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PACIFIC CARDIOVASCULAR ASSOCIATES MEDICAL GROUP, INC.

A Professional Corporation

Outpatient Specialty Centers for Pediatric Cardiology
Arriving on Time and Keeping Appointments

To Our Patients and Families:

Welcome to the Outpatient Specialty Center of Pediatric Cardiology at Miller Children’s
Hospital. We consider it a privilege to participate with you in your child’s health care.

To ensure you/your child fully benefit from the medical care and treatment planned by your
Physician and Healthcare team, we ask for your cooperation by following our policy for arriving
on time to appointments and keeping scheduled appointments.

Here is a summary of our policy requirements:

1. Arriving on time for scheduled appointments

Patients who arrive more than 15 minutes late may have their appointment
cancelled and rescheduled.

2. Cancelling Appointments

It is important for you/your child’s medical care to keep all scheduled
appointments.

We require a call to cancel more than 24 hours before a scheduled
appointment. This allows us to schedule another patient waiting for an
appointment.

Calling less than 24 hours before a scheduled appointment is considered a
missed appointment.

Not arriving for an appointment is considered a missed appointment.
You/your child will be discharged from the Outpatient Specialty Center
and referred back to your Primary Care Physician if 3 appointments are
missed in a 12-month period.

I have read and received a copy of the Arriving on Time and Keeping Appointments letter.

Name of Patient (Print): Date:

Signature:

Last Name First Name

Relationship to Patient:
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HEALTH CARE MEDICAL RECORDS REQUEST

PATIENT NAME: DATE OF BIRTH:

ADDRESS: INSURANCE #:

CITY, STATE & ZIP DATE OF REQUEST:

|, the undersigned, hereby authorize to provide from my medical

Health Care Facility/Provider
record the information specified below to: Pacific Cardiovascular Associates Medical Group for the

purpose of diagnosis and treatment.

THE FOLLOWING INFORMATION IS REQUESTED:

Time period to be covered

This authorization shall be valid until:

Release or transfer of the specific information to any person or entity not specified herein is prohibited. An additional written
consent must be obtained for a proposed new use of the information or its transfer to another person or entity. Thank you for
your understanding and cooperation.

| understand that | have requested a right to receive a copy of this authorization upon my request.

Copy requested and received: D Yes I:l No
Patient's Signature Date
Witnessed By Date

[C] PLEASE FAX MEDICAL RECORDS TO:

[] PLEASE MAIL TO:




