __________________________________   
 
 
 
 Please specify relationship to minor:     
 
 Parent with legal custody       
 Guardian with legal custody 



1809 S. Church Street 
Suite 302 
Smithfield, VA 23430 
Phone: 757-780-8400 
Fax: 757-432-3279 

Authorization for Release of Medical Information 

Patient Name: _______________________________________________   DOB: ____/____/_______ 

I, ___________________________________________________ hereby authorize the release of medical 
(patient’s name)

information TO: 

Doctor/Clinic/Hospital:___________________________________________________ 

Address:  __________________________________________________________ 

__________________________________________________________ 

Telephone: ______________________________ Fax : ________________________ 

FROM: 
Doctor/Clinic/Hospital:___________________________________________________ 

Address: __________________________________________________________ 

__________________________________________________________ 

Telephone: ______________________________ Fax : ________________________ 

Please release the following: 
___ All health information (including growth charts and vaccination records)  
___ History/Physical Exam    ___ Discharge Summary     ___ Diagnostic Test Reports   ___ Lab Results 
___ Progress Notes            ___ Consultation Reports   ___ Radiology/Images      ___ Pathology Reports 
___Other (specify): _______________________ 

I consent to the release of information related to HIV/AIDS or infection with any other communicable 
diseases and information related to behavioral or mental health services and treatment for alcohol and 
drug abuse, with the rest of the medical records 



___ Yes, I consent to the release of this information. 
___ No, I do not consent to the release of this information. 

Purpose of disclosure: 
___ Treatment/ Continuing medical care 

I understand that I may revoke this authorization in writing at any time. Otherwise, this authorization shall 
remain valid until such time as it is revoked in writing. 

Signature of Parent or Legal Guardian: __________________________________   Date: ____/____/____ 

Print Name: __________________________________  Relationship to Patient: ___________________ 



 

1809 S. Church Street  
Suite 302 
Smithfield, VA 23430 
Phone: 757-780-8400 
Fax: 757-432-3279 

ASSIGNMENT OF BENEFITS FORM  

All professional services rendered are charged to the pa3ent and are due at the 3me of service, unless 
insurance coverage is verified and Infinity Pediatric & Adolescent Medicine is a par3cipa3ng provider. Necessary 
forms will be completed to file for insurance carrier payments.  

Assignment of Benefits  
I hereby assign all medical benefits, to include major medical benefits to which I am en3tled. I hereby authorize 
and direct my insurance carrier(s), including private insurance and any other health/medical plan, to issue 
payment check(s) directly to Infinity Pediatric & Adolescent Medicine for medical services rendered to myself and/
or my dependents regardless of my insurance benefits, if any. I understand that I am responsible for any 
amount not covered by insurance.  

AuthorizaQon to Release InformaQon  
I hereby authorize Infinity Pediatric & Adolescent Medicine to: (1) release any informa3on necessary to insurance 
carriers regarding myself and/or my dependent's illness and treatments; (2) process insurance claims generated 
in the course of examina3on or treatment; and (3) allow a photocopy of my signature to be used to process 
insurance claims. This order will remain in effect un3l revoked by me in wri3ng.  

I have requested medical services from Infinity Pediatric & Adolescent Medicine on behalf of myself and/or my 
dependents, and understand that by making this request, I become fully financially responsible for any and all 
charges incurred in the course of the treatment authorized.  

I further understand that fees are due and payable on the date that services are rendered and agree to pay all 
such charges (copay, coinsurance and/or deduc3ble) incurred in full immediately upon presenta3on of the 
appropriate statement. A photocopy of this assignment is to be considered as valid as the original.  

________________________________________    ___________________  
Pa3ent/Responsible Party Signature      Date  

Child/Children(s) Name(s):_________________________________________________________  

______________________________________________________________________________ 



 

1809 S. Church 
Street Suite 302 
Smithfield, VA 23430 
Phone: 757-780-8400 
Fax: 757-432-3279 

Financial Policy 
Infinity Pediatric & Adolescent Medicine par5cipates with most insurance plans. Each insurance 
policy is different and it is impossible for us to know what your par5cular benefits      may be.  
Therefore, it is important to contact your insurance company if you have any ques5ons 
regarding your benefits or what your payment obliga5ons will be at the 5me of service. 

Copayments and DeducHbles 
Depending on your insurance policy, a copayment and/or deduc5ble may be required at the 
5me of service. These payments are expected to be made at the 5me of service. Payment may 
be made in cash, by check or by card. We also accept Health Savings Account (HSA) cards for 
payment. 

Please note that the copayment is a contractual requirement from the insurance company and 
cannot be wriMen off by the clinic. If you par5cipate in a High Deduc5ble Health Plan (HDHP) 
and have not yet paid your deduc5ble in full, it is likely that any non-preven5ve services will 
require payment at the 5me those services are rendered. We are happy to discuss 
arrangements for payment by installment if you need to do so. 

Please ensure that if you are unable to bring your child in yourself, whoever brings the child in 
is prepared to make all payments. 

Credit Card on File1 
In order to make sure that we can collect your por5on of the bill once your insurance company 
processes the claim, we require that a valid credit card be kept on file with the prac5ce. Your 
card will only be charged the outstanding amount that your insurance company determines to 
be ‘pa5ent responsibility’, as spelled out in your Explana5on Of Benefits (EOB). Once your card 
is charged, a receipt will be sent to you by email. 

If you would like to make arrangements to pay the amount by installments, please no5fy the 
office in advance. 



PaHents Without Insurance Coverage 
We are happy to work with families that prefer to pay directly for services or do not have 
insurance. For such pa5ents, a 5me of service discount will be applied to the bill if seMled in 
full on the day of service. This discount does not apply aVer the day of the visit. 

No-Show Policy 
Missing an appointment without giving prior no5ce to the prac5ce deprives other pa5ents of 
the chance to take a slot that opens up. We require no5ce of at least 1 business day for all 
cancella5ons. Repeated no-shows will result in the family being advised to transfer care out of 
the prac5ce. 

Divorced/Separated Parents and Custodial Arrangements 
Infinity Pediatric & Adolescent Medicine does not get involved in disputes between divorced, 
separated or custodial paren5ng arrangements regarding financial responsibility for their 
child's medical expenses. By signing as guarantor below, you agree to be financially responsible 
for the care we provide to your child, regardless of whether a divorce decree, custodial or other 
arrangement places that obliga5on on your former spouse or the child’s other parent. We will 
be happy to provide receipts for paid medical bills for you as requested. 

I have read and understood the above policy and agree to it. 

Signature  Date / /   

Name    

Rela5onship to pa5ent   

 

1	This policy does not apply to paHents with Medicaid and Medicaid HMO insurance









info@infinitypam.com

Privacy Officer
Infinity Pediatric and Adolescent Medicine, 
PLLC 1809 S. Church St., Ste. 302
Smithfield, VA  23435

or
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