
Welcome to Sunset Pediatrics!                                                                                                                  
9155 SW Barnes Road Suite 840  
Portland Oregon 97225 
Phone: (503)296-7800 Fax: (503)291-1584 
 
We appreciate the opportunity to provide your family with pediatric health care. Some of our policies are outlined here to help 
familiarize you with our practice. If you have any questions about the following information, please do not hesitate to ask us. 

O"ice Hours 
Monday through Thursday 8:00am to 6:30pm, Friday from 
8:00am to 5:00pm, and Saturday from 8:30am to 12:00pm. 

After Hours Urgent and Emergency Care 
Our physicians and nurses are available to our patients by 
phone 24 hours a day, 7 days a week. Should you have an 
urgent question after our business hours, please call our 
oMice to be connected to our answering service. They will 
either connect you to the pediatrician on-call or a pediatric 
advice nurse. If you think your child could be experiencing 
an emergency or be in an emergency-type situation, 
please call 911.  

Telephone Calls 
Sunset Pediatrics has dedicated nurses and medical 
assistants to answer patient phone calls throughout the 
day. We welcome parents and patients to call to get 
answers to any questions and/or concerns and to help 
determine if an appointment is needed. We try to answer 
your calls as quickly as possible. In the event that you 
leave a voicemail, we will do our best to respond as soon 
as possible and before the end of the business day.  Non-
urgent voicemails are typically returned within 24 business 
hours.  

Patient Portal 
We encourage all our patients to sign up for the patient 
portal. This will give our patients, and their families access 
to medical records such as test results, visit notes, and 
immunization records. The portal also allows for 
communication between patients and Sunset’s medical 
and support staM members. We kindly ask that you use the 
messaging feature for any non-urgent requests and 
concerns including forms you need filled out. If you think 
your child could be experiencing an emergency or be in an 
emergency-type situation, please call 911.  
We will do our best to respond to portal messages as soon 
as possible. Please allow up to 48 business hours to 
respond. If you require urgent assistance, please call our 
oMice to speak to a staM member.  
 

Appointments  
In order to allow our physicians the time needed to treat 
your child, we kindly request that you call in advance to 
reserve an appointment for your child.  We do not accept 
walk-in appointments and can not guarantee that you will 
be seen without a pre-scheduled appointment.   
 
Sunset Pediatrics strongly enforces our 15 Minute Rule. 
Should you arrive 15 minutes or more after your scheduled 
appointment time, you will be asked to reschedule your 
appointment. If you cannot keep your appointment and/or 
need to reschedule, we ask that you do so at least 24 
hours in advance to avoid a no-show fee of $75.00. 
Notifying us at least 24 hours in advance allows us to oMer 
cancelled appointment times to other patients in need of 
care. 
  
On rare occasions, your pediatrician may be called out of 
the oMice due to an emergency. If you are scheduled for an 
appointment with us when this happens, our staM will 
notify you immediately. We appreciate your understanding 
that emergencies are unpredictable. 

Insurance, Covered Benefits, and Billing  
Before your child’s first appointment, please call your 
insurance company to ensure that our practice and 
physicians are covered under your plan.  We accept most 
major insurance plans. Please contact your insurance 
carrier to make sure we are in-network with your specific 
plan. Although we are familiar with many plans, there are 
many aspects to insurance coverage, and we encourage 
you to contact your insurance to learn about what is and is 
not covered, including laboratory and imaging coverage. 
Sunset Pediatrics bills most major insurances, and it is 
your responsibility to be aware of what is and is not 
covered as well as any possible remaining balance after 
insurance has paid for a visit. Copayments are due at the 
time of service if required by your insurance plan.  
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Patient Information on Clinic Policies and Procedures 

About Us 

Sunset Pediatrics provides excellent, state-of-the-art pediatric 
care to children in a respectful, kind, and thoughtful manner. Our 
physicians and sta= make the care and support of children, their 
families, and caregivers our top priority, always mindful that our 
patients are our reason for being here.  

O*ice Hours  

Appointment Scheduling 

To allow our physicians the appropriate time needed to treat your 
child we prefer to see all patients on an appointment basis. We 
kindly request that you call in advance to reserve a time for your 
child as we cannot guarantee that your child will be seen on a 
walk-in basis.  

