


	
	
	

PEDIATRIC	PATIENT	DEMOGRAPHICS	
	
Please	Note:	your	insurance	card	and	driver’s	license	are	required	upon	check-in	at	each	visit.	
	
PATIENT	INFORMATION:	

	

Full	Name	(First,	Middle,	Last):	___________________________________________________________________________	

	

Nickname:	________________	Gender:	_____Male		____Female						Date	of	Birth:	____	/	_____	/	_______	Age:	________	

	

Address:	____________________________________	City:	______________________State:	_________Zip:	___________	

	

Phone:	______________________	Cell	:	__________________Email:	__________________________@	____________	

	

Which	racial	category	does	the	patient	most	closely	identify	with?	

	

____	African	American						____	American	Indian/	Alaska	Native					____	Asian								____	Caucasian								____	Hispanic				

	

	____	Native	Hawaiian/	Hawaiian/	Another	Pacific	Islander										____	More	Than	One	Race					____Other	(please	specify)	

	

Ethnicity:	What	is	the	patient’s	ethnicity?																	____	Hispanic	or	Latino																										____	Not	Hispanic	or	Latino	

								

What	is	the	patient/	family’s	language	of	preference?			___English	___Spanish	___Other:		________	(please	specify)	

	

Family	Information:	

	

Primary	Parent	/	Legal	Guardian	(Primary	Insurance	Policy	Holder)	

	

Full	Name	of	Policy	Holder	(as	it	appears	on	insurance	card):	__________________________________________________	

	

Gender:	____Male			____	Female				Relationship	to	Patient:	________________________	Phone	#:	___________________	

	

Date	of	Birth:	____/	____/	____				SSN:	_______-_______-________			Employer:	__________________________________	

	

Employer	Address,	City,	State,	Zip	:	______________________________________________________________________	

	

Other	Parent	/	Legal	Guardian	

	

Full	Name	(First,	Middle,	Last	):		_______________________________________	Date	Of	Birth:	_______	/	_______/	______	

	

Gender:	_____	Male		____	Female				Relationship:	____________________		Phone	#:	_______________________________	

	

Marital	Status:			____Married			____	Divorced			____Other:	_____________*	With	whom	does	the	patient	reside?	_________	

	 	 	 	 	 	 	 	 	 	 Other	Side		

For	Office	Use:	
___New	Patient	
___	Update	to	Current	Patient	
Staff	Initials:	_____	



	*If	all	guardians	do	not	reside	at	the	address	listed	above,	please	provide	a	secondary	address	for	statements	and	information	

	

Address:	__________________________________	City:	______________________Zip:	_____________	State:	____________	

	

Email:	____________________________________@	________________________	

	

	

Pharmacy	Information:																																																																										Emergency	Contact:		

	

Name:	_________________________________																															Name:	__________________________________	

	

Phone:	_________________________________																														Relationship:	_____________________________	

	

Address:	________________________________																														Cell	Phone:	______________________________	

	

Fax:	____________________________________																														Alt.	Phone:	______________________________	

	

	

	

	

	

________________________________________________________													_________________________________	

Parent/	Guardian	Signature	 	 	 	 	 													Date	

	
		
	
	
	
	
	







FINANCIAL DISCLOSURE POLICY 

Thank you for choosing Brighter Futures Pediatrics & Lactation Services, LLC. The following 
are the financial policies for this office. If you have questions, please contact our office for 
further assistance. We are committed to provide the best care to your child and your 
understanding of the following protocols is essential to that goal.


• Your insurance policy is a contract between you and your insurance company

• It is the parents’ responsibility to know and understand their policy. Failure to notify our 

office of any changes in your insurance policy will result in you being responsible for the 
bill.


• Benefits are verified at the time of the visit, however, please note that this is not a guarantee 
of payment.


• For services rendered to patients who are minors, the accompanying parent or guardian is 
responsible for any payments due.


• It is the parents’ responsibility to pay all payments as outlined in the insurance policy.

• We collect $50.00 toward the deductible of the year plan at time of the visit, until your 

deductible is met. 
• Patient balances are due within 30 days of the office visit, if there are any issues regarding 

payment, payment arrangements will be made. If payment arrangements are not met, your 
account will be turned over to a collection agency, and interest rates will apply.


