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> Children’s Clinic

1915 E. Mayfield Rd, Ste 115
Arlington, TX 76014
Phone: (682) 276-6700

PATIENT INFORMATION

PATIENT’S NAME: DOB: SOCIAL SECURITY #: L—
ADDRESS: CITY: STATE: ZIP CODE:
CONTACT NUMBER: SEX: D M I:I F

RESPONSIBLE PARTY

NAME: DOB:
ADDRESS: CITY: STATE: ZIP CODE:
CONTACT NUMBER: SEX: I:l M D F

WORK PHONE: EMPLOYER’S NAME: |— 4
EMPLOYER’S ADDRESS: CITY: | STATE: zip CODE:|:|

EMAIL ADDRESS (PATIENT PORTAL):

Are there any custody agreements we should be aware of? IF YES, SPECIFY: DNO

Are you currently residing with the patient? (Please circle one.) ] Yes |:|NO

INSURANCE INFORMATION

L1 PRIMARY [ ]SECONDARY ] TerRTIARY
NAME OF INSURANCE: SUBSCRIBER NAME: I |
SUBSCRIBER NUMBER: RELATIONSHIP TO PATIENT:I QAR |
PHARMACY

DMAYFIELD PHARMACY (NEXTDOOR TO CLINIC) [Jcvs COWALGREENS [JWALMART

[JKROGER CIOTHER: | |

PHARMACY ADDRESS OR CROSS STREETS:

PARENT DESIGNATION TO CONSENT FOR HEALTHCARE
Please list the people you authorize the clinic staff to contact in case of an emergency, receive/release information for your child’s medical
care, and bring your child for a doctor’s appointment and consent for medical treatment (photo ID is a must)

NAME: I—I RELATIONSHIP: Ll PHONE NUMBER: |—|

NAME: | | RELATIONSHIP:l MOILEN | PHONE NUMBER: |:|

MOTHER

NAME: RELATIONSHIP: PHONE NUMBER:

SIGNATURE: DATE:
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GENERAL OFFICE POLICIES AND INFORMATION
Welcome to Rainbow Children’s Clinic, P.A., where caring for children is what we do best! Thank you for choosing our clinic as your child’s Primary Care
Provider (PCP). Please take a few moments to review our office policies and other important information. For any questions, please approach any of our office
staff.

APPOINTMENTS: We prioritize our patients' needs by providing reminder calls to your designated contact number before your appointment. This allows you to
easily reschedule if necessary, ensuring your slot can be offered to another patient. Please note that after 4 no-shows, all family members may be dismissed
from our practice.

**No-Shows** are defined as failing to inform us of a cancellation or notifying us less than 2 hours before an appointment.

When scheduling your appointment, choose a time that suits you best. Be aware that we do not have a grace period for late arrivals. If you cannot attend,
contact us promptly to avoid being marked as a no-show. Additionally, we are not responsible for any personal belongings left in our clinic. Thank you for your
understanding.

We strongly advise using the emergency room only for genuine emergencies. Excessive non-emergency visits to the emergency room may lead to your removal
from our clinic and discontinuation of insurance and Medicaid coverage. We offer same-day and urgent appointments and are open on Saturdays by
appointment only. For medical advice outside regular office hours, don’t hesitate to call 817-681-2445.

We uphold a high standard of care and responsibility at our clinic. Patients and their accompanying parent or guardian will be held fully accountable for any
damage incurred to clinic equipment, furnishings, or facilities during their visit, whether through negligence, misuse, or intentional actions. The individuals
responsible will be financially liable for any necessary repair or replacement costs as determined by our clinic.

Examples of damage include, but are not limited to staining, tearing, or scribbling on furniture and walls; tampering with wall decorations or medical
equipment; and misuse of restroom facilities. We appreciate your understanding and cooperation in maintaining the integrity of our environment.

