Marjorie B. McKnight, M.D., P.C.

Please Fill Out Completely.
DATE: _______________

Child’s Name (legal): _________________________________________________________________________

Date of Birth: ____________________________



  Sex:  Male 
Female
Address: ________________________________________________________________________________________________

           

(Street)



       (City)


 
(State, Zip)
Race:      American Indian     Asian     Black or African American     White     Hispanic or Latino     More than one race     Prefer not to answer

                 Other: ​______________________

Ethnicity:     Hispanic or Latino     Not Hispanic or Latino     Prefer not to answer     Language:     English     Spanish     Other: _____________
Parent or Guardian’s Name: ________________________________________________________

Address: _______________________________________________________________________________________________


           

(Street)



       (City)


                 (State, Zip)
Home Phone: ________________________________ Cell Phone: __________________________________________

Work Phone: ________________________________ Email: ______________________________________________

Parent or Guardian’s Name: ________________________________________________________

Address: _______________________________________________________________________________________________


           

(Street)



       (City)


                 (State, Zip)
Home Phone: ________________________________ Cell Phone: __________________________________________

Work Phone: ________________________________ Email: ______________________________________________

Emergency Contact’s Name (Other than Parent): __________________________________________________

Home Phone: ________________________________ Cell Phone: __________________________________________

Work Phone: ________________________________

Pharmacy Name and Phone #: ______________________________________________________________
Parent/Guardian Signature: __________________________________________________ Date: ___________________
Authorization for Use and Disclosure of Individually Identifiable Health Information

Child’s Name: _________________________________________ Date of Birth: ___________________________

(Additional Children in the Practice)

Child’s Name: _________________________________________ Date of Birth: ___________________________

Child’s Name: _________________________________________ Date of Birth: ___________________________

Child’s Name: _________________________________________ Date of Birth: ___________________________

Child’s Name: _________________________________________ Date of Birth: ___________________________

I hereby authorize the use or disclosure of my individually identifiable health information as described below. I understand that the information I authorize a person or entity to receive may be re-disclosed and no longer protected by federal privacy regulations.

I hereby authorize Marjorie B. McKnight, M.D., P.C.  to furnish information concerning my child to my insurance carriers, to other medical persons to whom physicians of Marjorie B. McKnight, M.D., P.C. have referred my child for treatment, and to the admitting hospital should my child be admitted. 
All professional services are charged to the patient. Payment for office charges is due at the time of service. Patients covered under a contracted insurance plan are responsible for any co-payment, deductible, or co-insurance at the time of service. The patient is responsible for all fees regardless of insurance coverage. Updated insurance information must be given at time of services. Failure to do so may obligate you for payment for services rendered. 
I have reviewed a copy of the Notice of Privacy Practices. I consent to medical treatment and diagnostic procedures by Marjorie B. McKnight, M.D., P.C. I am responsible for all charges incurred at Marjorie B. McKnight, M.D., P.C. and authorize payment of insurance benefits directly to Marjorie B. McKnight, M.D., P.C. I am responsible for all charges not covered by insurance contracts – including co-payments, deductible, non-covered services, and those determined by the insurance company, where there is no contract with Marjorie B. McKnight, M.D., P.C, to be above the insurance company’s usual and customary fee.

I, being the parent or guardian of the above named child/children, do hereby request and authorize Marjorie B. McKnight, M.D., P.C. to perform necessary services for my child which are deemed advisable by the physician/provider, whether or not I am present at the actual appointment.

Parent/Guardian Signature: __________________________________________________ Date: ___________________
Insurance Authorization

Insurance Carrier: ______________________________________________________________

ID Number: ____________________________________________________________________

Group Number: _________________________________________________________________

Insurance Address: ______________________________________________________________

Subscriber’s Name: _______________________________________________________________

I hereby authorize Marjorie B. McKnight, M.D., P.C. to apply for benefits on behalf or my child for covered services rendered. I request payments from my Insurance Carrier be made directly to Marjorie B. McKnight, M.D., P.C. 

I certify that the information I have reported with regard to my insurance coverage and further authorize the release of any necessary information, including medical information for this or any related claim, to my Insurance Carrier.

I permit a copy of this authorization to be used in place of the original. 

This authorization may be revoked, in writing, by either me or my Insurance Carrier.

I hereby certify that the information I have reported regarding my Insurance is correct and authorize release of any information to my Insurance Carrier for payment of medical claims. I request that my Insurance Company make payment directly to Marjorie B. McKnight, M.D., P.C. Any balance after insurance reimbursement is my responsibility and I am liable for any collection, attorney, and/or court fees, if that becomes necessary.
Subscriber’s Signature: ______________________________________________________ Date: ____________________________
-[image: image1.png]>
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Please Tell Us What You Would Like Us to Know About Your Family:

0
Cancellation Policy

THERE WILL BE 

A $25 FEE
FOR SAME DAY CANCELLATIONS

AND 

ALL MISSED APPOINTMENTS

WITHOUT 24 HOUR PRIOR NOTIFICATION

No Exceptions

Leaving a message with the answering service is not acceptable

Must call during normal business hours
Cancellations inconvenience:

· YOU the PATIENT, who would have used this valuable time for medical attention and/or advise

· OTHER PATIENTS, who could have used this valuable time period, AND

· THE DOCTOR, who has prepared this time especially for you

Child’s Name: _________________________________________ Date of Birth: ___________________________

Parent/Guardian Signature: ________________________________________Date: _________________________
Marjorie B. McKnight, MD

106 Irving Street, NW, #2300

Washington, DC  20010

NOTICE OF PRIVACY PRACTICES

This notice describes how medical information about you may be used and disclosed and how you can get access to this information.  Please review carefully.

This notice takes effect on April 15, 2003, and remains in effect until we replace it.

1.
OUR PLEDGE REGARDING MEDICAL INFORMATION

The privacy of your medical information is important to us.  We understand that your medical information is personal and we are committed to protecting it.  We create a record of the care and services you receive at our organization.  We need this record to provide you with quality care and to comply with certain legal requirements.  This notice will tell you about the ways we may use and share medical information about you.  We also describe your rights and certain duties we have regarding the use and disclosure of medical information.

2.
OUR LEGAL DUTY

Law requires US to:


1. Keep your medical information private.


2. Give you this notice describing our legal duties, privacy practices, and your rights regarding your medical information.


3. Follow the terms of the notice that is now in effect.

We have the RIGHT to:


1.  Change our privacy practices and the terms of this notice at any time, provided that the changes are permitted by law.


2.  Make the changes in our privacy practices and the new terms of our notice effective for all medical information that we keep, including information previously created or received before the changes.

Notice of Change to Privacy Practices:

Before we make an important change in our privacy practices, we will change this notice and make the new notice available upon request.

USE AND DISCLOSURE OF YOUR MEDICAL INFORMATION

The following section describes the different ways that we use and disclose medical information.  Not every use or disclosure will be listed.  However, we have listed all of the different ways we are permitted use and disclose medical information.  We will not use or disclose medical information for any purpose not listed below, without your specific written authorization.  Any specific written authorization you provide may be revoked at any time by writing to us. 
FOR TREATMENT: We may use medical information about you to provide you with medical treatment or services.  We may disclose medical information about you to doctors, nurses, technicians, medical students, or other people who are taking care of you.  We may also share medical information about you to your other health care providers to assist them in treating you.
FOR PAYMENT:  We may use and disclose your medical information for payment purposes.
FOR HEALTH CARE OPERATIONS:  We may use and disclose your medical information for our health care operations.  This may include measuring and improving quality, evaluating the performance of employees, conducting training programs, and getting the accreditation, certificates, licenses, and credentials we need to serve you.
VICTIMS OF ABUSE, NEGLECT, OR DOMESTIC VIOLENCE:  We may disclose medical information to appropriate authorities if we reasonably believe that you are a possible victim of abuse, neglect or domestic violence or the possible victim of other crimes.  We may share your medical information if it is necessary to prevent a serious threat to your health or safety or the health or safety of others.  We may share medical information when necessary to help law enforcement officials capture a person who has admitted to being part of a crime or has escaped from legal custody.
WORKERS COMPENSATION:  We may disclose health information when authorized and necessary to comply with laws relating to workers compensation or other similar programs.
HEALTH OVERSIGHT ACTIVITIES: We may disclose medical information to an agency providing health oversight for oversight activities authorized by law, including audits, civil, administrative, or criminal investigations or proceedings, inspections, licensure or disciplinary actions, or other authorized activities.
LAW ENFORCEMENT:  Under certain circumstances, we may disclose heath information to law enforcement officials.  These circumstances include reporting required by certain laws (such as reporting types of wounds), pursuant to certain subpoenas or court orders, reporting limited information concerning identification and location at the request of a law enforcement official, reports regarding suspected victims of crimes at the request of a law enforcement official, reporting death, crimes on our premises, and crimes in emergencies.
YOUR INDIVIDUAL RIGHTS

You HAVE a right to:

1.
Review or get copies of your medical information.  You may request that we provide copies in a format other than photocopies.  We will use the format you request unless it is not practical for us to do so.  You must make your request in writing.  If you request copies, we will charge you $1.00 for each page and postage (if you want the copies mailed to you).  Contact us for a full explanation of our fee structure.

2.
Receive a list of all the times we or our business associates shared your medical information for the purposes other than treatment, payment and health care operations and other specified exceptions.

3.
Request that we place additional restrictions on our use or disclosure of your medical information.  We are not required to agree to these additional restrictions, but if we do, we will abide by our agreement (except in case of an emergency).

4.
Request that we communicate with you about your medical information by different means or to different locations.  Your request that we communicate with you about your medical information by different means or to different locations must be made in writing to the contact person listed in this notice.

5.
Request that we change your medical information.  We may deny your request if we did not create the information you want changed or for certain other reasons.  If we deny your request, we will provide you a written explanation.  You may respond with a statement of disagreement tat will be added to the information you wanted changed.  If we accept you request to change the information, we will make reasonable efforts to tell others, including people you name, of the change and to include the changes in any future sharing of the information.

6.
If you have received this notice electronically, and wish to receive a paper copy, you have the right to obtain a paper copy by making a request in writing to the Privacy Officer in this office.

QUESTIONS AND COMPLAINTS

If you have any questions about this notice or you think that we may have violated your privacy rights, please contact us.  You may also submit a written complaint to the U.S. Department of Health and Human Services.  We will provide you with the address to file your complaint with the U.S. Department of Health and Human Services.  

ADDITIONAL USES AND DISCLOSURES - In addition to using and disclosing your medical information and for treatment, payment, and health care operations; we may use and disclose medical information for the following purposes:
Facility Directory:  Unless you notify us that you object, the following medical information about you will be placed in our facilities’ directories: your name, your location in our facility, your condition described in general terms; your religious affiliation, if any.  We may disclose this information to members of the clergy, or except for your religious affiliation, to others who contact us and ask for information about you by name.
Notification:  Medical information to notify or help notify: a family member, your personal representative or another person responsible for your care.  We will share information about your location, general condition, or death.  If you are present, we will get your permission if possible before we share, or give you the opportunity to refuse permission.  In case of emergency, or if you are not able to give or refuse permission, we will share only this health information that is directly necessary for your health care, according to our professional judgment.  We will also use our professional judgment to make decisions in your best interest about allowing someone to pick up medicine, medical supplies, x-ray or medical information for you.
Disaster Relief: Medical information with a public or private organization or person who can legally assist in disaster relief efforts.
Fundraising:  We may provide medical information to one of our affiliated fundraising foundations to contact you for fundraising purposes.  We will limit our use and sharing to information that describe you in general, not person, terms and dates of you health care.  In any fundraising materials, we will provide you a description of how you may choose not to receive future fundraising communications.
Research in Limited Circumstances:  Medical information for Research purposes in limited circumstances where the research has been approved by a review board that has reviewed the research proposal and established protocols to ensure the privacy of medical information.
Funeral Director, Coroner, Medical Examiner:  To help to carry out their duties, we may share the medical information of a person who has died with a coroner, medical examiner funeral director or and organ procurement organization.
Specialized Government Functions:  Subject to certain requirements, we may disclose or use health information for military personnel and veterans, for the national security and intelligence activities for the protective services for the President and others, for medical suitability determinations for the Department of State, for correctional institutions and other law enforcement custodial situations, and for the government programs providing public benefits.
Court Orders and Judicial and Administrative Proceedings:  We may discuss medical information in response to a court or administrative order, subpoena, discovery request, or other lawful process, under certain circumstances.  Under limited circumstances, such as a court order, warrant or grand jury subpoena, we may share your medical information with law enforcement officials.  We may share limited information with a law enforcement official concerning the medical information of a suspect, fugitive, maternal witness, crime victim or missing person.  We may share the medical information of an inmate or other person in lawful custody with a law enforcement official or correction institution under certain circumstances;
Public Health Activities: As required by law, we may disclose your medical information to the public health or legal authorities charged with preventing or controlling disease, injury or disability, including child abuse or neglect.  We may also discuss your medical information to persons subject to jurisdiction of the Food and Drug Administration for purposes of reporting adverse events associated with product defects or problems due to product recalls, repairs, replacements, to track products, or to conduct activities required by the Food and Drug Administration.  We may also, when we are authorized by law to do so, notify a person who may have been exposed to a communicable disease or otherwise be at risk of contracting or spreading a disease or conditions.
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Statement of Practice Policies

Thank you for choosing McKnight Pediatrics as your pediatric practice.  We are committed to providing the highest quality care to your child.  It is our belief that this level of care and service can best be achieved if we work together.

The Practice has several different visit types.  These visit types cannot be combined.

WELL VISITS
These visits are scheduled at regular age appropriate intervals.  The primary purpose of these visits is to assess your child’s growth and development.  This assessment includes hearing and vision screens at designated ages as well as age appropriate laboratory evaluations.  We will also review and keep current your child’s immunizations.  WELL VISITS are not the time to discuss new or long standing problems or request prescription refills.
SICK VISITS
These visits are scheduled appointments for the purpose of addressing new or long standing concerns.  During these visits, we will address the specific problem at hand.  When you schedule a SICK VISIT, please be clear about the nature of the problem so that your appointment is scheduled at an appropriate time. 

URGENT (SAME DAY) SICK VISITS
The practice does reserve a number of appointment slots every day for SAME DAY SICK VISITS.  Because there are a limited number of these appointment slots available, we try to reserve them for true URGENT problems.  If you are calling for an URGENT problem, be prepared to provide current information about your child’s temperature and symptoms.  You will see whichever doctor is available.

FOLLOW-UP VISITS
These visits are scheduled to evaluate a patient after treatment for an acute illness or to monitor the status of a chronic disease like eczema, asthma, or ADHD.  These appointments are the time to request daily medication refills.

CONSULT VISIT
These visits are scheduled when the physician determines that more time is needed to address specific issues such as behavior or developmental concerns, school problems, etc.  These visits cannot be combined with routine WELL VISITS or other SICK VISITS.
Please help us better meet your child’s needs by scheduling the appropriate appointment.

Non-Medical Requests
FOREIGN TRAVEL
We will schedule an office visit to address your child’s special travel needs.  When making these appointments, it is important to be specific about the place of travel and the duration of the time you will be away.  To this point: do not say, “We are going to South America for about two months.”  A more precise response would be, “We are going to Peru for 6 weeks this summer.”  By being specific, we will be certain to have the specific vaccines and medications necessary for your specific travel.

FORMS
The office will gladly complete necessary health forms for your child.  Please allow 10-14 business days for the completion of these forms.  Your child’s annual WELL CHILD VISIT must be current before the form can be completed.  Because of HIPPA regulations, these forms cannot be faxed or emailed, nor can they be left outside the office for pick-up.  You may leave a stamped, self-addressed envelope and the form will be mailed.  If you choose, you may come back to the office to get your completed form.  Feel free to make a copy of your child’s form as we do not keep copies.  Please be certain that you have completed the parents’ portion of the form before leaving it with us.  Failure to complete the parents’ portion will result in a delay in the completion of your child’s form.  There is a $15 fee for the completion of all forms.  The fee must be paid at the time the form is presented for completion.

LETTERS
Requests for letters of any kind require 10-14 business days for completion.  It is the parents’ responsibility to provide in writing the nature of the letter requested, the name and address of the person receiving the letter, and any supplemental documentation as needed.  There is a $25 fee payable at the time the letter is requested.
Additional Information
WE DO NOT ACCEPT WALK INS.