• If any laboratory services are necessary (pathologies, wound cultures or blood work), 
you may receive a separate bill from separate lab companies that are not connected 
to our practice. 

• If your insurance plan denies any service, it is your responsibility to pay any balances in full.


CANCELLATION & MISSED APPOINTMENT POLICY 

• To serve our patients better, we request your consideration of the provider’s time by asking 
that you give us 24-hour notice if you cannot attend a scheduled appointment. This allows 
other patients who are waiting for a cancellation to be notified. We understand that 
sometimes situations arise that out of your control, and a 24-hour advanced notices may not 
be sufficient. However, in these circumstances, we ask that you notify the office as soon as 
possible. When a patient repeatedly misses scheduled appointments, it becomes an 
inconvenience to the practice.


• A 24-hour notice is required.If you cancel or “no show” for your appointment less than 24-
hours of your scheduled appointment, you will be charged $25.00 for a missed office visit. 
This fee IS NOT COVERED BY INSURANCES. Therefore, if a patient misses three 
consecutive appointments without proper notification, he or she may be subject to dismissal 
from our clinic; at the discretion of the treating provider. A letter will be sent to the patient/
parent informing him/her of the decision and/or process.


• If a patient is 10 minutes or more late for a scheduled appointment; we reserve the right 
to reschedule the appointment. 



FORMS 

Due to the increase of requests for completed forms, i.e. (MVA, disability, durable medical 
equipment requests, school/daycare forms, etc.) there is a $10.00 fee for completion of forms. 
Turnaround time for these forms is 48-72 hours. YOU WILL BE NOTIFIED WHEN THE 
FORM(S) ARE AVAILABLE FOR PICKUP. 

PAYMENT POLICY 

It is my responsibility to confirm that Cynthia L. Zeller, CRNP, DNP, IBCLC, Brighter Futures 
Pediatrics & Lactation Services, LLC is covered under your insurance plan. I hereby authorize 
the assignment of benefits (payments) directly to Cynthia Zeller, CRNP, DNP, IBCLC or Brighter 
Futures Pediatrics & Lactation Services, LLC for all my insurance claims related to services 
received. I understand that I am financially responsible for services provided which are to be 
paid on the day on which services are rendered. This includes copayments/deductibles with 
any managed care contract and non-covered services. If I do not have medical insurance, I 
understand that I am responsible for all charges incurred and that I will plan to pay or be billed 
for any outstanding balances in accordance with Brighter Futures Pediatrics & Lactation 
Services, LLC Financial Disclosure Policy.


If my insurance is accepted, I authorize payment of benefits to Cynthia L. Zeller, CRNP, DNP, 
IBCLC, or will reimburse Cynthia L. Zeller, CRNP, DNP, IBCLC if I am paid directly by my carrier.


I have read, understand and agree to the financial disclosure and cancellation policies above.


____________________________________________________________________________________

Signature	 	 	 	 	 	 	 	 Date


____________________________________________________________________________________

Print Patient’s Name	 	 	 	 	 	 	 Patient’s DOB


____________________________________________________________________________________

Witness Signature	 	 	 	 	 	 	 Date




AUTHORIZATION FOR DISCLOSURE OF MEDICAL INFORMATION 

TO: ________________________________________________________ 

 ___________________________________________________________ 

   I, _______________________ hereby authorize and requests you to provide:


	 BRIGHTER FUTURES PEDIATRICS & LACTATION SERVICES, LLC

172 Thomas Johnson Drive, Suite 200


Frederick, MD 21702


With a copy of:


____ Entire record	 ______ Specific Information: ___________________________


For the following patient(s)	 	 	 	 	 	 DOB:


___________________________________________________________ 

___________________________________________________________ 

___________________________________________________________ 

___________________________________________________________ 

Reason for Request:


___ Moving out of the area ___ Child’s age  ___ Insurance change ___ Unsatisfied with services


___ Other  ___________________________________________________________________________


_____________________________________________________________________________________

Parent/Guardian Signature	 	 	 	 	 	 	 Date


_____________________________________________________________________________________

Address	 	 	 	 	 	 	 	 	 Phone

 
Cynthia L. Zeller, CRNP, DNP, IBCLC


172 Thomas Johnson Drive, Suite 200

Frederick, MD 21702


(P) 301-304-9390    (F) 240-367-9608






Brighter Futures Pediatrics & Lacta2on Services, LLC 
Cynthia Zeller, CRNP, DNP, IBCLC 