PAYMENTS: All payments that are the patient’s responsibility, including copays, deductibles, and coinsurance, are due at the time of the visit. This also applies
to any other services and purchases made at the clinic. Please note that all transactions using American Express and MasterCard will incur a 4% fee, while
transactions using other cards will incur a 3% fee.

If your child is seen for a scheduled preventive visit and another condition is treated at the same time, the provider will bill for each service performed.

MEDICAL RECORDS: When requesting medical records or other information to be released to you, you must be listed as a responsible party and submit a valid
identification card. Although there is a fee to retrieve medical records and immunization records, records can be sent directly to a requesting facility free of
charge, provided you have completed and signed the “AUTHORIZATION TO RELEASE HEALTH INFORMATION” form.

PHYSICIAN-PATIENT RELATIONSHIP: The clinic reserves the right to refuse services or terminate the physician-patient relationship at any time.

Rainbow Children's Clinic is proud to employ highly qualified Nurse Practitioners (NPs) who are licensed and nationally certified healthcare providers. With
advanced education and training in their respective fields, our NPs offer a comprehensive range of services. These services include evaluating, diagnosing, and
treating various conditions, ordering and interpreting diagnostic tests, writing prescriptions, and providing thorough patient education. They work in
collaboration with physicians and other healthcare professionals to ensure the best possible care for our patients. | acknowledge that | may be seen by either
the NP or the Physician Assistant (PA) during my visit.

MEDICAL RECORDS: IMMUNIZATION RECORD: LETTERS / FORMS:
e  $25 (forthe 1st 20 pages) e  $5-papercopy e FMLAFORMS -$30
. $0.50 for every page after 20 . FREE - digital copy available on patient . IMMIGRATION LETTERS - $10
pages portal e IRSletters - $10
e CD-%$25 e  $10-hard copy e  SixFlags Letters - $10

HIPPA: Your signature below acknowledges that you have read the Notice of Privacy Practice for RCC which was either given to you or posted in the waiting
room.

CLIENT ACKNOWLEDGEMENT STATEMENT: This office will file a claim on my behalf; however, if my insurance company refuses to pay (e.g. non-covered
services that may include but are not limited to vaccines, developmental screenings, vision and hearing screenings, and all lLaboratory tests and procedures or
preventive medicine visits, | will pay for same upon written/verbal notice of their refusal. | further agree and understand that this office can only code and file a
claim for my child’s visit with a diagnosis that was encountered and documented in the medical records. | have read and authorized the release of any medical
information necessary to process any claims, either to myself or any parties who request this information. |take full responsibility for ensuring that my
insurance information is current and accurate. This includes making necessary updates, such as changes to my Primary Care Provider (PCP), location
adjustments, and any other plan modifications. | recognize that not updating my insurance details before my appointment can lead to service delays and
potential out-of-pocket expenses, and | am committed to preventing that.

CONSENT FOR TREATMENT: | have read and understood all the forms on this packet and give permission for the patient to receive services at Rainbow
Children's Clinic and be treated by its medical providers and staff

NAME OF PATIENT PARENT/GUARDIAN SIGNATURE DATE



PATIENT NAME:

PREVIOUS DOCTOR/CLINIC:

@) Rainbow
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DATE OF BIRTH:

PHARMACY:

PHARMACY ADDRESS OR CROSS STREETS:

MAYFIELD PHARMACY
(NEXT DOOR TO THE CLINIC)

[C] WALGREENS | [1 OTHER:

] cvs

[] KROGER

MEDICAL HISTORY - THREE YEARS OLD TO EIGHTEEN YEARS OLD

A. PAST MEDICAL HISTORY NO YES EXPLANATION
1. Serious Injuries/Accidents or NO
llinesses I

2. Surgeries NO I

3. Hospitalizations NO :

4. Frequent Ear Infections NO I | |

5. Frequent Strep Throat Infections NO I

6. ALLERGIES: !
a. Medications NO :
b. Food NO |
c. Seasonal NO I
d. Others NO

7. Asthma NO |

8. Heart Problems NO

9. Bladder or Kidney Infections NO

10. Anemia/ Blood Disorders NO

11. Seizures / Epilepsy NO

12. ADHD/ADD NO

13. Mental / Emotional Problems NO

14. Diabetes NO |

15. Receiving Medical Care from !

Specialist | NO :
16. Current Medications NO |
17. Other Medical Problems I NO |
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FAMILY HISTORY NO YES EXPLANATION
High Blood Pressure NO
High Cholesterol/Triglyceride Level NO | |
Asthma NO |
Diabetes NO
Blood Disorders NO |
Thyroid or Other Endocrine Problems | NO
Seizures NO
Cancer NO
Others NO
SOCIAL HISTORY
COMMENTS
Father’s Occupation
Mother’s Occupation
. OTHER QUESTIONS NO YES EXPLANATION
Lives with Intact Family NO
Non-Intact Custody Status NO |
Siblings NO
Pets NO
Smokers in the Home NO I
. SAFETY NO YES EXPLANATION
Are there firearms in the household? NO
Are firearms locked and kept separate I
from ammunition? MY




1SN TEXAS Texas Vaccines for Children (TVFC) Program

] Healthand Human | Te%as Department of Sate Patient Eligibility Screening Record
¢ Services Health Services

A record of all children 18 years of age or younger who receive immunizations through the Texas Vaccines for Children
(TVFC) Program must be kept in the health care provider’s office for a minimum of five (5) years. The record may be
completed by the parent, guardian, individual of record, or by the health care provider. TVFC eligibility screening and
documentation of eligibility status must take place with each immunization visit to ensure eligibility status for the program.
While verification of responses is not required, it is necessary to retain this or a similar record for each child receiving
vaccines under the TVEC Program

1. Child’s Name:

Last Name First Name MI
2. Child’s Date of Birth:

MM DD YYY)

3. Parent, Guardian, or Individual of Record:

Last Name First Name MI

4. Primary Provider’s Name:

TLast Name First Name MI

5. To determine if a child (0 through 18 years of age) is eligible to receive federal vaccine through the TVFC
Program, at each immunization encounter or visit, enter the date and mark the appropriate eligibility
category. If Column A - F is marked, the child is eligible for the TVFC Program. If column G is marked
the child is not eligible for federal VFC vaccine.

Eligible for VFC Vaccine State Eligible Not Eligible
A B C D E F G
Date Medicaid | No Health | American * Underinsured ** Other | *** Enrolled Has health
Enrolled | Insurance Indian served by FQHC, [underinsured | in CHIP insurance that
or Alaskan RHC, or covers vaccines

Native | deputized provider

[]
[]

HiENEyE .

O|Ojgjoyof|od
OO OO O O e E
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O OO|OE|a

OiooooO ok
OO |0 0O o0 o

* Underinsured includes children with health insurance that does not include vaccines or only covers specific vaccine types. Children are only eligible
for vaccines that are not covered by insurance. In addition, to receive V'EC vaccine, underinsured children must be vaccinated through a Federally
Qualified Health Center (FQHC), a Rural Health Clinic (RHC), or under an approved deputized provider. The deputized provider must have
a written agreement with an FQHC or an RHC and the state, local, or territorial immunization program in order to vaccinate underinsured
children.

** Other underinsured are children that are underinsured but are not eligible to receive federal vaccine through the TV 'FC Program because the
provider or facility is not an FQHC or an RHC, or a deputized provider. However, these children may be served if vaccines are provided by the
state program to cover these non-11"FC-eligible children.

*4% Children enrolled in the State of Texas Children’s Health Insurance Program (CHIP). An agreement between the DSHS' Immunization
Unit and CHIP stipulates that vaccines for eligible CHIP enrollees are purchased through the federal contract.



