
Peds_Registration Rev 6.1.20 

 

 
 
 
 
 

PEDIATRIC PATIENT REGISTRATION 
 
Patient:  ________________________________________  Date: __________________ 
                              (Last Name, First Name, Middle Initial) 
 

SSN:  ___________________________    Date of Birth: ____________________   Male      Female       
 
Address:  _________________________________________________________________________________________ 
 
Preferred phone number:______________________ Preferred email: _________________________________________ 
 
Parent/Guardian #1:____________________________________   Relationship : ___________  Date of Birth: ____________ 
                                               (Last Name, First Name, Middle Initial)     
 
Address (if different from patient):  _____________________________________________________________________ 
 
Preferred Phone Number:  ___________________________________ Employer:  _____________________________ 
 
Parent/Guardian #2: ____________________________________  Relationship: ____________ Date of Birth: ____________ 
                                              (Last Name, First Name, Middle Initial) 
 
Address (if different from patient):  _____________________________________________________________________ 
 
Preferred Phone Number:  ___________________________________ Employer:  _____________________________   
 

* If parents are not living together or if the child does not live with the SDUHQWV��ZKDW�LV�WKH�FKLOG¶V�FXVWRG\�VWDWXV" 
 
________________________________________________________________________________________________ 
 
3/($6(�/,67�$//�3(56216�/,9,1*�,1�7+(�&+,/'¶6�+20(� 
 

Name Relationship to Child Date of Birth 

   

   

   

   

   

   
 

Are there siblings not listed?  If so, please list their names and ages and where they live.  _________________________ 
 
________________________________________________________________________________________________ 
 
IN CASE OF EMERGENCY, PLEASE CONTACT: 
 
Name:  ______________________________ Relationship:  ___________________ Phone:  ___________________ 
 
Name:  ______________________________ Relationship:  ___________________ Phone:  ___________________ 
 
 
PERSONS AUTHORIZED TO ACCOMPANY AND PROVIDE CONSENT FOR TREATMENT OTHER THAN PARENTS: 
 
Name:  ______________________________ Relationship:  ___________________ Phone:  ___________________ 
 
Name:  ______________________________ Relationship:  ___________________ Phone:  ___________________ 
 
 

����

����
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PREFERRED PHARMACY NAME/LOCATION:_________________________________________________ 
 
 
 
NAME OF INSURED/RESPONSIBLE PARTY:  _____________________ Relationship to Patient:  _________________     
 
Social Security Number: ___________________________________ 
 
If different from parent/guardian please provide:   
 
Date of Birth:  ______________ Preferred Phone Number:  ___________________ Other: ________________________ 
 
Address:  ________________________________________________________________________________________  
 
Employer: ________________________________________________________________________________________ 
 
Name of Primary Insurer:  ____________________________________________________________________________ 
 
Policy#:  _______________________________________     Group #:  ________________________________________       
 
Name of Secondary Insurer:  _________________________________________________________________________ 
 
Policy #:  ______________________________________     Group #:  ________________________________________      
 
I understand that payment of all medical care is due at the time of service.  The parent and/or legal guardian who 
signs this form is responsible for any and all co-pays, deductibles, co-insurance and/or unpaid balances not covered by 
insurance, regardless of marital status.  I understand that I am responsible for any costs incurred in the collection of a 
SDWLHQW¶V�DFFRXQW�LQ�FDVH�RI�GHIDXOW��LQFOXGLQJ�UHDVRQDEOH�DWWRUQH\�IHHV�DQG�FRXUW�FRVWV� 
 
I hereby grant permission to Matthews-Vu Medical Group to release any pertinent information to my insurance company 
upon request, and I also authorize payment directly to Matthews-Vu Medical Group. 
 
A photocopy of this authorization shall be considered as effective and valid as the original. 
 
 
_________________________________________________ _____________________________________________ 
Signature of Parent/Guardian     Date 
 
_________________________________________________ 
Printed name 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
How did you learn about our practice?  _________________________________________________________________ 



Revised 3.6.20 
 

 

 

 

HIPAA ACKNOWLEDGEMENT NOTICE - Pediatrics 

PLEASE DO NOT SIGN THIS NOTICE UNTIL YOU HAVE COMPLETELY READ 
AND UNDERSTAND THE NOTICE OF PRIVACY PRACTICES 

 

I understand that under the Health Information Portability & Accountability Act of 1996 
(HIPAA), I have certain rights to my Protected Health Information and how it is used. I 
understand that this information can and will be used by Matthews-Vu Medical Group and staff 
to carry out treatment, payment or healthcare operations.  
 
I understand that I may refer to the Notice of Privacy Practices for a more complete description 
of these uses and disclosures. I acknowledge that I have been informed and read the Notice of 
Privacy Practices in its entirety prior to signing this consent. 
  
I understand that I may request in writing that you restrict how my private information is used 
and disclosed. I also understand that the office of Matthews-Vu Medical Group are not required 
to agree to my requested restrictions, but if they do agree then they are bound to abide by such 
restrictions. I understand that if this request is granted and information needed to carry out 
payment for treatment is restricted, this office exercises its right to collect payment for those 
services in full prior to services being rendered. I also understand that it will be my responsibility 
to seek reimbursement for those services from my insurance company.  
 
I understand that Matthews-Vu Medical Group reserves the right to amend the Notice of Privacy 
Practices from time to time and that I may, at any point, request a copy of the current Notice.  
 
I understand that I may revoke this consent in writing at any time, except to the extent that the 
covered entity has taken action in reliance of poor consent and authorization. I understand the 
consent musts be signed in person with the Privacy Officer or in written form and sent via 
certified return receipt mail to the attention of the Privacy Officer named. 
 
 
 
________________________________________  _____________________________ 
Signature of Patient/Personal Representative   Date 
 
 
 
________________________________________  _____________________________ 
Printed Name   &KLOG¶V�'DWH�RI�%LUWK 



 
 
 
 
 

Notice of Privacy Practices ± Consent to Share 
 

 
We at Matthews-Vu Medical Group, are committed to safeguarding the privacy and 
confidentiality of your medical records including the personal information you share with us. We 
comply with the Health Insurance Portability and Accountability Act of 1996 (HIPPA). 
 
To assist us in protecting your privacy, please complete the following: (please print) 
Patient Name ___________________________________________Date of Birth: ____________ 

 
Preferred Contact number(s): May we leave a detailed message?   Y    N  (circle one) 
 
Home: _____________________ Cell: _____________________ Work: __________________ 

       Yes        No   Yes        No       Yes        No 
 

 
Please list the people that we have your permission to discuss your medical records and are 
allowed to have a copy of your information: 
  Name of person (s)/Relationship  Date of Birth Phone Number (if available) 
   

   

   

   

   

 
This authorization applies to the following information: (please initial): 
All Records _______   Labs ________   Imaging Records ________   Immunizations_______ 
 
Mental Health/Behavioral Health _______   Substance Abuse ______ 
 
I have been made aware and have had the opportunity to review the privacy policies of 
Matthews-Vu Medical Group. 
 
Patient/Guardian Signature: ___________________________________ Date: ______________ 
 