172 Thomas Johnson Drive, Suite 200 
Frederick, MD 21702 

301-304-9390 

HIPPA No(ce of Privacy Prac(ces 

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED 
AND HOW YOU CAN GET ACCESS TO THIS INFORMATION, PLEASE REVIEW IT CAREFULLY 

This no2ce of Privacy Prac2ces describes how we may use and disclose your protected health informa2on (PHI) to 
carry out treatment, payment, or health care opera2on (TPO) and for other purposes that are permiUed or 
required by law.  It also describes your rights to access and control your protected health informa2on.  ‘Protected 
health informa2on’ is informa2on about you, including demographic informa2on that may iden2fy you and that 
relates to your past, present, or future physical or mental health or condi2on and related health care services. 

 Uses and Disclosures of Protected Health InformaGon 
  

Your protected health informa2on may be used and disclosed by your physician, our office staff, and 
others outside of our office that are involved in your care and treatment for the purpose of providing 
health care services to you, to pay your health care bill, to support the opera2on of the physician’s 
prac2ce, and any other use required by law. 

Treatment:  We will use and disclose your protected health informa2on to provide, coordinate, or manage 
your health care and any related services.  This includes the coordina2on or management of your health 
care with a third party.  For example, we would disclose your protected health informa2on, as necessary, 
to a home health agency that provides care to you.  For example, your protected health informa2on may 
be provided to a physician to whom you have been referred to ensure that the physician has the necessary 
informa2on to diagnose or treat you. 

Payments:  Your protected health informa2on will be used, as needed, to obtain payment for your health 
care services.  For example, obtaining approval for a hospital stay may require that your relevant protected 
health informa2on be disclosed to the health plan to obtain approval for the hospital admission.  

Healthcare OperaGons:  We may use or disclose, as-needed, your protected health informa2on in order to 
support the business ac2vi2es, training medical students, licensing, and conduc2ng or arranging for other 
business ac2vi2es.  For example, we may disclose your protected health informa2on to medical school 
students that see pa2ents in our office.  In addi2on, we may use a sign-in sheet at the registra2on desk 
where you will be asked to sign your name and indicate your physician.  We may also call you by name in 
the wai2ng room when your physician is ready to see you.  We may use or disclose your protected health 
informa2on, as necessary, to contact you to remind you of your appointment.  

We may use or disclose your protected health informa2on in the following situa2ons without your 
authoriza2on.  These situa2ons include: Required By Law, Public Health issues required by law, 
Communicable Diseases: Health Oversight Abuse or Neglect: Food and Drug Administra2on requirements: 
Legal Proceedings: Law Enforcement: Coroners, Funeral Directors, and Organ Dona2on: Research: Criminal 
Ac2vity: Military Ac2vity and Na2onal Security: Workers Compensa2on: Inmates: Required Uses and 
Disclosures: Under the law, we must make disclosures to you and when required by Secretary of the 



Department of Health and Human Services to inves2gate or determine our compliance with the 
requirement of Sec2on 164.500. 

Other PermiKed and Required Uses and Disclosures Will Be Made Only with Your Consent, AuthorizaGon, or 
Opportunity to Object unless required by law. 

You may revoke this authorizaGon, at any Gme, in wriGng, except that your physician or the physician’s 
pracGce has taken an acGon in reliance on the use and disclosure indicated in the authorizaGon. 

We have chosen to par2cipate in the Chesapeake Regional Informa2on System for our Pa2ents (CRISP), a 
regional health informa2on exchange serving Maryland and D.C.  As permiUed by law, your health 
informa2on will be shared with this exchange in order to provide faster access, beUer coordina2on of care 
and assist providers and public health officials in making more informed decisions.  You may “opt-out” and 
disable access to your health informa2on available through CRISP by calling 1-877-952-7477 or comple2ng 
and submiing an Opt-Out form to CRISP by mail, fax, or through their website at www.crisphealth.org.  
Public health repor2ng and Controlled Dangerous Substances informa2on, as part of the Maryland 
Prescrip2on Drug Monitoring Program (PDMP), will s2ll be available to providers. 

