


 
 
  
 

I attest that all information is true and accurate.  _________________________________________     ___________ 
                                                                                         Signature of Patient or Legal Guardian  Date_______                 

5470 Lovers Lane, Suite 330 
Dallas, Texas 75209 
Phone:  (214) 956-7337 
Fax:       (469) 364-8724 INWOOD VILLAGE PEDIATRICS 

 
 

Demographics 
Date: __________________Primary Doctor: mBrowning  mDeuber  mHamner  mHubbard mKhouri  mLinderman    

Patient Information  (Please include full legal names for each patient.)_______________________________________ 
Legal Name Date of Birth Male Female 
1.    
2.    
3.    
4.    
5.    
6.    
 

Address:_____________________________________________________________________________ 
 

Primary Contact Name: ____________________________________  Phone #: (____) _____________________ 
 

Preferred Pharmacy: ______________________________________  Phone #: (____) _____________________ 
 

Pharmacy Location: _______________________________________  Fax #:      (____) _____________________ 
Parent/Guardian Information_________________________________________________________ 
 

1. Legal Name: _____________________________________  Relationship to Patient: ___________________ 
 

Single (_____)        Married (_____)         Divorced/Single (_____)          Divorced/Remarried (_____)        Widowed (_____)  
 

Previous Name: ____________________________________  Date of Birth: ____________________________ 
 

Email Address: __ ___________________________________ D.L. # and State: _________________________ 
 

m Home #: (____) ___________________ mCell #: (____) _________________  m Work #: (____) _________________ 
 

Address:_____________________________________________________________________________ 
 

Employer’s Name: __________________________________ Occupation: _____________________________ 
 

2. Legal Name: _____________________________________  Relationship to Patient: ___________________ 
 

Single (_____)        Married (_____)         Divorced/Single (_____)          Divorced/Remarried (_____)        Widowed (_____)  
 

Previous Name: ____________________________________  Date of Birth: ____________________________ 
 

Email Address: __ ___________________________________ D.L. # and State: _________________________ 
 

m Home #: (____) ___________________ m Cell #: (____) _________________  m Work #: (____) _________________ 
 

Address:_____________________________________________________________________________ 
 

Employer’s Name: __________________________________ Occupation: _____________________________ 
 

Emergency Contact        (Local Emergency Contact Person NOT A PARENT OR GUARDIAN)____________________________ 
 

Legal Name: ______________________________________ ____________ Relationship to Patient: _______________________ 
 
 

Address:_____________________________________________________________________________________________________ 
 
 

m Home #: (____) ______________________ m Cell #: (____) ____________________  m Work #: (____) _____________________ 



 
 
 
 

_________________________________________  __________________________________________ 
Signature of Patient or Legal Guardian    Date 

5470 Lovers Lane, Suite 330 
Dallas, Texas 75209 
Phone:  (214) 956-7337 
Fax:       (469) 364-8724 

INWOOD VILLAGE PEDIATRICS 
  

ACKNOWLEDGEMENT OF THE RECEIPT OF INWOOD VILLAGE PEDIATRICS’ NOTICE OF  
HEALTH INFORMATION PRACTICES, OFFICE, AND FINANCIAL POLICIES 

The Health Insurance Portability and Accountability Act (HIPAA) is a federal government regulation designed to 
ensure that you are aware of your privacy rights and of how your medical information can be used by our staff in 
providing and arranging your medical care. 

Inwood Village Pediatrics is furnishing you with the attached notices, which provides information about how 
Inwood Village Pediatrics may use and/or disclose protected health information about you for treatment, payment, 
healthcare operations and as otherwise allowed by law. You shall also be given a copy of the office and financial policies 
for Inwood Village Pediatrics. By signing this form, you acknowledge that you have received a copy of Inwood Village 
Pediatrics’ notice of Private Health Information, office, and financial practices and policies. 
 