LATENESS AND MISSED APPOINTMENTS
As a courtesy, you will receive a reminder call of your child’s appointment 1-2 days prior to your appointment.  However, we expect you to take responsibility for any appointments you make with the office.  If you are late for your appointment, we will do our best to accommodate you; however, you may need to reschedule your appointment.  If you find that you must change the time of a previously scheduled appointment, we require 24 hours’ notice of the change in time.  Calls must be received by the office during normal business hours.   Please understand that we are holding your appointment slot, and we are unable to open that slot to other patients if you do not notify us in a timely manner. If you miss an appointment or do not provide at least 24 hours’ notice of cancellation, or must reschedule as a result of your late arrival, we will charge a $25 “missed appointment” fee.      

CO-PAYMENT

Your co-payment is part of the contractual agreement between your insurance carrier and you.  As such, our office is mandated to collect all such payments when they are due.  Your co-payment must be paid before seeing the doctor.

OUTSTANDING BALANCES

You are responsible for any balances not covered by your insurance.  You may have a ‘coinsurance’ under your insurance policy.  This is a percent of the allowed amount for services.  This amount will be available on your Explanation of Benefits (EOB) and is due to our office.  Outstanding balances must be paid when billed.  Appointments will not be scheduled until the balance is paid.

WAIT-TIME
Patient care is our first priority.  Wait-time is decreased when timeliness is practiced by both patients and office staff.  Working together, wait-time can be kept to a minimum.

PRESCRIPTION REFILLS
Prescriptions are refilled at regular FOLLOW-UP VISITS.  The practice does not phone in prescriptions.

ON-CALL SERVICE
When the office is closed for weekends, holidays, or inclement weather, we will always have a provider on call.  You may reach this provider by calling the main number to the office or by calling the answering service directly on 410.787.4300.  Please reserve this service for urgent medical concerns ONLY.  Do not call for a medical emergency; call 911 for all medical emergencies.  Do not use this service for prescription refills, referrals, lab results, or appointments.  These services will not be addressed after hours and will have to wait until the following business day.
BILLING CONCERNS
Our Billing Manager is Stephanie Redmond, and she can be reached Monday-Friday from 10am through 4pm by calling 202.291.6257.  Questions regarding bills from laboratories such as Quest Diagnostics and LabCorp must be addressed with those companies specifically.  Please do not call our office with questions regarding bills from these companies as we are not responsible for their billing practices.
OTHER CONCERNS
If you ever have a comment, concern, or other questions, please do not hesitate to call our Operations Manager, Doretha Carroll at 202.291.6257
Marjorie B. McKnight, M.D., PC.
McKnight Pediatrics
106 Irving Street, NW

Suite 2300

Washington, DC 20010

202.291.6257
I have read the Statement of Practice Policies, and the Notice of Privacy Practices.  I agree to follow the policies as outlined, and acknowledge that I am aware of the Privacy Practices.

______________________________
___________________________


Child’s Printed Name



Parent’s Printed Name

______________________________
___________________________


Parent’s Signature





Date
Revised 8/6/2018
Marjorie B. McKnight, M.D., p.c.

Pediatric and Adolescent Medicine

106 IRVING STREET NW

SUITE 2300

WASHINGTON, DC 20010

(202) 291-6257

(202) 726-4926 fax

To (previous physician/facility): ____________________________________________
Address: _______________________________________________________________

  
   ________________________________________________________________
Phone Number: _________________________ Fax Number: ______________________
I hereby authorize the release of the information requested below to Marjorie B. McKnight, M.D., P.C. at the address above:


PATIENT NAME: ____________________________________________________

ADDRESS: _________________________________________________________

PHONE: ___________________________________________________________

DATE OF BIRTH: ____________________________________________________


_____ Complete Medical Record



_____ Immunization Records



_____ Laboratory Reports



_____ X-ray/Scan Reports

 

_____ Hospital Records



_____ Hospital Discharge Summary

Thank You.

_________________________________________________

____________




Signature





      Date

__________________________________________________ 

____________




Witness





       Date
1