Missed Appointments, Late Arrivals, and 
Cancellations 

Sunset Pediatrics strongly enforces our 15 Minute Rule. Should 
you arrive 15 minutes or more after your scheduled appointment 
time, you will be asked to reschedule your appointment. If you 
find that you are running late to your scheduled appointment, 
please call our o=ice to speak to a member of our team.  

If you cannot keep your appointment and/or need to reschedule, 
we ask that you do so at least 24 hours in advance to avoid a no-
show fee of $75.00. Notifying us at least 24 hours in advance, 
allows us to o=er the appointment time to another child in need 
of care. Three or more no call/no shows may result in dismissal 
from the practice. 

On rare occasions, your pediatrician may be called out of the 
o=ice due to an emergency. If you are scheduled for an 
appointment with us when this happens, our sta= will notify you 
immediately. We appreciate your understanding. 

 

 

After Hours Phone Calls and Emergency Care 

Should you have an urgent question or concern after business 
hours, we are available to our patients by phone 24 hours a day, 7 
days a week. Please call our o=ice to be connected to our live 
answering service. They will either contact the pediatrician on-
call or a pediatric advice nurse. If you believe your child may be in 
an emergency-type situation, please call 911 or visit the 
nearest emergency room. 

Nurse Phone Calls 

Sunset Pediatrics has dedicated nurses and medical assistants 
to answer patient questions throughout the day. We welcome 
parents and guardians to call to receive answers on routine 
questions, concerns, and to help determine your child’s need to 
come in for an appointment. Our current phone system directs 
the caller to choose the person they wish to talk to that best suit 
their needs. It is our policy to respond to all calls within 1 hour.  

Insurance  

We accept most major insurance plans. Please contact your 
insurance carrier to make sure we are in-network with your 
specific plan. Although we are familiar with many plans, 
insurance coverage is complex, and we encourage you to contact 
your insurance to learn about what is and is not covered, 
including laboratory and imaging coverage. Sunset Pediatrics 
bills all major insurances; however, it is your responsibility to be 
aware of what is and is not covered as well as any possible 
remaining balance after insurance has paid for a visit. This 
includes in-house lab work and lab work that is sent to a 
laboratory, screening forms, medical equipment, and in-house 
procedures.  

Please remember to bring your insurance card and government-
issued photo identification to every visit. Copayments are due at 
the time of service if required by your insurance plan, otherwise 
services may not be rendered.  

Patients are responsible for payment of their account, regardless 
of insurance. We accept cash, checks, Discover, Visa, and 
Mastercard. Sunset Pediatrics requires a credit card, debit card, 
and FSA/HSA card to be kept on file at all times as a form of 
payment. Failure to maintain a valid form of payment on file will 
result in the inability to schedule further appointments.  

We strive to make every e=ort to notify you of balances on your 
account and work with our patients to resolve any pending 
balances. If your account is not paid or payment arrangements 
are not kept, we will assign your account to a credit bureau. 

 
Monday - Thursday 
8:00am to 6:30pm 

Friday 
8:00am to 5:00pm 

Saturday 
8:30am to 12:00pm 
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Patients without insurance or who do not have proof of insurance 
at time of visit are considered self-pay patients.  

Newborns 

You must notify your insurance carrier within 30 days of your 
child’s birth. If you have failed to meet this deadline, you may be 
responsible for charges accrued during this time.    

Medical Supplies and Procedures 

Many insurance carriers defer the costs of numerous o=ice 
supplies and therapies to patient responsibility or toward their 
deductible. Therefore, we recommend that you know the 
limitations of your plan before being seen. We do not accept 
financial responsibility for parents or guardians lack of 
knowledge as to the limitations and/or restrictions of their 
individual insurance policies.  

These items may include and are not limited to medications 
provided in the o=ice setting, supplies like splints/straps, 
bandages, immobilizers, asthma medication/equipment, other 
respiratory treatments, as well as simple procedures like wart 
freezing, foreign body removal, cautery of umbilicus, preventative 
screenings such as labs, screening forms, vision, and hearing 
testing.  

Outside Billing 

We routinely use LabCorp within Providence to collect and run 
our laboratory specimens. It is your responsibility to know which 
laboratory is covered under your insurance policy. We do not take 
financial responsibility for any outside laboratory costs.  