_________________________________________  ______________/_____________/_____________ 
Patient’s Name        Patient’s Date of Birth 
 

_________________________________________  __________________________________________ 
Signature of Patient or Legal Guardian     Date 

 
Patient Preference Regarding Communication of Health Information  

 
Who to Contact 
I hereby give permission to Inwood Village Pediatrics to disclose and discuss any information related to my medical 
condition(s) to/with the following family member(s), other relative(s) and/or close personal friend(s): 
 
_____________________________ _____________________________ _____________________________ 
Name      Relationship    Contact Information 
 
_____________________________ _____________________________ _____________________________ 
Name      Relationship    Contact Information 
 
_____________________________ _____________________________ _____________________________ 
Name      Relationship    Contact Information 
 

mI do NOT wish to give permission for additional family members, relatives or close personal friends to have access to 
any information regarding my medical condition(s). 

 

How to Reach Primary Contact (Please check all that apply; this is for the primary contact on the Demographic page.) 
_____ OK to leave a message on my HOME PHONE with detailed information. 
_____ Leave a message on my home phone with a call-back number only. 
_____ OK to leave a message on my WORK PHONE with detailed information. 
_____ Leave a message on my work phone with a call-back number only. 
_____ OK to leave a message on my CELL PHONE with detailed information. 
_____ Leave a message on my cell phone with a call-back number only. 
 

 
The duration of this authorization is indefinite unless otherwise revoked in writing. I understand that requests for 
medical information from persons not listed above will require a specific authorization prior to the disclosure of any 
medical information. 



 
 
 
 

01/28/2013 
 

Celia Browning, M.D. 
Christina Deuber, M.D. 
Jane Hamner, M.D. 
Susan Hubbard, M.D. 
Grace Khouri, M,D. 
Julie Linderman, M.D. 
 

5470 Lovers Lane, Suite 330 
Dallas, Texas 75209 
Phone:  (214) 956-7337 
Fax:       (469) 364-8724 

INWOOD VILLAGE PEDIATRICS 
  

  
Medical Treatment of a Minor Authorization Form 

 
This form grants temporary authority to a designated adult to provide and arrange for medical care for a 
minor in the event of an emergency, where the minor is not accompanied by either parents or legal 
guardians, and it may not be feasible or practical to contact them.  
 
Full Legal Name: ___________________________________________________________________  
Home Address: ____________________________________________________________________  
Date of Birth:______________________________   
 
Place of Treatment:   
 Inwood Village Pediatrics   5470 Lovers Lane, Suite 300  Dallas, Texas 75209 214-956-7337 
 
Information for Medical Treatment  
 
Please note all conditions for which the child is currently receiving treatment:  
_________________________________________________________________________________  
_________________________________________________________________________________  
 
 
AUTHORIZATION AND CONSENT OF PARENT(S) OR LEGAL GUARDIAN(S)  
 
I do hereby state that I have legal custody of the aforementioned Minor.   I grant my authorization and 
consent for ___________________________________________________ (hereafter “Designated 
Adult”) to administer general first aid treatment for any minor injuries or illnesses experienced by the 
Minor.  If the injury or illness is life threatening or in need of emergency treatment, I authorize the 
Designated Adult to summon any and all professional emergency personnel to attend, transport, and treat 
the minor and to issue consent for any X-ray, anesthetic, blood transfusion, medication, or other medical 
diagnosis, treatment, or hospital care deemed advisable by, and to be rendered under the general 
supervision of, any licensed physician, surgeon, dentist, hospital, or other medical professional or 
institution duly licensed to practice in the state in which such treatment is to occur. I agree to assume 
financial responsibility for all expenses of such care.  
 
It is understood that this authorization is given in advance of any such medical treatment, but is given to 
provide authority and power on the part of the Designated Adult in the exercise of his or her best 
judgment upon the advice of any such medical or emergency personnel.  
 
This authorization is effective through: ____________________.  
 
Signed this __________day of______________, 20_________.  
 
Parent / Legal Guardian Signature: ______________________________________________ 
 
Printed Name: ______________________________________________________________  
 
(NOTE ONE FORM PER CHILD) 



 
 
 
 

Celia Browning, M.D. 
Christina Deuber, M.D. 
Jane Hamner, M.D. 
Susan Hubbard, M.D. 
Grace Khouri, M.D. 
Julie Linderman, M.D. 

