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Office Policy, Financial Responsibility & Consent Agreement 
Please read carefully. By signing, you acknowledge understanding and agreement. 

Consent to Treat a Minor 
I am the parent/legal guardian of the patient and have the authority to consent to evaluation, treatment, testing, 
and procedures. I will inform the practice of any custody restrictions of court orders. 

Appointments 
• Cancel 72 hours in advance or $50 fee applies. 
• Arrivals >30 min late may be rescheduled. 
• Parent/legal guardians must attend. 
• Repeated missed appointments may lead to discharge. 

Financial Responsibility & Insurance 
• Maintain active insurance and verify participation/benefits. 
• Provide an insurance card, referral (if required), and co-pay. 
• Uninsured fees: Initial $300 | Follow-up $150, due at visit. 
• Returned checks: $50 fee. Non-covered charges remain parent responsibility. 

Authorizations & Prescriptions 
• Prior authorizations submitted as courtesy; not guaranteed. 
• Families are responsible for contacting insurance if denied. 
• Prescription refills: 48–72 business hours. 

Medical Records 
• Written authorization required; CD pick up should be in person, valid payment expected at the time of 

pick up. 
• Records forwarded to another provider by fax upon request. 
• On portal: records located in CCDA. 
• Encounter information is mailed to PCP at the end of each visit. 

Telemedicine & AI Documentation 
• Consent to telemedicine via HIPAA-compliant platforms only: doxy.me, Athena EMR. 
• Telemedicine and in-person visits are available. 
• AI scribe used for documentation only; no patient identifiers are disclosed; data encrypted and secure. 

NJ & NY Compliance 
• Practice follows federal law and NJ & NY regulations. 
• Physicians retain independent judgment. 
• Written notice provided if care is discontinued; emergency care available for 30 days to transition to 

another provider. 

Conduct & Termination 



• Practice may discharge patients for: aggression toward staff, non-payment, repeated non-compliance, 
break of patient-physician relationship. 

• Records are ending with PCP, since mailed to PCP at the end of each visit. 
 
Parent/Guardian Name (Print):   
Signature:   
Date:   

 

Patient Information 
Patient Name: ___________________________________________ 
Sex: ☐ M ☐ F 
Date of Birth: ____ / ____ / ______ Age: ________ 
SS#: ___ - ___ - ___ 
Home Phone: (____) __________________ 
E-Mail: __________________________________ 
Address: ________________________________________________  
City: __________________ State: ________ Zip: ________ 
 
PCP/Pediatrician: ____________________________ Phone: __________________  
Address: __________________________________________ Fax: __________________  
City: __________________ State: ________ Zip: ________ 
 
Pharmacy: _________________________________________ Phone: __________________  
Allergies: ___________________________________________ 
 
Laboratory Facility: __________________________ (City/State) 
Imaging Facility: _____________________________ (City/State) 

 

Parent/Guardian Information 
Mother’s Name: ___________________________ Employer: _________________________  
Address: _________________________________ 
City: __________________ State: ____ Zip: ________ 
Phone: (____) __________________________ SS#: __________________________  
Date of Birth: ____ / ____ / ______ 
 
Father’s Name: ___________________________ Employer: _________________________  
Address: _________________________________ 
City: __________________ State: ____ Zip: ________ 
Phone: (____) __________________________ SS#: __________________________ 
Date of Birth: ____ / ____ / ______ 

 

Insurance Information 
Primary Insurance: _________________________ 
Policy Holder: ___________________________ 
Policy #: _________________________ Group #: _________________________ 



Do you need a referral? ☐ Yes ☐ No 
If yes, do you have it with you? ☐ Yes ☐ No 
 
Secondary Insurance: _________________________ 
Policy Holder: ___________________________ 
Policy #: _________________________ Group #: _________________________ 
Do you need a referral? ☐ Yes ☐ No 
If yes, do you have it with you? ☐ Yes ☐ No 

 

Assignment and Release 
I, the undersigned, certify that I (or my dependent) have insurance coverage and assign directly to Dr. Treskova 
all insurance benefits, if any, otherwise payable to me for services rendered. I understand that I am financially 
responsible for all charges whether or not paid by insurance. I hereby authorize the doctor to release all 
information necessary to secure payment of benefits and authorize the use of this signature on all insurance 
submissions. 
 
