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Primary contact for patient

Zip Code:

Gender: Email Address:
Apt/Unit #:

PATIENT INFORMATION

PARENT/GUARDIAN INFORMATION (If patient is under 18)

EMERGENCY CONTACT INFORMATION

Last Name: First Name:
Birth Date:
Street Address:

State:City:
Phone Number:
How did you hear about us?

Email Address:
Mother Name (Last, First):

Father Name (Last, First):

Birth Date:
Phone Number:
Alternate Phone:
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Email Address:Birth Date:
Phone Number:
Alternate Phone:

Emergency Contact Full Name:
Phone Number: Alternate Phone:

INSURANCE INFORMATION
Insurance Name:

ID# / Policy #: Group #:

Insurance Phone:
Policyholder Name:
Policyholder Relationship to Patient:

Birth Date:

PREFERRED PHARMACY INFORMATION
Pharmacy Name:
Pharmacy Address:

Phone:

Zip Code:
Insurance Address:

State:City:

Primary contact for patient

PRIMARY CARE PHYSICIAN (PCP) INFORMATION
PCP Name:
PCP Address:

Phone:

Parent Self Other: _____________________
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Release of Medical Records  
  
 
 

 
PATIENT NAME:   _______________________________________     DOB: _________________ 
 
 
RELEASE OF MEDICAL RECORDS TO CHILDREN’S CARDIOLOGY CLINIC by: 
 
Name: __________________________________________ 

Address: _________________________________________ 

Phone: ____________________________ 

Fax: _____________________________ 

Email: __________________________________________ 

Please include any cardiology clinic notes, echocardiogram reports, ECG’s, cardiac monitor 
results, genetic test results and EP or Cath lab reports for ______________  to ________________. 
 
Please fax records to 888-494-2369. Call the office at 407-588-0550 if any questions. 
 
 
RELEASE OF MEDICAL RECORDS FROM CHILDREN’S CARDIOLOGY CLINIC to: 
 
Name: __________________________________________ 

Address: _________________________________________ 

Phone: ____________________________ 

Fax: _____________________________ 

Email: ___________________________________________________ 

 
I consent to allow my protected health information to be released as noted above.  I 
understand that this authorization will expire one year from the date it is signed unless I 
specify otherwise. 
  
Patient/Guardian Signature __________________________________________ 

Full Name of Guardian ______________________________________________ 

Date ______________ 



  
 

Telehealth Consent Form 
 



  



 
  

Appointment Policy  
  

 
 

 
PATIENT NAME:   _____________________________________________     DOB: ______________ 
 
 

______  Please be advised that our clinic has a 24-hour cancellation policy. Please contact us at 
least 24 hours before your appointment if you need to change it, and we will be happy to 
reschedule you.  (Appointments scheduled on Mondays must be cancelled on the Friday before.) 
This helps us ensure that others on the waiting list can be offered that appointment slot, and we 
can continue to offer the highest level of care to all our patients. 
 

_______  We do understand that sometimes unexpected issues arise which prevent you from 
keeping your appointment with us. The first time you fail to provide a 24-hour notice to cancel or 
change your appointment, you will not be charged. However, subsequent cancellations or 

rescheduling without at least a 24-hour notice are subject to a $50 fee. After three short-term 
cancellations and/or no-show appointments, the Children’s Cardiology Clinic reserves the right 
to refuse to schedule any further appointments for you in our clinic.  At that time, we will forward 
your records to the cardiologist of your choosing. 
 

______  Because our goal is to see patients at the time of their scheduled appointment and 
minimize wait times, please be advised that if you are more than 15 minutes late for your 
appointment, you may have an extended wait time, or it might be necessary for us to reschedule 
that appointment. 
 

We appreciate your timeliness for your appointments because it helps the Clinic run smoothly for 
everyone. 
 
 

Please initial the above paragraphs and sign below to acknowledge receipt of this policy. 
 

 
I have read the Clinic Appointment Policy for the Children’s Cardiology Clinic. 
  
 
Patient/Guardian Signature __________________________________________ 

Full Name of Guardian ______________________________________________ 

Date ______________ 