Print Name: _____________________________________________________   



3DWLHQW�1DPH��BBBBBBBBBBBBBBBBBBBB���'DWH�RI�%LUWK� BBBBBBBBBBBB

)LQDQFLDO�3D\PHQW�	�$WWHQGDQFH�3ROLF\

7KDQN \RX IRU FKRRVLQJ 0DWWKHZV�9X 0HGLFDO *URXS DV \RXU SULPDU\ FDUH SURYLGHU� $V SDUW RI RXU
FRPPLWPHQW WR RIIHU TXDOLW\ PHGLFDO DQG DIIRUGDEOH KHDOWK FDUH� ZH DUH DOVR FRPPLWWHG WR EXLOGLQJ D VXFFHVVIXO
SURYLGHU�SDWLHQW UHODWLRQVKLS ZLWK \RX DQG \RXU IDPLO\� <RXU FOHDU XQGHUVWDQGLQJ RI RXU 3DWLHQW )LQDQFLDO
3ROLF\ LV LPSRUWDQW WR RXU SURIHVVLRQDO UHODWLRQVKLS� 3OHDVH XQGHUVWDQG WKDW SD\PHQW IRU VHUYLFHV LV SDUW RI WKDW
UHODWLRQVKLS� ,I \RX KDYH DQ\ TXHVWLRQV DERXW RXU IHHV� RU \RXU UHVSRQVLELOLWLHV� SOHDVH DVN� ,W LV \RXU
UHVSRQVLELOLW\ WR QRWLI\ RXU RIILFH RI DQ\ SDWLHQW LQIRUPDWLRQ FKDQJHV �L�H� DGGUHVV� QDPH� LQVXUDQFH LQIRUPDWLRQ�
HWF��

�� ,QVXUDQFH ± 2XU RIILFH SDUWLFLSDWHV LQ PRVW LQVXUDQFH SODQV� ,I \RX DUH QRW LQVXUHG E\ D SODQ ZH KDYH D
FRQWUDFW ZLWK� \RX ZLOO EH UHVSRQVLEOH IRU SD\PHQW IRU DOO VHUYLFHV� ,I \RX DUH LQVXUHG E\ D SODQ ZH DUH
FRQWUDFWHG ZLWK� EXW GRQ¶W KDYH DQ XS�WR�GDWH LQVXUDQFH FDUG� \RX ZLOO EH UHVSRQVLEOH IRU SD\PHQW IRU DOO
VHUYLFHV XQWLO ZH FDQ YHULI\ \RXU FRYHUDJH� .QRZLQJ \RXU LQVXUDQFH EHQHILWV LV \RXU UHVSRQVLELOLW\�
<RXU LQVXUDQFH EHQHILWV LV D FRQWUDFW EHWZHHQ \RX DQG \RXU LQVXUDQFH FRPSDQ\� ZH DUH QRW SDUW\ WR WKDW
FRQWUDFW� )DLOXUH WR SURYLGH FRPSOHWH LQVXUDQFH LQIRUPDWLRQ FDQ UHVXOW LQ SDWLHQW UHVSRQVLELOLW\ IRU WKH
HQWLUH ELOO� 3OHDVH FRQWDFW \RXU LQVXUDQFH FRPSDQ\ ZLWK DQ\ TXHVWLRQV \RX PD\ KDYH UHJDUGLQJ \RXU
FRYHUDJH� $V D FRXUWHV\� ZH ZLOO ILOH DOO DSSOLFDEOH RIILFH FKDUJHV ZLWK \RXU LQVXUDQFH FRPSDQ\�
$OWKRXJK ZH PD\ HVWLPDWH ZKDW \RXU LQVXUDQFH FRPSDQ\ PD\ SD\� LW LV WKH LQVXUDQFH FRPSDQ\ WKDW
PDNHV WKH ILQDO GHWHUPLQDWLRQ RI \RXU HOLJLELOLW\ DQG EHQHILWV� ,I WKH SURYLGHU GHHPV PHGLFDO QHFHVVLW\
IRU FHUWDLQ VHUYLFHV�WHVW DQG WKHVH VHUYLFHV�WHVWV DUH QRW FRYHUHG RU QRW FRQVLGHUHG UHDVRQDEOH RU
QHFHVVDU\�E\�LQVXUHUV��WKH�SDWLHQW�LV�ILQDQFLDOO\�UHVSRQVLEOH�

Ã� &R�SD\PHQWV DQG GHGXFWLEOHV ± $OO FR�SD\PHQWV� GHGXFWLEOHV DQG�RU FR�LQVXUDQFH PXVW EH SDLG DW
WKH WLPH RI VHUYLFH� :H DFFHSW &DVK� &KHFNV� 0DVWHU &DUG� 9LVD� $PHULFDQ ([SUHVV RU 'LVFRYHU� 7KLV
DUUDQJHPHQW LV SDUW RI \RXU FRQWUDFW ZLWK \RXU LQVXUDQFH FRPSDQ\� )DLOXUH RQ RXU SDUW WR FROOHFW
FR�SD\PHQWV DQG GHGXFWLEOHV IURP SDWLHQWV FDQ EH FRQVLGHUHG IUDXG� 3OHDVH KHOS XV XSKROG WKH ODZ E\
SD\LQJ \RXU FR�SD\PHQWV DW HDFK YLVLW� 3DWLHQWV ZLWK KLJK GHGXFWLEOH KHDOWK LQVXUDQFH SODQV ZLOO EH
UHTXLUHG WR SD\ D GHSRVLW RI ��� IRU HDFK YLVLW �XQOHVV \RX KDYH D OHWWHU IURP \RXU LQVXUDQFH FRPSDQ\
VWDWLQJ \RX KDYH UHDFKHG \RXU GHGXFWLEOH�� 3DWLHQWV DUH UHVSRQVLEOH IRU ZRUNLQJ ZLWK WKHLU LQVXUDQFH
FRPSDQ\ WR NQRZ LI WKH\ KDYH UHDFKHG WKHLU GHGXFWLEOH� ,I D SDWLHQW SD\V ��� DQG WKH LQVXUDQFH FRPSDQ\
GHWHUPLQHV WKH SDWLHQW KDV DOUHDG\ PHW WKLV \HDU¶V GHGXFWLEOH� WKH EXVLQHVV RIILFH ZLOO LVVXH D UHIXQG� ,I
\RX DUH QRW DEOH WR SD\ DW WKH WLPH RI VHUYLFH \RX PXVW FDOO WKH EXVLQHVV RIILFH DQG VHW XS D SD\PHQW SODQ
SULRU�WR�\RXU�DSSRLQWPHQW�

�� 6HOI�SD\ $FFRXQWV ± 3DWLHQWV ZLWKRXW LQVXUDQFH FRYHUDJH� RU SDWLHQWV ZLWKRXW DQ LQVXUDQFH FDUG RQ ILOH
ZLWK RXU SUDFWLFH� ,W LV WKH SDWLHQWV¶ UHVSRQVLELOLW\ WR NQRZ LI 0DWWKHZV�9X 0HGLFDO *URXS SDUWLFLSDWHV
ZLWK WKHLU KHDOWK LQVXUDQFH SODQ� 6HOI�SD\ SDWLHQWV ZLOO EH UHTXLUHG WR PDNH D GHSRVLW RI ��� SULRU WR
DSSRLQWPHQW� $IWHU WKH YLVLW� WKH SDWLHQW ZLOO EH UHTXLUHG WR SD\ WKH HVWLPDWHG UHPDLQLQJ EDODQFH� $IWHU
WKH FODLP KDV EHHQ UHYLHZHG E\ WKH EXVLQHVV RIILFH FRGLQJ WHDP� D ILQDO ELOO ZLOO EH GHWHUPLQHG DQG
UHFRQFLOHG DJDLQVW WKH SD\PHQW SDLG DW WLPH RI VHUYLFH� ,I D EDODQFH LV GXH IURP SDWLHQW� WKH EXVLQHVV
RIILFH ZLOO VXEPLW D VWDWHPHQW WR WKH VHOI�SD\ SDWLHQW� ,I D FUHGLW EDODQFH LV RZHG WR WKH SDWLHQW� WKH
EXVLQHVV�RIILFH�ZLOO�LVVXH�D�UHIXQG�
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�� 5HWXUQ &KHFNV ± 7KH FKDUJH IRU D UHWXUQHG FKHFN LV ��� SD\DEOH LQ FDVK RU FUHGLW FDUG� 7KLV ZLOO EH
DSSOLHG WR \RXU DFFRXQW LQ DGGLWLRQ WR DQ\ EDQN�LQVXIILFLHQW�IXQGV FKDUJH LQFXUUHG E\ WKH SUDFWLFH� <RX
PD\�EH�SODFHG�RQ�D�FDVK�RU�FUHGLW�FDUG�RQO\�EDVLV�IROORZLQJ�DQ\�UHWXUQHG�FKHFN�

�� 2XWVWDQGLQJ %DODQFH 3ROLF\ ± 3DWLHQWV ZLOO UHFHLYH D PRQWKO\ VWDWHPHQW ZLWK DQ\ RXWVWDQGLQJ EDODQFH
RI ����� RU PRUH� 3OHDVH EH DZDUH WKDW WKH EDODQFH DIWHU LQVXUDQFH SD\V LV WKH SDWLHQW¶V UHVSRQVLELOLW\� ,I
\RXU LQVXUDQFH FRPSDQ\ GRHV QRW SD\ \RXU FODLP LQ �� GD\V� WKH EDODQFH PD\ EH ELOOHG WR \RX� 3DWLHQWV
FDQ PDNH SD\PHQWV E\ SD\LQJ ZLWK FKHFN RU E\ JRLQJ RQOLQH DQG XVLQJ WKH SDWLHQW SRUWDO WR SURFHVV D
FUHGLW FDUG SD\PHQW� 3DWLHQWV FDQ DOVR FDOO WKH ELOOLQJ RIILFH DW ������������� WR SURFHVV D FUHGLW FDUG
SD\PHQW RYHU WKH SKRQH� :H DFFHSW &KHFNV� 0DVWHU &DUG� 9LVD� $PHULFDQ ([SUHVV RU 'LVFRYHU� ,I \RXU
DFFRXQW EHFRPHV SDVW GXH RYHU �� GD\V� \RX ZLOO UHFHLYH D SKRQH FDOO� 2Q D FDVH E\ FDVH EDVLV� D
SD\PHQW�SODQ�FDQ�EH�HVWDEOLVKHG�ZLWK�D�FUHGLW�FDUG�RQ�ILOH�

�� 1RQSD\PHQW � ,I WKHUH ZDV QR DWWHPSW RQ WKH SDWLHQW¶V EHKDOI WR FRQWDFW DQG VHW XS D SD\PHQW SODQ� DQG
\RXU DFFRXQW LV RYHU �� GD\V SDVW GXH� \RX ZLOO UHFHLYH D OHWWHU VWDWLQJ \RX KDYH �� GD\V WR SD\ \RXU
DFFRXQW LQ IXOO� 3OHDVH EH DZDUH WKDW LI WKH EDODQFH UHPDLQV XQSDLG� ZH PD\ UHIHU \RXU DFFRXQW WR D
FROOHFWLRQ DJHQF\ �SDWLHQW UHVSRQVLEOH IRU FROOHFWLRQ IHHV� DQG \RX DQG \RXU LPPHGLDWH IDPLO\ PHPEHUV
PD\ EH GLVFKDUJHG IURP WKLV SUDFWLFH� ,I WKLV RFFXUV� \RX ZLOO EH QRWLILHG E\ UHJXODU PDLO WKDW \RX KDYH
�� GD\V WR ILQG DOWHUQDWLYH PHGLFDO FDUH� 'XULQJ WKDW ���GD\ SHULRG� RXU SURYLGHUV ZLOO RQO\ EH DEOH WR
WUHDW�\RX�RQ�DQ�HPHUJHQF\�EDVLV�

�� /DWH $SSRLQWPHQWV ± 0DWWKHZV�9X 0HGLFDO *URXS DVNV DOO SDWLHQWV WR DUULYH DW OHDVW �� PLQXWHV HDUO\
IRU WKHLU VFKHGXOHG DSSRLQWPHQW� ,I \RX DUULYH �� PLQXWHV DIWHU \RXU DSSRLQWPHQW WLPH� \RX PD\ EH
RIIHUHG�DQRWKHU�DSSRLQWPHQW�ZLWK�WKH�VDPH�SURYLGHU�RU�ZLWK�DQRWKHU�SURYLGHU�

�� 0LVVHG $SSRLQWPHQWV ± 0DWWKHZV�9X 0HGLFDO *URXS UHTXLUHV ���KRXU QRWLFH IRU DSSRLQWPHQW
FDQFHOODWLRQV� $SSRLQWPHQWV PLVVHG WKDW DUH QRW SUHYLRXVO\ FDQFHOOHG PD\ EH FKDUJHG D IHH RI �������
,I ZH GHWHUPLQH D SDWLHQW LV D KDELWXDO RIIHQGHU RI PLVVHG DSSRLQWPHQWV �� ZLWKLQ �� PRQWKV�� ZH PD\
UHTXHVW D ������ GHSRVLW SULRU WR VFKHGXOLQJ WKH QH[W DSSRLQWPHQW� 3DWLHQWV PD\ DOVR EH VXEMHFW WR
GLVFKDUJH IURP WKH SUDFWLFH IROORZLQJ FRQWLQXLW\ RI FDUH JXLGHOLQHV� 3OHDVH KHOS XV WR VHUYH \RX EHWWHU E\
NHHSLQJ�\RXU�VFKHGXOHG�DSSRLQWPHQW�

7KLV ILQDQFLDO SD\PHQW DQG DWWHQGDQFH SROLF\ KHOSV WKH RIILFH SURYLGH WLPHO\ TXDOLW\ FDUH WR RXU YDOXHG SDWLHQWV�
2XU SULFHV DUH UHSUHVHQWDWLYH RI WKH XVXDO DQG FXVWRPDU\ FKDUJHV IRU RXU DUHD� 7KDQN \RX IRU XQGHUVWDQGLQJ RXU
SD\PHQW�DQG�DWWHQGDQFH�SROLF\���3OHDVH�OHW�XV�NQRZ�LI�\RX�KDYH�DQ\�TXHVWLRQV�RU�FRQFHUQV�

$66,*10(17�$1'�5(/($6(���0(',&$5(�$87+25,=$7,21

,�UHTXHVW�WKDW�SD\PHQW�RI�DXWKRUL]HG�PHGLFDO�EHQHILWV�WR�LQFOXGH�DOO�0HGLFDUH�EHQHILWV�EH�PDGH�RQ�P\�EHKDOI�WR
0DWWKHZV�9X�0HGLFDO�*URXS�IRU�DQ\�VHUYLFHV�IXUQLVKHG�PH���,�DXWKRUL]H�DQ\�KROGHU�RI�PHGLFDO�LQIRUPDWLRQ
DERXW�PH�WR�UHOHDVH�WR�WKH�LQVXUDQFH�SD\RU�DQG�RU�WKH�&HQWHU�RI�0HGLFDUH�DQG�0HGLFDLG�6HUYLFHV�RU�LWV�DJHQWV
DQ\�LQIRUPDWLRQ�QHHGHG�WR�GHWHUPLQH�EHQHILWV�SD\DEOH�IRU�ELOOHG�VHUYLFHV���,�XQGHUVWDQG�P\�VLJQDWXUH�UHTXHVWV
WKDW�SD\PHQW�EH�PDGH�DQG�DXWKRUL]HV�UHOHDVH�RI�PHGLFDO�LQIRUPDWLRQ�QHFHVVDU\�WR�SD\�WKH�FODLP��0\�VLJQDWXUH
DXWKRUL]HV�WKH�UHOHDVH�RI�LQIRUPDWLRQ�WR�WKH�LQVXUHU�RU�DJHQF\�VKRZQ�LQ�0HGLFDUH�DVVLJQHG�FDVHV��0DWWKHZV�9X
0HGLFDO�*URXS�DJUHHV�WR�DFFHSW�WKH�GHWHUPLQDWLRQ�RI�WKH�0HGLFDUH�FDUULHU��7KH�SDWLHQW�LV�UHVSRQVLEOH�IRU�WKH
GHGXFWLEOH��FRLQVXUDQFH��DQG�QRQ�FRYHUHG�VHUYLFHV���&RLQVXUDQFH�DQG�WKH�GHGXFWLEOH�DUH�EDVHG�RQ�WKH�FKDUJH
GHWHUPLQDWLRQ�RI�WKH�0HGLFDUH�FDUULHU�
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3DWLHQW�*XDUGLDQ�6LJQDWXUH 'DWH
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Surprise/Balance Billing Disclosure 
Form 