Prescription Refills 

Medication refills will only be completed during regular o=ice 
hours. We do our best to make sure these are completed before 
the end of each business day. 

Referrals and Prior Authorizations 

Referrals are initiated by our providers. Once it is decided that a 
referral to a specialist is necessary, the referral is placed, and our 
referral coordinator processes each one as they come in. Some 
come in as urgent and must be prioritized above others. For 
routine referrals, please allow 3 to 5 business days for referrals to 
be completed.  

Sometime insurances require prior authorization for things like 
medications, medical supplies, and certain imaging. Please 
allow 3 to 5 business days for our sta= to complete prior 
authorizations for these situations.  

 

 

Forms and Letter Requests 

At some point you will likely require a form to be completed for 
your child. We request that you bring these forms to your child’s 
annual well child visit, and we will be happy to complete them 
free of charge. Some forms, like sports physical forms and camp 
forms can be completed the same day when brought in during a 
WCC, however, some extra time may be needed to complete 
certain forms. Please allow 3 to 5 business days* to complete 
forms such as sports clearance, camp clearance, FMLA, 
immunization documents, school, daycare, medication 
authorizations, 504/medical statements, and asthma/allergy 
action plan forms. Be sure to review the forms you are submitting 
to the physician for any portions that may need to be filled out by 
the parent, guardian, and/or patient before giving them to our 
sta=. To get the forms back to you, we can have the completed 
documents available for pick up at the o=ice, or we can send 
them to you via fax, secure email, or uploaded to your portal. 
Please let a sta= member know your preference.  

Forms that must be completed by the physician can also be 
uploaded to the patient portal. We ask that you fill out any parent 
or patient portions of the forms before submitting them to our 
o=ice. Our sta= will receive an alert once a document or picture 
is uploaded to your child’s portal account. Once the requested 
form is completed, the form will be uploaded back to your child’s 
portal. If you would like it sent back to you another way, please let 
us know. If you would like this document sent to someone else 
beside the parent, guardian, or patient, we require a signed 
release of information to do so. This can be found in our o=ice or 
on our website. 

*Some documents and forms are complicated and require more time and 
extensive supporting documentation. These requests may take longer to 
complete.   We appreciate your understanding. Requests for expedited 
forms may incur an additional fee.  

Responsibility for Medical Care 

Children who are over 14 years of age are able to be seen 
by the physician without a parent present. 

Every minor child seen in our oHice for medical services 
must be accompanied by a parent, legal guardian, or by an 
adult who has obtained written consent from the parent or 
guardian. Any child that presents alone must have a valid 
insurance card, photo identification, payment for 
outstanding balance(s), co-pays, or co-insurance at the 
time of visit.  
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Divorced or Separated Parents 

Each parent/guardian has equal access to their unemancipated 
child as well as equal medical decision making for all treatments 
and services unless there is a court order to the contrary that is 
known to us, where parental rights are restricted. A copy of the 
complete court order is required to be kept on file in your child’s 
permanent medical record(s) to reflect anything di=erent.  

Adoptions and Other Legal Changes 

Legal paperwork is required to have on file should your child be 
adopted.  

To change information such as name(s) and biological sex in your 
child’s chart, we will need court documents noting the change(s) 
being requested. We are unable to make any amendments 
without this.  

If you have legal responsibility for your adult child (18+ years of 
age), legal documentation is required to be on file to reflect this. 
If this documentation is not on file, we will be unable to do such 
things as speak to you about your child’s medical care, make 
appointments, release records, etc. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Requesting and Transferring Records 

A copy of your child’s records can be requested with a signed 
release of information authorization form. Please allow up to 30 
days to receive your child’s complete chart.  

New patients will be asked to fill out a release of information 
authorization so we may obtain previous medical records. This 
helps our physicians with caring for your child. 

Policies, Procedures, and other Documents 

A copy of our notice of privacy practices, financial policy, and 
other documents can be found in our o=ice. Most of these are 
provided during your first o=ice visit, but we are happy to provide 
copies to you upon request.  

You will be asked if we can take a picture of your child, or you will 
be sent a link to upload a photo of your child to their medical 
record. This helps ensure we are providing care to the correct 
patient. If your child is under 3 years of age, we may request more 
frequent updates to their picture as they change rapidly in the 
first few years.  





Oregon Immunization ALERT 
New Enrollee Form 

↓ Clinic or Attending Provider Stamp ↓ 
 

 
 

Provider’s office staff:  
Place enrollee barcode label here: 
 

 

Please print the following patient information: 
Date of birth: ____/____/________               □ Male   □ Female                OR - ________-________-________ 
                          MM   DD     YYYY                                                                             Previous barcode number (if known) 
 
Patient’s name:___________________________________________________________________________ 
                                           First                                       Middle                                        Last 
 
               Parent/guardian name (if minor): ______________________________________________________ 
                                                                                            First                                           Last 
 
_______________________________________                            _____________________________________ 
               Patient’s last name at birth                                                                     Mother’s maiden name 
                                                                                                                              (last name before she was married) 
 
_______________________________________                            _____________________________________ 
                         State of birth                                                                                         Primary language 
                      (Country if not USA) 
 
Home address:____________________________________________________________________________ 
                                    Street                                       Apt #                    City                    State              Zip           County 
 
Mailing address:___________________________________________________________________________ 
      (if different)               Street                                       Apt #                    City                    State              Zip           County 
 
              (________) ________-____________                                (________) ________-____________ 
                          Primary phone number                                                        Alternate phone (if any) 
 
                   ________-______-____________                                   ______________________________ 
                    Social Security number (optional)                                Medicaid ID/Insurance number (if applicable) 
              
Comments: 
 
 
 
 

To contact ALERT: 
Phone: 1-800-980-9431 

         971-673-0275 
Fax: 971-673-0276 

Email: OHD.ALERT@state.or.us 
 
If this patient has record of prior immunizations, you may photocopy the record, attach the HISTORY barcode, 
and submit it with this form. ALERT will enter the information provided. 
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PEDIATRIC HEALTH HISTORY QUESTIONNAIRE 
 

Date Completed     

Patient Name       ________   Male    Female   

Date of Birth    Parent or Guardian Name  ______                   
 
 
 

ALLERGIES (MEDICATIONS, FOODS OR OTHER) _____________________________ 

____________________________________________________________________________________________ 

 

HOSPITALIZATIONS, SURGERIES, INJURIES (ORTHOPEDIC, LACERATIONS, ETC.) 

                 

                 

                 

 

REASON FOR VISIT  

Well Child Check/Sports Physical            Yes         No  

Medical Concern(s) - Please List:   
____________________________________________________________________________________________

____________________________________________________________________________________________

____________________________________________________________________________________________ 

If patient has been treated for any other significant illnesses/medical problems by other 
providers, please describe the problems and list the physician or medical facility treating 
him/her. 
 

ILLNESS OR MEDICAL PROBLEM   PHYSICIAN/MEDICAL FACILITY   

____________________________________________________________________________________________

____________________________________________________________________________________________

____________________________________________________________________________________________ 
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HEALTH HISTORY 

Please    the appropriate answer unless otherwise specified.  If in doubt about the question, please circle it.  Your 
doctor or nurse will review your answers with you.  

 

   Parent Completing:  Does your child have, or has your child ever had, any of the following? 

   Patient Completing:  Do you have, or have you ever had, any of the following? 

 

NEWBORN   
 Premature      Jaundice requiring treatment      Significant Problems in 1st month  

EYES 
Vision changes past year?   No  Yes 
Wear glasses or contacts lenses?   No  Yes 
Eye muscle surgery?    No  Yes  

EARS 
Repeated infections?    No  Yes 
Ear tubes?     No  Yes 
Speech problems or delay?   No  Yes 
Deafness or decreased hearing?   No  Yes 

NOSE AND THROAT 
Nose or throat problems?   No  Yes 

DIGESTIVE TRACT 
Diarrhea?     No  Yes 
Constipation?     No  Yes 
Recurrent vomiting?    No  Yes 
Recurrent abdominal pain?   No  Yes 
Bloody bowel movements?   No  Yes 

CHEST 
Wheezing with exercise?    No  Yes 
Asthma/hay fever?    No  Yes 
Pneumonia?     No  Yes 
Tuberculosis skin test change?   No  Yes 

SKIN 
Birthmarks or moles?    No  Yes  

HEART 
Heart murmur?     No  Yes 
Chest pain?     No  Yes 
High blood pressure?    No  Yes 
Congenital heart problem?   No  Yes 

