Canton Center Pediatrics                                                Name of Patient _____________________
6492 N. Canton Center Rd.

                        Date: ___________Time:_______________

Canton, MI 48187











General Consent To Treatment

Type of Treatment: _X_ Clinic _X_ Inpatient ____ Emergency ____Ambulatory

1. CONSENT TO INPATIENT, EMERGENCY, CLINIC OR Ambulatory FACILITY SERVICES

I request and authorize the type of health care services checked above as my physician, his/her assistants or designees (collectively called “the physicians”) advise. These include routine diagnostic, radiology and laboratory procedures, routine therapeutic procedures, routine drugs, and routine medical, nursing and hospital care. I understand that in emergencies it may be advisable to expand or deviate from the services listen here in order to preserve my life or health. I consent to these expanded services and procedures. I understand that Facility personnel care for me according to the physicians’ instructions.

2. CONSENT TO TESTING AND DIPOSAL OF BODILY FLUIDS AND TISSUE

I understand that the Facility may perform non-diagnostic laboratory tests upon specimens of blood, urine and other bodily fluids/tissues that are withdrawn from me for diagnostic purposes, and the Facility may dispose of these specimens as it chooses.

3. RELEASE OF INFORMATION


I authorize the Facility to release any information from my medical record, including:

· Information about communicable diseases and serious communicable diseases and infections as defines by statute and Michigan Department of Public Health Rules, which include venereal disease “VD”, tuberculosis “TB”, human immunodeficiency virus “HPV”, acquired immunodeficiency syndromes “AIDS” and AIDS related complex “ARC”.

· Substance abuse treatment information protected by Code 42 of Federal Regulations part 2.

· Psychological and social services information including communications made by me to a psychologist or social worker:

· To any third party payer or insurance company (e.g. Medicare, Medicaid, Blue Cross/Blue Shield, commercial health insurers, automobile no-fault insurers, workers’ disability compensation insurers, health maintenance organizations, preferred provider organizations, and managed care plans) which are responsible in whole or in part for paying my health care bill so that the Facility may be paid for its services any health care facility or physician to which I referred or transferred for continuity of care; and

· Any independent auditors or reviewers retained by the Facility or by any third party payer or insurance company (e.g. Medicare, Medicaid, Blue Cross/Blue Shield, commercial health insurers, automobile no-fault insurers, workers’ disability compensation insurers, health maintenance organizations, preferred provider organizations, and managed care plans) so that these reviewers can analyze quality, utilization and/or charges.
· Any health care Facility or physician to which I am referred or transferred for continuity of care.
4. NO GAURANTEES OR ASSURANCES

The facility has made no guarantees or assurances about the results of my health care. I understand that a patient will receive the usual and ordinary care rendered in this community.

PAYMENT PROVISIONS

NOTE: The term “Health care benefits” in the following paragraphs means Medicare, maternal and infant health, Blue Cross/Blue Shield, commercial health insurance benefits, automobile no-fault benefits, workers’ compensation, workers’ disability compensation benefits, heath maintenance organization, preferred provider organization, or managed care plan coverage, as applicable.

5. I request payment on my behalf of all health care benefits for services provided by Facility and by physicians for whom the Facility is authorized to bill

6. I assign and transfer to the Facility all health care benefits applicable to my care.

7. I agree personally to pay for any Facility or physician charges not covered by or collected from any applicable health care benefit program, including any deductibles and coinsurance amounts.

8. I authorize payment of medical benefits to the undersigned physician or supplier for services rendered

I certify that I have read this form, that I understand it and consent to it. If the signer is not the patient, the signer certifies the he/she is the patient’s legal authorized representative.

Date: _______________________________   ____________________________________________________________
(Signature of patient, or parent, if patient is a minor, or Guardian, if patient is legally incompetent.)
Address: _____________________________________________________________________
_____________________________________________________________________________
CANTON CENTER PEDIATRICS
OUR PROMISE OF PRIVACY AND CONSENT TO PATIENT RECORDS (HIPPA)

Our office is fully committed to compliance with HIPAA guidelines by:
· Providing appropriate security for our patent records.

· Protecting the privacy of our patient’s medical information.

· Providing our patients with proper access to their medical records.

· Appropriately maintaining our patient information and billing processes in compliance with national HIPAA standards.

If you ever have any questions or concerns about your services or charges, we encourage you to call and ask for our Compliance Officer.

PATIENT CONSENT FORM

The Department of Health and Human Services has established a “Privacy Rule” to help insure that personal information is protected for privacy. The Privacy Rule was also created in order to provide a standard for certain health care providers to obtain their patients’ consent for uses and disclosures of health information about the patient to carry out treatment, payment, or health care operations.

As our patient we want you to know that we respect the privacy of your personal medical and will do all we can to secure and protect that privacy. We strive to always take reasonable precautions to protect your privacy. When it is appropriate and necessary, we provide the minimum necessary information to only those we feel are in need of your health care information and information about treatment, payment or health care operations, in order to provide care that is in your best interest.

We also want you to know that we support your full access to your personal medical records. We may have indirect treatment relationships with you (such as laboratories that only interact with physicians and not patients), and may have to disclose personal health information for purposes of treatment, payment, or health care operations. These entities are most often not required to obtain patient consent.