Texas Vaccines for Children (TVFC) Program
Patient Eligibility Screening Record

(Continued)
Eligible for VFC Vaccine State Eligible Not Eligible
A B C D E F G
Date Medicaid | No Health | American * Underinsured ** Other ***% Enrolled Has health
Enrolled | Insurance Indian served by FQHC, [ underinsured | in CHIP insurance that
or Alaskan RHC, or covers vaccines
Native | deputized provider
Medicaid: CHIP:
Medicaid Number:J—l_ CHIP Number:_—l_
Date of Eligibility: Group Number:
Date of Eligibility:
Private Insurance:
Name of Insurer Insurer Contact Number: )} |
Insurance Name: Policy or Subscriber Numberzl

Texas Department of State Health Services Stock No. C-10
Immunization Unit Rev. 05/2017



N TEXAS Texas Immunization Registry (ImmTrac2) I-I-It
Health and Human | Texas Department of State .
¥ Services Health Services Minor Consent Form

A parent, legal guardian, or managing conservator must sign this form if the client is younger than 18 years of age.

Child’s First Name Child’s Middle Name Child’s Last Name
Child’s Sex: EMale |
Child’s Date of Birth (mm/dd/yyyy) Female Telephone Email address
Child’s Address Apartment # / Building #
City State Zip Code County
Mothet’s First Name Mother’s Maiden Name
Race (select all that apply) Ethnicity (select only one)

[0 American Indian or Alaska Native [ Asian [ Black or African-American | [J Hispanic or Latino

[0 Native Hawaiian or Other Pacific Islander  [] White [ Other Race [ Not Hispanic or Latino

[ Recipient Refused O Other

The Texas Immunization Registry (ImmTrac2) is a free service of the Texas Department of State Health Services (DSHS).

ImmTrac2 is a secure and confidential service that consolidates and stores your child’s (younger than 18 years of age) immunization records.
With your consent, your child’s immunization information will be included in ImmTrac2. Doctors, public health departments, schools, and
other authorized professionals can access your child’s immunization history to ensure that important vaccines are not missed.

For more information, see Texas Health and Safety Code § 161.007 (d). btps:// statutes.capitol.texas.gov/ Docs/ HS / bt/ HS . 161.htn#161.007.

Consent for Registration of Child and Release of Immunization Records to Authorized Persons/Entities

I understand that, by granting the consent below, I am authorizing release of the child’s immunization information to DSHS and I further
understand that DSHS will include this information in ImmTrac2. Once in ImmTrac2, the child’s immunization information may by law be
accessed by a public health district or local health department, for public health purposes within their areas of jurisdiction; a physician, or
other health care provider legally authorized to administer vaccines, for treating the child as a patient; a state agency having legal custody of
the child; a Texas school or child-cate facility in which the child is enrolled; and a payor, currently authorized by the Texas Department of
Insurance to operate in Texas, regarding coverage for the child. I understand that I may withdraw this consent at any time by submitting a
completed Withdrawal of Consent Form in writing to the Texas DSHS, ImmTrac2.

State law permits the inclusion of immunization records for first responders and their immediate family members in ImmTrac2.

A “first responder” is defined as a public safety employee or volunteer whose duties include responding rapidly to an emergency.

An “immediate family member” is defined as a parent, spouse, child, or sibling who resides in the same household as the first responder.
For more information, see Texas Health and Safety Code § 161.00705. Lztps:/ /statutes.capitol.texcas.gov/ Docs/ HS / hine/ HS . 161 bt 161.00705.

Please mark the box below to indicate whether your child is an immediate family member of a first responder.
[J 1 am an IMMEDIATE FAMILY MEMBER of a first responder.

By my signature below, I GRANT consent for registration. I wish to INCLUDE my child’s information in the Texas Immunization Registry.
Parent, legal guardian, or managing conservator:

Printed Name Signature Date

Privacy Notification: With few exceptions, you have the right to request and be informed about information that the State of Texas
collects about you. You are entitled to receive and review the information upon request. You also have the right to ask the state agency to
correct any information that is determined to be incorrect. See hztp:/ /www.dshs.texas.gor for more information. (Reference: Tex. Gov. Code,

§ 552.021, 552.023, 559.003, and 559.004)

PROVIDERS REGISTERED WITH ImmTrac2: Please enter client information in the Texas Immunization Registry and affirm that consent
has been granted. DO NOT fax to ImmTrac2. Retain this form in your client’s record.