BLOOD 
Anemia? (Low Iron?)    No  Yes 
Bleeding or easy bruising?   No  Yes 

URINARY TRACT 
Congenital Kidney Disorder/Prob?  No  Yes 
Bed wetting problems?    No  Yes 
Infection one or more times?   No  Yes 

MUSCULO-SKELETAL 
Arthritis?     No  Yes 
Painful or swollen joints?    No  Yes 
Scoliosis/abnormal curve  
of back?      No  Yes 

NEUROLOGICAL 
Headaches?     No  Yes 
Convulsion, seizure, or fit?   No  Yes  

GENERAL 
Development or milestone delay?  No  Yes
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IS PATIENT PHYSICALLY HANDICAPPED OR LIMITED IN ANY WAY?   

 No  Yes 

If yes, please name or describe:                                        

                    

                                                                              

 

DO YOU HAVE ANY QUESTIONS OR CONCERNS TO DISCUSS WITH YOUR DOCTOR?  

 No  Yes 

Please list:                  

                                                   

                                                     

                                                      

                                                     

                                                    

                                                                        

                                                    

                                                    

                                                     

 

 





PATIENT INFORMATION                            TODAY’S DATE: _____ /_____/_____      

 
Last Name: ________________________________________ First Name: ________________________________ Middle Name: ____________________ 

Birth Date: ______ /______/______    Sex: ❑M ❑F     Preferred Name: __________________________________ Language: _________________________ 

Preferred Pronouns: (Please list) _________________________________ Preferred Gender Identity: (Please list) ____________________________________ 

Race:   ❑ White   ❑ Black/African American  ❑ Asian  ❑ American Indian/Alaskan Native  ❑ Prefer Not to Answer 

Ethnicity: ❑Hispanic or Latino   ❑Non-Hispanic or Latino   ❑ Prefer Not to Answer            SSN: ________ - ________ - _________ 

Address: ___________________________________________________________________________________________ Apt# ________________ 

City: _______________________________________      State ______________________      Zip ___________________ 

PaƟent’s Primary Care Physician: _____________________ How were you referred to Sunset Pediatrics? __________________________________ 

SIBLINGS 
 
Last Name: __________________ First Name: __________________ Middle Name: ___________ Birth Date: ____ /____/____ Sex: ❑M ❑F      
Last Name: __________________ First Name: __________________ Middle Name: ___________ Birth Date: ____ /____/____ Sex: ❑M ❑F      
Last Name: __________________ First Name: __________________ Middle Name: ___________ Birth Date: ____ /____/____ Sex: ❑M ❑F      
Last Name: __________________ First Name: __________________ Middle Name: ___________ Birth Date: ____ /____/____ Sex: ❑M ❑F      
 

PRIMARY GUARDIAN INFORMATION 
 
Last Name: ___________________________________ First Name: _____________________________ Middle Name: __________________ 

Birth Date: _____ /_____/_____       Sex: ❑M ❑F        RelaƟonship to PaƟent: _____________________       SSN: ______ - _______ - _______   

Driver’s License Number: ____________________                                  Address: Same as PaƟent ❑ Yes ❑ No (if no, please enter below) 

Address: ____________________________________________________________________________________ Apt# _________________ 

City: _______________________________________      State _______________________      Zip ___________________ 

Home Phone: (______) _______-________ Cell Phone: (______) ______-________ Email Address: __________________________________ 

Preferred method of appointment confirmaƟon:  ❑ Phone call (❑Home ❑Cell) ❑ Text Message (Number: (______) _______-________ 

Employer: ______________________________________________________________________Work Phone: (_______) _______-________   

SECONDARY GUARDIAN INFORMATION 
 

Last Name: ___________________________________ First Name: _____________________________ Middle Name: __________________ 

Birth Date: _____ /_____/_____       Sex: ❑M ❑F        RelaƟonship to PaƟent: _____________________       SSN: ______ - _______ - _______   

Driver’s License Number: ____________________                                  Address: Same as PaƟent ❑ Yes ❑ No (if no, please enter below) 

Address: ____________________________________________________________________________________ Apt# _________________ 

City: _______________________________________      State _______________________      Zip ___________________ 

Home Phone: (______) _______-________ Cell Phone: (______) ______-________   Email Address: _________________________________ 