 
 
Surprise Billing ± Know Your Rights 

 
%HJLQQLQJ�-DQXDU\����������&RORUDGR�VWDWH�ODZ�SURWHFWV�\RX�IURP�³VXUSULVH�ELOOLQJ�´�DOVR�NQRZQ�DV�
³EDODQFH�ELOOLQJ�´�7KHVH�SURWHFWLRQV�DSSO\�ZKHQ� 

 
· You receive covered emergency services, other than ambulance services, from an out-of-
network provider in Colorado, and/or 

 
· You unintentionally receive covered services from an out-of-network provider at an in-
network facility in Colorado 

 
What is surprise/balance billing, and when does it happen? 

 
If you are seen by a health care provider or use services in a facility or agency that is not in your health 
LQVXUDQFH�SODQ¶V�SURYLGHU�QHWZRUN��VRPHWLPHV�UHIHUUHG�WR�DV�³RXW-of-QHWZRUN�´�\RX�PD\�UHFHLYH�D�ELOO�IRU�
additional costs associated with that care. Out-of-network health care providers often bill you for the 
difference between what your insurer decides is the eligible charge and what the out-of-network provider 
ELOOV�DV�WKH�WRWDO�FKDUJH��7KLV�LV�FDOOHG�³VXUSULVH´�RU�³EDODQFH´�ELOOLQJ� 

 
When you CANNOT be balance-billed: 

 
Emergency Services 

 
,I�\RX�DUH�UHFHLYLQJ�HPHUJHQF\�VHUYLFHV��WKH�PRVW�\RX�FDQ�EH�ELOOHG�IRU�LV�\RXU�SODQ¶V 
in-network cost-sharing amounts, which are copayments, deductibles, and/or coinsurance. You cannot be 
balance-billed for any other amount. This includes both the emergency facility where you receive 
emergency services and any providers that see you for emergency care. 

 
Nonemergency Services at an In-Network or Out-of-Network Health Care Provider 

 
The health care provider must tell you if you are at an out-of-network location or at an 
in-network location that is using out-of-network providers. They must also tell you what types of services 
that you will be using may be provided by any out-of-network provider. 

 
You have the right to request that in-network providers perform all covered medical services. However, 
you may have to receive medical services from an out-of-network provider if an in-network provider is 
not available. In this case, the most you can be billed for covered services is your in-network cost-
sharing amount, which are copayments, deductibles, and/or coinsurance. These providers cannot balance 
bill you for additional costs. 



Additional Protections 
 
· Your insurer will pay out-of-network providers and facilities directly. 

 
· Your insurer must count any amount you pay for emergency services or certain out-of-
network services (described above) toward your in-network deductible and out-of-pocket 
limit. 

 
· Your provider, facility, hospital, or agency must refund any amount you overpay within sixty days 
of being notified. 

 
· No one, including a provider, hospital, or insurer can ask you to limit or give up these rights. 

 
If you receive services from an out-of-network provider or facility or agency OTHER situation, you 
may still be balance billed, or you may be responsible for the entire bill. If you intentionally receive 
nonemergency services from an out-of-network provider or facility, you may also be balance billed. 