Questions? Tel: 800-252-9152 Tax: 512-776-7790  *  Jttps:/ [ www.dshs.texas.gov/ immunize/ immitrac.

Texas Department of State Health Services ¢ Immunizations ¢ Texas Immunization Registry — MC 1946 ¢ P. O. Box 149347 »
Austin, TX 78714-9347

Texas Department of State Health Services Stock No. C-7
Immunization Section Revised 02/2026
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CHILDREN'S CLINIC

1915 E. Mayfield Rd., Ste. 115
Arlington, TX 76014
Phone: (682)276-6700 Fax: (682)276-6049

Authorization to Release Health Information

Patient information/Informacion del Paciente:

Name/Nombre del Paciente: | |_
Date of Birth/Fecha de Nacimiento:| ]
Address/Direccion: | ]
City, State, Zip/Ciudad, Estado, Cédigo Postal:| |
Phone/Telefono:l ]

Name of Releosing Facility/Nombre de la Facilidad enviando: Send Records to/Envior Archivos o: (New Doctor/Doctor Nuevo)
{Previous Doctor/Doctor Previo)

Name/Nombre: Rainbow Children's Clinic

Name/Nombre: |

Address/Direccion: 1915 E Mayfield Rd

Address/Direccion:]

City, State, Zip/Ciudad, Estado, Cédigo Postal: Arlington, TX 76014
City, State, Zip/Ciudad, Estado, Cddigo Postal:

Phone/Teléfono: 682-276-6700

::;neﬁeléfono: Faxi £82.076-6025

**7EDICAL RECORDS THAT EXCEED 25 PAGES MUST BE RECEIVED BY MAIL ONLY**

PLEASE DO NOT FAX
**D|SC FILES MUST BE IN TIF OR JPEG FORMAT ONLY

INFORMATION TO BE RELEASED
|:| IMMUNIZATION RECORD ONLY/SOLO RECORD DE INMUNIZACION **PLEASE FAX SHOT RECORDS AS SOON AS POSSIBLE**

D MEDICAL RECORDS/HISTORIAL MEDICO- Date Range/Periodo de Fecha:l |IDJ ”:l ALL/TODO
D TEST RESULTS/RESULTADOS DE PRUEBAS: (TYPE OF TEST/TIPO DE PRUEBA) Date/FechJ:lDALL TESTS/TODAS
LAS PRUEBAS

[] omewsomeo: |

This authorization will expire when | revoke this autharization in writing.

Patient Rights:
° | may refuse to sign this authorization and | have the right to revoke this authorization in writing at any times.

s Revocation is not effective in cases where the information has already been disclosed but will be effective going farward.
. Information used or disclosed as a result of this authorization may be subject to re-disclosure by the recipient and may no longer be

protected by federal law.

. { understand released health record may contain information in reference to Hepatitis Bor C testing, HIV testing and or other
sensitive information, including mental health and substance abuse.
. | understand that if | wish to have coples made, then the facility may assess a fee for copying the records. | will be notified of the

total amount due for copying and shipping the requested records. 1 agree that the facility will only send me the requested
Information once it has received payment in full for those costs. | may inspect or copy the protected health information to be
disclosed as described in this document.

™ The personal health information contained in this fax is highly confidential. It is intended for the exclusive use of the addressee. It is
to be used only to aid In the providing specific health acre services to the patient. Any other use is in violation of the Federal Law,
Health Insurances Portability Accountability Act {HIPPA) and will be reported as such.

Signature of Person Making the Request/Firma de la Persona solicitando:
Date/Fecha: | |

Print Name/Imprimir Nombre: __; |
Relationship to Patient/Relacion con el paciente:| |
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