5470 Lovers Lane, Suite 330 
Dallas, Texas 75209 
Phone:  (214) 956-7337 
Fax:       (469) 364-8724 INWOOD VILLAGE PEDIATRICS 

 
 

 
 
 
 

  
 

 
OFFICE AND FINANCIAL POLICIES FOR INWOOD VILLAGE PEDIATRICS 

 

Payment is due at the time of service:  
For patients without insurance, payment is due at time of service for both sick and well visits. Copays and balances are expected at 
time of service.   After 90 days, outstanding balances will be referred to a collection process. Contact the billing office for any 
problems with your account. 
  

Should your insurance company deny payment for services performed, it is the insured’s responsibility to pursue the issue. Billed 
services not covered by insurance are the insured’s responsibility, including vaccine charges. If correct insurance information is not 
provided in a timely manner and causes a delay in insurance processing, the patient will be responsible for charges. 
 

The patient or adult person presenting with the patient is responsible for satisfying the copay. 
 

Regardless of court decision concerning health care in the case of divorced parents, prompt payment is expected from the 
presenting parent.   
 

It is the responsible party’s responsibility to be familiar with the patient’s insurance benefits. 
Patient balances should be paid in full or have a payment plan arranged before medical records are sent to another pediatrician’s 
office. 
 

General Office Fees: 
• There is a $50.00 charge for no-shows for well checks and sick visits scheduled  
• There is a $50.00 charge for cancellations of well checks with less than a 24-hour notice  
• There is a $30.00 return check fee, and future payments must be rendered by means other than a check.  
• There is a $30.00 fee to reprocess a refund check that is lost or destroyed   

Clinical Fees: 
• There is a $20.00 admin fee to sent a RX outside of an office visit. (This includes controlled drug RX, filling medications when 

the patient is out of town, and after hour calls to the physician when a prescription must be called in.) 
• Any communication with your physician outside of an office visit may incur a fee starting at $25.00 

Form Completion Fees: 
• There is a charge of $10.00 dollars to fill out forms.  Payment must be made before returning the forms to the patient or 

legal guardian.   
Medical Record Fees: 

• There is a $30.00 admin fee per chart to have it copied.  Fee must be paid in advance.  
• Shot Record only is free of charge. 

After Hours Triage Service: 
• There is a $25.00 fee on any after hour triage calls  

 
Identity Theft Protection: 
A copy of all parents’ driver’s licenses and insurance card must be kept on file for your protection in compliance with HIPAA and Red-
Flag. Verification must be done for all new insurance prior to the visit; give all updates to the scheduler when making your 
appointment. 
 

All demographic information will be updated annually.  It is the patient’s or legal guardian’s responsibility to inform us of address 
and telephone number changes. We will need these in written form, therefore arrive 15 minutes early for your appointment when 
needing to update any information. 
 

Office Courtesy:  
An appointment reminder call is made one business day in advance as a courtesy only; it is the patient’s or legal guardian’s 
responsibility to remember the appointment date and time. If you will be 10 or more minutes late for your appointment, please call 
as it may be necessary to reschedule your appointment.  
 

Scheduled appointments are for one child only.  Do not assume a sibling can be seen at the same time.  A call must be made to 
determine if the doctor’s schedule can accommodate an additional child. 
 

All physician office visits are by appointment only.  
(Revised 04/14/2022) 
 

Inwood Village Pediatrics is committed to protecting the privacy of our patients’ health information. This notice describes our privacy practices.  



Notice of Privacy Practices 

  INWOOD VILLAGE PEDIATRICS 
 

Uses and Disclosures for Treatment, Payment, and Health Care Operations Treatment 
Your health information may be used by staff members or disclosed to other health care professionals for the purpose of evaluating your health, diagnosing 
medical conditions, and providing treatment. For example, results of laboratory tests and procedures will be available in your medical record to all health 
professionals who may provide treatment or who may be consulted by staff members. 

 
Payment 

Your health information may be used to seek payment from your health plan, from other sources of coverage such as an automobile insurer, or from credit 
card companies that you may use to pay for services. For example, your health plan may request and receive information on dates of service, the services 
provided, and the medical condition being treated. 

Healthcare operations 
Your health information may be used as necessary to support the day-to-day activities and management of Inwood Village Pediatrics. For example, 
information on the services you received may be used to support budgeting and financial reporting, and activities to evaluate and promote quality. There 
are some services provided to our organization through contacts with business associates. Examples include auditors and attorneys. When these services 
are contracted, we may disclose your health information to our business associate so that they can perform the job required and bill you or your third-party 
payer for services rendered. To protect your health information, however, we require the business associate to appropriately safeguard your information. 