Preferred method of appointment confirmaƟon:  ❑ Phone call (❑Home ❑Cell) ❑ Text Message (Number: (______) _______-________ 

Employer: ______________________________________________________________________Work Phone: (_______) _______-________   
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PaƟent Name: _____________________________________________________________________ Birth Date: _____ /_____/_____      

EMERGENCY CONTACTS 
(**Other than primary and secondary guardian(s)) 

 
Emergency Contact #1 

❑ Decline to Add 

Last Name: ______________________________________ First Name: ____________________________ Middle Name: ________________ 

Sex: ❑M ❑F RelaƟonship to PaƟent: __________________ *To authorize consent for treatment, please see aƩached consent form*      

Address: _____________________________________________________________________________________ Apt# _________________ 

City: _______________________________________      State ______________________      Zip ___________________ 

Home Phone: (_____) ______-_______ Cell Phone: (_____) ______-_______    

Emergency Contact #2 

❑ Decline to Add 

Last Name: ______________________________________ First Name: ____________________________ Middle Name: ________________ 

Sex: ❑M ❑F RelaƟonship to PaƟent: __________________ *To authorize consent for treatment, please see aƩached consent form*      

Address: _____________________________________________________________________________________ Apt# _________________ 

City: _______________________________________      State ______________________      Zip ___________________ 

Home Phone: (_____) ______-_______ Cell Phone: (_____) ______-_______    

 

INSURANCE INFORMATION 

PRIMARY INSURANCE INFORMATION 

Company Name: ____________________________________________________________________ EffecƟve Date: ______ /_____/______  

ID Number: _______________________________________________ Group Number: ___________________________________________ 

Address: _______________________________________________________________________ City: _______________________________  

State _________ Zip ______________ Phone: (_______) _______-________ 

Subscriber Name: ______________________________________ Birth Date: ____ /____/____ RelaƟonship to PaƟent: _________________       

 

SECONDARY INSURANCE INFORMATION 

Company Name: ____________________________________________________________________ EffecƟve Date: ______ /_____/______  

ID Number: _______________________________________________ Group Number: ___________________________________________ 

Address: _______________________________________________________________________ City: _______________________________  

State _________ Zip ______________ Phone: (_______) _______-________ 

Subscriber Name: ______________________________________ Birth Date: ____ /____/____ RelaƟonship to PaƟent: _________________       

 

 

______________________________________________________________________________________________ Date: ____ /____/____ 

Signature   Print Name and RelaƟonship to PaƟent                  
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Pa3ent Name: ___________________________________________________________________________ Birth Date: _____ /_____/_____ 

 

Pharmacy Authoriza<on 

 

Sunset Pediatrics sends the majority of prescrip8ons electronically, and by signing this consent form you are agreeing that Sunset Pediatrics 

can request and use your prescrip8on medica8on history from other healthcare providers and/or third-party benefit payers for treatment 

and payment purposes.  

Pharmacy Name: ________________________________________________________________________ Phone: (_____) ______-_______   

Address: __________________________________________ City: _______________________________ State ________ Zip ___________ 

 

___________________________________________________________________________________________ Date: _____ /_____/_____ 

Signature   Print Name and Rela8onship to Pa8ent 

 
     

 

AUTHORIZATION AND CONSENT FOR TREATMENT AND ASSIGNMENT OF BENEFITS 

 
I hereby authorize Sunset Pediatrics to provide medical services to the above-named pa8ent and use and release medical informa8on 
required for treatment, payment, and health opera8ons.  
 
____________________________________________________________________________________________ Date: _____ /_____/_____ 

Signature   Print Name and Rela8onship to Pa8ent 
 

 

 

FINANCIAL RESPONSIBILITY 

 

I also assign Sunset Pediatrics all payments to which I am en8tled for medical and surgical expenses. I understand that I am financially 

responsible for all charges whether covered by insurance or not. I also understand that failure to make insurance co-payments at the 8me of 

the visit will result in addi8onal charges. I have received a copy of the current No8ce of Privacy Prac8ces.  

