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OVER 18 YEARS OF AGE AUTHORIZATION TO RELEASE INFOWTION 

1, (print name) , understand as a patient age 18. or older. 
that-my medical information will no longer automatlcally be shared with my parents. · 1. acknowledge that I must 
give authorization to the providers and Staff at Pediatrics at Newton Wellesley (PNW) to discuss my medical 
care and concerns with anyone other than myself. · 

CONFIDENTIAL INFORMATION WILL NOT BE DISCUSSED WITH ANYBODY (regardless of the box checked below). 
Confldentlal information includes mental health, substance abuse, se>tual health, sexually transmitted 
Infection/AIDS/HIV testing and results. 

01 do not give authorization for my medical Information to be discussed with anyone other than myself. 

0 1.m authorization to the providers at PNW to discuss my medical rnformatlon with the people listed 
below: · 

Authorized Person Rel~onshlp 

Parent/Guardian 

Parent/Guardian 
.. 

I fully understand and accept the terms of this consent. I understand that I may revoke this consent at any time, 
and that I must notify Pediatrics at Newton Wellesley In wrltf ng. 

PATIENT SIGNATURE DATE 

PATIENT PRINTED NAME CELL PHONE NUMBER 



· .. 

Pttient lnfnrmatino: 

Pediatrics it Newton WeUesJey 
18+ tegistrat1nn .fnrOJ 

rtrSt name _______ ~ __ MI. Last Nam¢ 
-------

Date of BiJ'th; ---~-----Sex (circle one) Ma.le FM!:ale other 

Addres~ Apt/Unit; 
.._,__~~~-=---....-----~ 

City: ________________ ~ State:~-~ZipCode: _______ .......,. 

Cell phone#; _______ ..._, ___________ _ 

Email addtels: 
~~~~~--~---~------

. Bmergency Contact Infonnadou: 

Parent 1 name: 
___,.~-----

. Relationship: to.child:----~­

·Address: ------........... --~~---~~ 

Primary phone#; _______ _ 

circle one: cell ' home work · 

Relationship to child:------­

Address: 
--------~~ 

City: -----""--'----........... ~ 

S~te: -· --~----~--~ 

Primary phone#: ..-· --~-~--~ 

circle one: cell home work 

City & Phone: _____ ......_ _____ _ 

MMtc.at lnmra.na oformattan; 

I hereby· auth'>rize my insurance ~efits to be paid .to Pediatrics at Newton Wellesley, PC~, and . 
aeknowled.ge that I am responsible for any bal:ante no~ covered by those bentfiti. Delinquent.aeco'Utits 
will be .-iimitted to a collection agency, and any \lolle~tion fees will be the J)atents or ~is.n's 

. respon&ibility. · 

S~gnaturt: ____ ~ ____________ Date:_· ------'---

.. ,,. ,., ,· 

I 