Uses and Disclosures That Can Be Made Without Your Authorization Law Enforcement 
Your health information may be disclosed to law enforcement or other public agencies, without your permission, to support government audits and 
inspections, to facilitate law-enforcement investigations, and to comply with government mandated reporting (including cases of suspected abuse or 
neglect of a child or disabled individual). 

Public health reporting and health oversight 
Your health information may be disclosed to public health agencies as required by law. For example, we are required to report certain communicable 
diseases to the state's public health department. We may also disclose your medical information to report reactions to medications or vaccines or problems 
with products. Additionally, your health information may be disclosed to a health oversight agency for those activities authorized by law. Examples of these 
activities are audits, investigations, licensure applications, and inspections that are all government activities undertaken to monitor the health care delivery 
system and evaluate compliance with laws. 

Notification 
We may use or disclose information to notify or assist in notifying a family member, personal representative, or another person responsible for your care, 
your location and general condition. 

Communication with family 
Health professionals, using their best judgment, may disclose to a family member, other relative, close personal friend or any other person you identify, 
health information relevant to that person’s involvement in your care or payment related to your care. 

Appointment Reminders and Requests to Contact the Office 
We may contact you by mail and/or telephone and may leave messages on your home answering machine to provide appointment reminders or to request 
you contact the office unless you request confidential communications as described below. 

Required by law 
We may release your medical information as otherwise required by law. 

Other uses and disclosures require your authorization 
Disclosure of your health information or its use for any purpose other than those listed above requires your specific written authorization. If you change 
your mind after authorizing a use or disclosure of your information you may submit a written revocation of the authorization. However, your decision to 
revoke the authorization will not affect or undo any use or disclosure of information that occurred before you notified us of your decision. 

Individual Rights 
You have certain rights under the federal privacy standards. These include: 
• The right to request restrictions on the use and disclosure of your protected health information 
• The right to receive confidential communications concerning your medical condition and treatment, such as requesting communications by alternative 
means or at alternative locations 
• The right to inspect and copy your protected health information 
• The right to amend or submit corrections to your protected health information 
• The right to receive an accounting of how and to whom your protected health information has been disclosed 
• The right to receive a printed copy of this notice 
As permitted by federal regulation, excluding a request for a copy of this notice, we require that requests related to those rights listed above be submitted 
in writing. You may obtain the appropriate form by contacting the Receptionist or Privacy Officer. We will notify you in writing if we are unable to honor any 
request pursuant to the rights listed above. Such circumstances are outlined in the federal privacy standards. For example, a request to inspect or copy your 
health information would be denied if it is determined that releasing that information could cause substantial harm to you or another person. 

Duties of Inwood Village Pediatrics 
We are required by law to maintain the privacy of your protected health information and to provide you with this notice of privacy practices. We also are 
required to abide by the privacy policies and practices that are outlined in this notice. 

Right to Revise Privacy Practices 
As permitted by law, we reserve the right to amend or modify our privacy policies and practices. These changes in our policies and practices may be 
required by changes in federal and state laws and regulations. Whatever the reason for these revisions, we will provide you with a revised notice on your 
next office visit. The revised policies and practices will be applied to all protected health information that we maintain. 

Complaints 
If you would like to submit a complaint about our privacy practices, you can do so by sending a letter outlining your concerns to: 

Inwood Village Pediatrics, Practice Manager  5470 W. Lovers Lane, Suite 330  Dallas, TX 75209  (214) 956-7337 
If you believe that your privacy rights have been violated, you should call the matter to our attention by sending a letter describing the cause of your 
concern to the same address. You may also send a written complaint to the United States Department of Health and Human Services. The contact 
information for the United States Department of Health and Human Services is:   

Office for Civil Rights, Region VI  U.S. Department of Health and Human Services  1301 Young Street, Suite 1169  Dallas, TX 75202 
You will not be penalized or otherwise subject to retaliation for filing a complaint. 

Contact Person 
Contact the Office Manager at the address and telephone number above to submit comments or to obtain further information about our privacy practices. 
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