 
If you want to file a complaint against your health care provider, you can submit an online complaint by 
visiting this website: h ttps://www.colorado.gov/pacific/dora/DPO_File_Complaint. 

 
If you think you have received a bill for amounts other than your copayments, deductible, and/or 
coinsurance, please contact the billing department at 719-884-2799, or the Colorado Division of Insurance 
at 303-894-7490 or 1-800-930-3745. 

 
7KLV�ODZ�GRHV�127�DSSO\�WR�$//�&RORUDGR�KHDOWK�SODQV��,W�RQO\�DSSOLHV�LI�\RX�KDYH�D�³&2-'2,´�RQ�\RXU�
health insurance ID card. 

 
Please contact your health insurance plan at the number on your health insurance ID card or the Colorado 
Division of Insurance with questions. 

 
 
    
 
 
 
Patient Name: _____________________________________  DOB: _____________________ 
   (Please print) 
    
 
Signature: _________________________________________  Date: _____________________ 
 
 
 
 
 
 
 
 
 
MVSurpriseBillingNotice. Rev.2.17.20 

https://www.colorado.gov/pacific/dora/DPO_File_Complaint


 
(Incoming Records) 

AUTHORIZATION FOR USE OR 
DISCLOSURE OF HEALTH INFORMATION 

Patient:  
_______________________________ 

 
 

Date of 
Birth: 

 
_______________________________ 

  
 
  
 
  

Telephone 
Number: 

 

 
 
_______________________________ 

 

 

 
Revised 02/21/2020 

 
Requesting Records from: Where to send the records to: 
Name/Facility: ___________________________________ Matthews-Vu Medical Group 

 
Attention: _______________________________________ Attention: Medical Records 

 
4190 E Woodmen Rd, Ste 100 
Colorado Springs, CO 80920 
 
Phone: (719) 632-4455     Fax: (360) 462-5181 

Address: ________________________________________ 

  City: ___________________ State: ______ Zip: _________ 

Phone: (____)_____________  FAX: (____)_____________ 
          

Please send records from the following date range:     from:  to:   
 All  History and Physical  Consultation Notes 
 Progress Notes  Labs Other:__________________ 
 Behavioral Health 

 
Purpose of requested use or disclosure:  Continuing Care  Patient Request* 

 Insurance*    Legal*      Other 
 
*Copy Fee:  We reserve the right to charge a reasonable fee for the cost of producing and mailing the copies. Base fee of $20.00 per chart for personal records.  
Please make checks payable to Bactes.* 

 
I specifically authorize release of the following information (check and initial as appropriate): 

 Mental health treatment information                             Initial if requesting:   ____________ 
 HIV test results                             Initial if requesting:   ____________ 
 Alcohol/drug treatment information                             Initial if requesting:   ____________ 

*If not checked and initialed, the records containing such information can NOT be released.* 
 
Duration: This Authorization expires [insert date]:   

*If no date is given; this authorization will expire 6 months from the signature date.*  
Revocation: I may revoke this authorization at any time, but I must do so in writing and submit it to Matthews-Vu. My revocation 

will take effect upon receipt, except to the extent that others have acted in reliance upon this Authorization.  
Re-disclosure: Information disclosed pursuant to this authorization could be re -disclosed by the recipient and no longer protected 

by federal privacy regulations. 
Conditioning: I may refuse to sign this Authorization. If I refuse to sign this Authorization, I should know that by law, my health 

information cannot be released. My refusal will not affect my ability to obtain treatment or payment or eligibility for 
benefits. 

This authorization is being requested of you to comply with the terms of the Confidentiality of the Medical Information Act o f 1981, 
Civil Code Section 56 et seq. and the Health Insurance Portability and Accountability Act (HIPAA) of 2003. 
 
Patient Signature:  Date:  
 
Legal Representative 
Signature:   

Relationship to Patient:  