Print Name:   
Signature:   
Date:   

 

Patient Consent Form / HIPAA 
We respect the privacy of your personal medical information and take precautions to protect it. You may refuse 
to consent to the use or disclosure of your personal health information, but this must be in writing. By signing 
below, you consent to the use and disclosure of your PHI for treatment, payment, or health care operations. 
 
Print Name:   
Signature:   
Date:   

 

Contact Information 
May we leave a message regarding your appointment? 

• Answering machine: ☐ Yes ☐ No 
• Office voicemail: ☐ Yes ☐ No 
• With another person: ☐ Yes ☐ No 

May we leave a message concerning your test results? 
• Answering machine: ☐ Yes ☐ No 
• Office voicemail: ☐ Yes ☐ No 
• With another person: ☐ Yes ☐ No 

Persons authorized to receive the above information: 
1.   
2.   
3.   

Print Name:   
Signature:   
Date:    



Medication History / Demographics 
Patient Name: ___________________________________ DOB: _____________________ 
 
I authorize Dr. Erena Treskova to access my child’s medication history. 
 
Language: ☐ English ☐ Spanish ☐ Russian ☐ Chinese ☐ Other: __________ ☐ Decline 
Race: ☐ White ☐ African American ☐ European ☐ Other: __________ ☐ Decline 
Ethnicity: ☐ Not Hispanic/Latino ☐ Hispanic/Latino ☐ Other: __________ ☐ Decline 
 
Signature:   Date:   

 

How Did You Hear About Us? 
☐ Internet 

• ☐ Search Engine: ___________________________ 
 

• ☐ Hudson Valley Parent Website 
 

• ☐ Bergen.com/family Website  
☐ Insurance 
☐ Pediatrician 
☐ School Nurse 
☐ School 
☐ Friends 
☐ Family 
☐ Newspaper/Magazine: ___________________________ 
 

• ☐ Hudson Valley Parent Magazine 
☐ Radio 
☐ Television 
☐ Other: ___________________________ 

 
Chief Complaints 
Please check all applicable: 
☐ Abdominal pain ☐ Anal pain ☐ Blood in stool ☐ Burning chest ☐ Celiac 
☐ Cholelithiasis ☐ Colic ☐ Cough ☐ Crohn’s disease ☐ Diarrhea 
☐ Dysphagia ☐ Fatigue ☐ Feeding difficulty ☐ Fever ☐ Hard bowel 

movements 
☐ Hematemesis ☐ Hirschsprung’s ☐ Irregular bowel 

movements 
☐ Jaundice ☐ Liver problem 

☐ Mucus in stool ☐ Nausea ☐ Obesity ☐ Problems 
gaining weight 

☐ Rectal bleeding 

☐ Regurgitation ☐ Soiling underwear ☐ Ulcerative colitis ☐ Vomiting ☐ Weight loss 
☐ Failure to thrive ☐ Other:   

Medications: ___________________________________________ 
Allergies: ___________________________________________ 



Surgical History 
☐ Adenoidectomy ☐ Anoplasty ☐ Appendectomy ☐ Cardiac ☐ Circumcision 
☐ Cranial ☐ Ganglion Cyst ☐ Gastronomy Tube Replacement ☐ Hernia 
☐ Myringotomy ☐ Nissen Fundoplication ☐ Orchopexy ☐ Orthopedic 
☐ Renulectomy ☐ Soft Tissue ☐ Stitches ☐ Tonsillectomy ☐ Tracheotomy 
☐ Other:   

 

Family Medical History 
Mother | Father | Siblings | Grandparents 

• GI/Stomach:   
• Liver:   
• Intestines:   

Notes:   

 

Epidemiology / Social History 
• Immunizations up to date?   
• Alcohol Intake:    
• Illicit Drugs:   
• Smoking:    
• Advance Directive:    
• Sexually Active:    

 
Parent’s Signature: ____________________ 
Relationship to Patient: __________________ 
 