 

____________________________________________________________________________________________ Date: _____ /_____/_____ 

Signature   Print Name and Rela8onship to Pa8ent 
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AUTHORIZATION AND CONSENT FOR TREATMENT OF A MINOR CHILD 

(**Other than primary and/or secondary guardian(s) – One form per child, please) 

I, the undersigned parent, or legal guardian of ______________________________________Patient’s Birth Date: _____ /_____/_____ 
authorize the following individual(s) to accompany my child, make decisions for treatment by a physician, and sign any 
necessary waivers at Sunset Pediatrics in my absence.  

 

Last Name: ___________________________________ First Name: ____________________________  Middle Name: ___________________ 

Address: ___________________________________________ Apt# __________ City: ________________ State ______  Zip ______________ 

Sex: ❑M ❑F RelaƟonship to PaƟent: _____________________ Home Phone: (_____) ______-_______ Cell Phone: (_____) _______-_______ 

 

Last Name: ___________________________________ First Name: ____________________________  Middle Name: ___________________ 

Address: ___________________________________________ Apt# __________ City: ________________ State ______  Zip ______________ 

Sex: ❑M ❑F RelaƟonship to PaƟent: _____________________ Home Phone: (_____) ______-_______ Cell Phone: (_____) _______-_______ 

 

Last Name: ___________________________________ First Name: ____________________________  Middle Name: ___________________ 

Address: ___________________________________________ Apt# __________ City: ________________ State ______  Zip ______________ 

Sex: ❑M ❑F RelaƟonship to PaƟent: _____________________ Home Phone: (_____) ______-_______ Cell Phone: (_____) _______-_______ 

 

Last Name: ___________________________________ First Name: ____________________________  Middle Name: ___________________ 

Address: ___________________________________________ Apt# __________ City: ________________ State ______  Zip ______________ 

Sex: ❑M ❑F RelaƟonship to PaƟent: _____________________ Home Phone: (_____) ______-_______ Cell Phone: (_____) _______-_______ 

 

I understand that this consent authorizaƟon is given in advance of any specific diagnosis, treatment, or hospital care being required 
in order to provide authority for a licensed physician to render any and all diagnosis, treatment, or hospital care deemed advisable by 
the physician aƩending the child. I understand that I am responsible for seƫng any cost arising from this care provided in my 
absence.  

This consent will remain in effect unƟl the child is 18 years of age unless noted here: ______/______/______. (Date to end consent) 

❑ I decline this consent to treat for my child for any person(s) other than the primary and/or secondary guardian(s). 

(Please sign even if declining authorization) 

____________________________________________________________________________________ Date: _____ /_____/_____ 

Signature   Print Name and RelaƟonship to PaƟent              
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FINANCIAL POLICY 
Sunset Pediatr ics  is  committed to providing your chi ld with the best possible medical  care,  and we 
are avai lab le to d iscuss our professional fees with you at any t ime.  Your clear understanding of  our 
f inancia l  pol icy is  important  to our relat ionship.  We participate with most insurance plans.  Al l  
insurance plans have specif ic  ru les and regulat ions regarding the use of  certain labs and treatment 
centers,  as  well  as  referrals  to special ists .  We ask that you be aware of  your plans direct ives and 
inform the doctors of  them so that they can try  as  much as possib le to keep within the scope of  
your plan.  I t  is  important for you to contact your insurance company if  you have any questions 
regarding your benef its ,  and for you to know what your payment obligat ions wil l  be at the t ime of  
service. 

Please note,  Sunset is  an independent medical  off ice and you wil l  receive a separate bi l l  for  
laboratory,  anesthesio logy,  radiology and hospita l  services.  

IDENTIFICATION 
Please provide a val id dr iver’s  l icense or state ID card,  insurance cards and any necessary forms for 
al l  appointments so your insurance can be b i l led in a t imely and accurate manner.  Your insurance 
card contains valuable  information regarding coverage and benef its .  P lease notify  our off ice 
immediate ly  when you change medical  insurance,  home address or telephone numbers. 

COPAYMENTS AND DEDUCTIBLES 
Depending on your insurance pol icy,  a copayment/deductib le may be required at the t ime of  
service.  These payments are expected to be made at the t ime of  your appointment.  We accept 
payment v ia cash,  check,  Visa,  MasterCard,  Discover or American Express.  We also accept Health 
Savings Account (HSA) cards for payment.  I f  you fai l  to make a copay at the t ime of  service,  a $15 
bi l l ing fee wil l  be added to your account.  

