
 

SHUKLA PEDIATRICS REGISTRATION FORM 

 

PATIENT INFORMATION 

Patient Name:                                                                                                         Sex:   

Date of Birth:                                     Phone# Phone#  

Email:   

Address:  

PARENT/GUARDIAN INFORMATION 

Fathers Name:                                                                                         Date of Birth: 

Occupation: 

Mothers Name:                                                                                       Date of Birth: 

Occupation:  

Legal Guardians’ Name:                                                                          Date of Birth: 

Guardianship Realtion: 

Occupation: 

  

METHOD OF PAYMENT:  

• I authorize Shukla Pediatrics and or my health insurance provider to release any 

information required to process my claims, I understand all self-pay payments are due at 

time of visit. I understand that I’m financially responsible for all co-payments and any 

charges not covered by my insurance. 

AUTHORIZATION OF TREATMENT 

I give permission to the persons named below to bring my child to their appointment in the case 

that I can not be present. I give permission to discuss my child’s medical conditions, past and 

present and give consent for any treatments deemed necessary. If anything changes, I’m 

responsible to notify the facility in writing. I understand that the person bringing my child must 

show proper identification. 

Authorized Person Name:                                                   Patient Relation: 

Authorized Person Name                                                                   Patient Relation: 

Authorized Person Name:                                                                  Patient Relation:  



SOCIAL HISTORY 

Circle option below that applies: (patient resides with) 

 Mother/ Father/ Guardian 

Pets:                                                         Exposure to Tobacco: YES/NO  

Siblings:  

1.                                                                         Date of Birth:                              Sex: 

2.                                                                         Date of Birth:                              Sex: 

3.                                                                         Date of Birth:                              Sex: 

4.                                                                         Date of Birth:                              Sex: 

MEDICAL HISTROY 

Allergies:                                                               Respiatory Conditions: 

Medications:                            Eye Conditions: 

Surgeries:                                                               Heart Conditons:  

Skin Condtions:                                  Urinary Conditons:  

Headaches/ Migraines:                                          Diabetes/Thyroid Disease: 

Other Medical Condtions: 

FAMILY HISTORY 

Asthma Who?                                                        Hypertenion Who? 

Cancer Who?                                                         Hearing Loss Who? 

Thyroid Who?                                                        Allergies Who?  

Heart Disease Who?                                               High Cholestrol Who? 

Other Medical Conditions: 

 

NEWBORN HISTORY 

• Any complications during pregnancy or delivery? If yes, please explain below: 

 

 

• Full Term/Premature (Please Circle One) Birth Weight:                          Length:  

• Feeding: (Please Circle One or Both if Applicable) Breastfeeding/ Formula 

• Any smoking or subtance abuse during pregnancy? ( circle one ) YES or NO 



OFFICE POLICY 

New Patients: We will require parents state ID, Patients insurance card or present form of 

coverage, legal guardianship documents (if applicable) patients vaccination records and any 

medical records present day of new patient appointment. Shukla Pediatrics is a 

nondiscriminatory practice providing health care to pediatric patients. 

Cancelation or Rescheduled Appointments: If you need to cancel or reschedule appointments 

please allow 24 hours notice in advance. If Failure to do so or no show appointment, will inquire 

automatic charge of $25.00 added to the patients account. Three consecutive no shows will result 

in discharge of practice.                       Initial Here: 

Patient Responsibility: It is patient responsibility to keep up with recommended periodic 

general health exams, failing to do so may result is being discharged from practice.  This 

includes vaccine refusal patients; we always recommend vaccines but those who choose not 

to, must sign an in office waiver. If patient needs any forms to be filled out, please inform staff 

prior to the appointment (be aware that there is a charge for school sports forms to be completed 

and there maybe additonal charges for completion of other forms) All sections of all forms must 

be completed by the parent before the office can complete their portion. Please be aware it takes 

72 hours for forms to be completed by our office staff. It is the responsibility of the 

parent/guardian to let Shukla Pediatrics know, when a patient is seen by an Urgent care or 

Emergency room as we may not always get the records from other facilities. 

Release of Medical Records: New patients have the right to request a release of medical records 

form for the transfer-in of care, This form can only be completed by parent/guardian. For the 

transfer out of medical records this form must only be submitted via fax by the new providing 

facility under the request of the parent/gaurdian. Keep in mind these records only include records 

from this facility Shukla Peditraics, third party records are not included. Please allow a 72 hours 

process for this transfer out request. For the request of personal medical records, we require a 

medical release form to be completed and signed. If someone other than the guardian is being 

authorized to pick up medical records a notarized letter is required with proper identification, We 

do not email any personal records or school notes. There is a charge of a $1.00 per page for 

personal record release. Request for school physcials and or vaccination records should be done 

the day of visit, free of charge any other day records have an applied fee.Cost for reproducing medical 

records are in accordance with the FL Administrative Register Rule 64B8-10.003 and F.S. 164.524©4. 

Appointment reminders and messaging 

*You will automatically be enrolled in Text / SMS reminders and messaging system* 

"By signing below, I acknowledge that I have read and understand the office policy and 

agree to abide by its terms and conditions. I understand that I am responsible for 

complying." 

Patients Name:                                                                                           Date of Birth: 

Parent/Guardian Signature:                                                                      Date: 



Financial Consent 

 

Shukla Pediatrics is committed to providing the highest quality health care for our patients. As part of 

your relationship with us a clear understanding of our financial policy is important so you will know what 

actions will be undertaking on your behalf as well as what your financial responsibilities are.  

Health Insurance: Your health insurance policy is a contract between you and the insurance company. 

You have certain responsibilities to ensure that proper, accurate and timely submission of charges occurs. 

You are required to: • present your insurance(s) card at every visit • inform us as soon as possible if your 

insurance carrier changes and provide us with a copy (front and back) of your new card • Due to filing 

limits we will not be able to process a visit to insurance if that insurance information is provided to our 

office more than 60 days from the date of service. We do not bill any secondary insurance. 

Co-Payment: Co-payments are a contractual obligation between you and your insurance company. All 

insurance companies require that all co-payments are payable at time of service.  

Balance Billing: There are times when your insurance does not cover a charge. Shukla Pediatrics reserves 

the right to bill you for any allowable non-covered charge, otherwise known as balance billing. Any 

claims or services that are denied by your health insurance; patients are responsible for any unpaid 

fees. 

Failure to Pay an Outstanding Balance: Our office will make every effort to communicate with you 

about your account and will present reasonable options for payment. In the event a bill goes unpaid 

without you contacting our billing department to discuss payment options, the account will be turned over 

to a collection agency.  

Uninsured / Self-pay: If a patient is either uninsured, or if we are not listed as the primary care physician 

on the insurance or presents with an insurance plan that we do not participate with, payment will be due at 

the time of service. 

Returned Checks: Shukla Pediatrics accepts personal checks as a form of payment. Checks that are 

returned from a bank for non- payment of any reason will incur a fee of $20.00 plus the amount of the 

check. If the patient has two returned checks in a 12-month period, they will be placed on a cash or credit 

card only basis.  

 

By signing, I accept and agree to the above Financial Consent. I am aware that I will be considered the 

“Financial Guarantor” and will be responsible for any patient balances. We welcome the opportunity to 

discuss any aspect of our financial consent policy. Please ask to speak with the Billing Manager if you 

have any questions, comments, or concerns. We thank you for your support and look forward to serving 

you in the future. * Do not sign if you are not the legal parent and/or legal guardian of a minor child 

seeking services. 

 

Parent/Guardian Signature:                                                                                    