Your Rights.  Following is a statement of your rights with respects to your health informa2on. 

You have the right to inspect and copy your protected health informa2on.  Under federal law, however, 
you may not inspect or copy the following records; psychotherapy notes; informa2on compiled in 
reasonable an2cipa2on of, or use in, a civil, criminal, or administra2ve ac2on or proceeding, and protected 
health informa2on that is subject to law that prohibits access to protected health informa2on.  According 
to Maryland law, we have the right to charge a fee for copying of medical records.  Our fee is charged 
according to the prepara2on 2me and number of pages copied.  We also reserve the right to charge a fee 
for inspec2on of the medical records. 

Your physician is not required to agree to a restric2on that you may request.  If the physician believes it is 
in your best interest to permit use and disclosure of your protected health informa2on, your protected 
health informa2on will not be restricted.  You then have the right to use another Healthcare Professional. 

You have the right to request to receive confiden2al communica2ons from us by alterna2ve means or at 
an alterna2ve loca2on.  You have the right to obtain a paper copy of this no2ce from us, upon request, 
even if you have agreed to accept this no2ce alterna2vely i.e. electronically. 

You have the right to have your physician amend your protected health informa2on.  If we deny your 
request for amendment, you have the right to file a statement of disagreement with us and we may 
prepare a rebuUal to your statement and will provide you with a copy of any such rebuUal. 

You have the right to receive an accoun2ng of certain disclosures we have made, if any, of your protected 
health informa2on. 

We have the right to change the terms of this no2ce and will inform you by mail of these changes.  You 
then have the right to object or withdraw as provided in this no2ce. 

Complaints.  You may complain to us or to the Secretary of Health and Human Services if you believe your 
privacy rights have been violated by us.  You may file a complaint with us by no2fying our privacy contact 
of your complaint.  We will not retaliate against you for filing a complaint. 

http://www.crisphealth.org


We are required by law to maintain the privacy of, and provide individuals with, this no2ce of our legal 
du2es and privacy prac2ces with respect to protected health informa2on.  If you have any objec2ons, 
please ask to speak with our HIPPA Compliance Officer in person or by phone at our Main Office Phone 
Number. 

This no2ce was published and becomes effec2ve on/before January 3, 2018 

 



F,RIghIJFts FHTl/.BFS

lmmunization Policv

We fjrmly believe in th6 effectiveness and safety of our vaccines to prevent serious
illness and to save lives. We believe that all cl, ildren and young adults should receive all of the
recommended vaccines according to the schedule published by the Centers for Disease Conkol
and the American Academy of Pediatrics. We beliave that vaccinating children and young adu ts
rnay be the single most important health promoling intervention we perform as health care
providers, and that you can perform as parents or caregivers, We firmly believe, based on all
available literature, evidence and current studies, that vaccines do not cause autism or other
developmental disabilities.

The vaccine campaign is truly a victim of its own success. lt is precisely because
vaccines are so effective at preventing illness that we are even discussing whether or not they
should be given. Bocause of vaccines, many of you have never seen a child with polio, tetanus,
whooping cough, bacterial meningitis or even chickenpox or known a friend or family member
whose child had died of one of these diseases. Such success can make us complacent or even
lazy about vaccinating. Vaccination of preventable disease is very important to both your child's
health and to the public health of our community. Diseaso ratos of vaccine preventable
infections have increased when comrnunities have seen decreasing vaccination rates.

As medlcal professionals, we feel very strongly that vaccinating on schedule with
currently available vaccines is absolulely the right thing to do for all children and young adults,
To ensure the safety of our patients we require that our patients recelve:

Reouired vaccinations for stafl of Kinderoarten

- Rotavirus: 2 doses by I months old
- DTaP, Hib, Polio: 3 doses Bach by 1 year old
- Pneumococcal: 3 doses by 1 year old
- Hepatilis B: 3 doses by 6 years old
- l\.4MR, Chicken Pox: First dose by 2 years old, Second dose by 6 years old
- Dtap, Polio: dose #4 by 6 years old

Reouired vaccinations for sla( of 7th qrade

- Tclap, lvleningitis by 13 years old

For those wanting more information we recommend tlre following websites
www.vaccineinformation.org

www,vaccine,chop.edu
www.vaccinateyoudamily.org

Hepatltis A and HPV are strongly encouraged llui not requlred at this time.



-101-304-9390

-1-d Day., Old Novborn \''isit:
J ar.urcliee ('hr.:ck. Wcight Check.
I {istor;' & Physical. Cirowtlr & l)evelopnrenl.

I &Ionth Wcll Child Visit:
Wcight Ohcck. Ilistor,'- & Physioal.
I lepatitis I) if not givcn in ltospital

{ Month Well Child Visit
llistoq' & l)h1sical. (irorvrh &
Developnrcnt. Pediarix. Prcvnar I l.
LI IL]. Rotarir

9 $lonth Wcll (ihild Visit
I Iisror-,- & I)hr sical. Ciropth &
l)evcloprncnt

l5 Month Wr:ll Chikl Visit
llistrrrv & l,hy.sical. Oroqrh &
Dcvckrpmt'nr. D'l'al,. Ilili, Prevnar l3

2 Year \l'cll Child Visit
f listorl & I)hysical, Grcwth &
Developrncnr. N{(.'}.lA l'. l-l gbtl lcrll _cari

3 Ye*r Woll Child Visir
lliston & I,hl sical. C routh &
Developnrcnt. Vision &. Ilear.ing Scrccns

2 Weck Old Nervborn Visit:
History & t'hysical, PKij,
Cirorvth & Developrncnt

2 Month Well Child Visit:
llistorv & Ph;'sical. (iro,'vth &
Developnrent. Pediarix, Prevnar I l.
I IIB. Rotarir

6 Month Well Child Visit
I listory & Phl sical, Grow.th &
l)cvelopment, Pcdiarix, Prevnar 1 -i.
[]lR

l2 Month Well Child Visit
t{istorl' & Physical. Grorvrh &
l)evcloprnenl" l.ead & CIIC. \4MR.
Varivax. Hepatitis A

l8 Nlonth lYell (lhikl Visit
Ilistor-r, & Physical. (jrorvth &
I)evelopnrenr, ivlCHA'l (z\utism
Scrccn), I Iepatitis A

2.5 Ycar Well Child Visir
Ilistor.v & Phy,sical. Grorvth &
Dcvelopr.nent

,l Ycar Well Child Visit
I listor;' & Physical, Growrh &
[)evclopmeut. Visron & Ilearing
Screens. Kinrix, ProQuad, I lgbi l lcr.
t lrinal-vsis (UA)

/\
II

aRrS!1fR F'.,.iruRes

Well Child Visit Schcdule



5 \'ear \Ycll Child Visit
llisttrrv & l)h-vsical. (irouth &
I)cvelopmcnt. Vision & [.lcarinu Screens. LjA

9-10 \'car Well Child Visits
l listorr & Phl sical. (iro,,rth &
Dcr,elopmenl" Vision & I learing Screens. Ur\,
Cholcsterol Screcn

I2- l5 \'car Well Child Visits
Ilistorr & Phlsical. (jroslh &
Devclopmcnt, Vision & llearing Screens- t.lA.
Rcrscro

6-8 Ye ar $ ell Child Visits
Ilistorl' & l)h1sical. (irorirh &
l)cvckrpnrent. \'' ision & Iletring
Scrccns. ll,\
I I Ye ar We ll (lhild Visit
llistorl' & I)hvsical. (ilorvth &
Developnrcrtt. Vision & llearing
Scrcens. l A. ldap. \,lenactra. lll'V

l6 l'car Well Child Visit
llistorr' & l'irlsical. (lrorrth &
l)cvclopnlcnt. Visiorr & llcaring
Scrccns. [ .,\. \lenactra. I]c\scro

l7-21 Year Wcll Child Visits
IIistory' & l'hysical. Crornh & Developrrent.
Vision & I lcaring Screens, LiA

Ycarll- [lu vaccines are recommendcd 1earl.v. f or childr,-'n throtrgh ll veRrs and }'otttlger lho
har.e never been vaccinatcd lor F1u, turr vaccinations are required onc' month aptfl il' thc\ ne\ cr
rc'ccivcd t\\'o in thc sanre season. At'ter (lrat. only one Yaccitlg per seali()tl is required.