You may refuse to consent to the use or discloser of your personal health information, but this must be in writing. Under the law, we have the right to refuse to treat you should you choose to refuse to disclose your Personal Health Information (PHI). If you choose to give consent in this document; at some future time you may request to refuse all or part of your (PHI). You may not revoke actions that have already been taken which relied on this or a previously signed consent. If you have any objective to this form, please ask to speak with our HIPAA Compliance Officer. You have the right to review our Privacy notice, to request restrictions and revoke consent in writing after you have reviewed our privacy note.
Print Name: _________________________________________________________

(parent or  guardian)  
Signature: ___________________________________________________________ Date: 
(parent or  guardian)  
Contact Officer: ________________
Baqir Malik M.D.______________

Telephone: 734-254-1900  Fax:_734-254-1951
Canton Center Pediatrics

Dr. Baqir Malik

Dr. Kauser Malik

6492 N Canton Center Rd
Canton, Mi 48187

( Welcome to Our Practice (
Patients Name: __________________________________________________ DOB___________________________

Pharmacy Name: ____________________________________________ Pharm. # ___________________________

Cross streets         ___________________________  City ___________ zip ________________        
BIRTH HISTORY
Adopted?   Yes     No     (circle one)   If Yes, is child aware?   Yes     No     (circle one)

Birth Hospital __________________________________ Birth Weight___________________ Length____________
Full-Term or Premature? (Circle one)        Type of Delivery?   Vaginal      C-Section   (circle one)

Complications during delivery?     Yes        No        (circle one)

If yes, please explain: _____________________________________________________________________________

NICU or special care nursery?     Yes        No    (circle one)

List any problems, if any, after birth or during first week: _______________________________________________

______________________________________________________________________________________________

SOCIAL HISTORY
Any smokers in the house     Yes      No    (circle one)     If Yes, Who? ____________________________________

Who does the child live with? _____________________________________________________________________
Sibling’s Full Name: __________________________________ DOB _______________ Health: _______________________
Sibling’s Full Name: __________________________________ DOB _______________ Health: ________________________
Sibling’s Full Name: __________________________________ DOB _______________ Health: __________________________
Sibling’s Full Name: __________________________________ DOB _______________ Health: ___________________________

LIST ALLERGIES_________________________________________________________________________________

CURRENT MEDICATIONS________________________________________________________________________

PAST MEDICAL HISTORY (circle all that apply)

Chicken pox, Mono, Pneumonia, Seizure, Heart Murmur, Wheezing/asthma, Diabetes, Skin problems, TB, Bowel Problems, Bladder Infection, Bed wetting, Behavioral Problems, Sickle cell, Bleeding Disorder, Others: ______________________________________________________________________________________________
FAMILY HISTORY (circle all that apply)

TB, Asthma, Heart attack before age 40, Diabetes, Convulsions, Heart Disease, Hypertension, Arthritis, Bleeding Disorder, Muscle Disorders, Sudden Infant deaths, Others: ______________________________________________

______________________________________________________________________________________________

Parent/Guardian Signature: ___________________________________________ Date: _______________________
Canton Center Pediatrics 
Dr. Baqir Malik

Dr. Kauser Malik                                                                                          Date: _____________________________

6492 N. Canton Center Rd
Canton, Mi 48187
( Welcome to our Practice (
PATIENT INFORMATION

Name: _________________________________________________________ DOB __________________________
Address _______________________________________________________________________________________
City: ____________________________________ State: _______________ Zip Code: ________________________

Gender:  Male     Female   (circle one)

Name of Past Pediatrician:__________________________ Who referred you to us:__________________________

In case of emergency, whom should we contact? 
Other then the mother and father 
Name:_____________________________ Relationship: _____________________ Phone: ____________________

MOTHERS INFORMATION

Name: _________________________________________________________ DOB: __________________________

Home Phone: _________________________ Cell: _____________________ Work: ________________________

Address (if different from above): __________________________________________________________________
City/State/Zip: _________________________________________________________________________________

Employer: _______________________________________ Occupation: ___________________________________
FATHERS INFORMATION
Name: __________________________________________________________ DOB: _________________________

Home Phone: _________________________ Cell: ______________________ Work: ________________________

Address (if different from above): __________________________________________________________________

City/State/Zip: _________________________________________________________________________________

Employer: ______________________________________ Occupation: ____________________________________

INSURANCE INFORMATION

Primary Insurance Company:________________________ ID # ____________________ Grp # _______________

Name of Insured: _________________________________Relationship to Patient: ___________________

Employer Address _________________________________City/State/Zip: ______________________________

Work Phone: ______________________S.S # _____________________ D.O.B._____________________________
Secondary Insurance Company: ______________________ ID # ___________________ Grp # ________________

Name of Insured: __________________________________Relationship to Patient: ___________________

Employer Address __________________________________City/State/Zip: _____________________________

Work Phone: ______________________________________ S.S # _______________________________________
ASSIGNMENT AND RELEASE
I authorize the above doctor and/or provider or supplier of services in this office to use and/or disclose any protected health information required to carry-out treatment and health care operations and to secure they payment of benefits. I authorize the use of this signature on all insurance submissions.

Please provide photo ID and proof of medical coverage with return of this form to our receptionist.
Signature of Responsible Party_____________________________________________ Date: ___________________