Please note that the copayment is  a contractual  requirement from the insurance company and 
cannot be wr itten off  by the cl in ic.  I f  you partic ipate in a High Deductib le Health Plan and have not 
yet paid your deduct ib le in ful l ,  i t  is  l ikely  that any non-preventative services wil l  require payment 
once your insurance policy has processed the cla im. We are happy to discuss arrangements for 
payment by instal lment if  you need to do so.  

Please ensure that if  you are unable to br ing your chi ld in yourself  whoever br ings the chi ld in is  
prepared to make al l  payments.  

CREDIT CARD ON FILE 
Since 2019 Sunset Pediatr ics  requires a l l  pat ients  to keep a card on f i le  in order to  be considered 
act ive pat ients.  When you come in for your chi ld’s  v is i t ,  we wil l  ask  you to provide a credit,  debit 
card,  HSA or HRA to  keep on f i le  for  your chi ld’s  account.  To insure the highest level  of  data 
protection,  your card information is  not s tored at Sunset and is  housed securely  off-s ite with our 
PCI  and HIPAA compl iant card processing company.  After your chi ld’s  appointment,  Sunset wi l l  
courtesy bi l l  any insurance plans we are contracted with and once they have processed your cla im 
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they wil l  send you an Explanation of  Benef its  (EOB) notify ing you of  your share of  the f inancial  
responsibi l i ty .  After your insurance has processed and Sunset has been notif ied of  your remaining 
responsibi l i ty  you wil l  receive a statement from Sunset,  along with a not if icat ion of  when the 
remaining balance owed by you wil l  be charged to your credit/debit card on f i le .  After  your card is  
charged and you wi l l  be emailed a receipt.  The maximum amount your card wil l  ever be charged at 
one t ime is  $250.  I f  your balance is  larger than that,  a member of  our bi l l ing staff  wil l  contact you 
to arrange payment.  I f  you wish to be on a payment plan,  you must  contact our off ice as soon as 
you receive your EOB and/or statement and we wi l l  be happy to set that up.   

NON-SUFFICIENT FUNDS 
When checks are returned to Sunset Pediatr ics  for  non-suff ic ient funds,  a $35 charge wi l l  be added 
to your account,  and we wi l l  no longer be able to accept checks as forms of  payment for 
outstanding balances.  

NO PROOF OF INSURANCE 
I f  you do not provide proof  of  val id insurance coverage or Sunset is  unable to verify  e l igibi l ity  at 
any appointment,  you wi l l  be required to s ign a f inancial  responsib i l ity  waiver at the t ime of  
service.  This  waiver states you wi l l  be responsible for ful l  payment of  any services performed at 
that v is it  at  the t ime of  service. 

PATIENTS WITHOUT INSURANCE COVERAGE 
We are happy to work with fami l ies  that prefer to pay direct ly  for  services or do not have 
insurance.  For such patients,  a t ime of  service discount of  20% wil l  be applied to  the bi l l  i f  paid at 
the t ime of  service.  New pat ients must pay total  amount for  services at the t ime of  their  
appointment.  For established pat ients,  a $100 deposit  may be made,  and any remaining balance can 
be set up on a payment plan.  

GOOD FAITH ESTIMATES 
Patients who don’t have insurance or who are not using insurance have the r ight to receive a “Good 
Faith Est imate” of  how much their  medical  care wil l cost.  

Your Rights Under the No Surprises Act 

•  You have the r ight to receive a Good Faith Estimate for the total  expected cost of  your v is it .  
This  includes any known related costs,  such as routine immunizat ions,  screenings,  and 
labs.  Est imates do not include unknown or unexpected costs.  Charges for  unforeseen 
services,  such as labs,  tests,  x-rays,  or  same-day procedures wil l  be added to your f inal  b i l l .  

•  Healthcare providers are required to provide a Good Faith Est imate in wr it ing at least one 
(1)  business day before your scheduled appointment.  You can also ask us or any healthcare 
provider for  a Good Faith Est imate before you schedule an item or service. 

•  I f  you receive a bi l l  that is  at least $400 more than your Good Faith Estimate,  you can 
dispute the bi l l .  

•  Make sure to save a copy of  your Good Faith Estimate.  

COLLECTIONS 
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Any amount indicated as pat ient responsibi l i ty  by your insurance company is  due upon receipt of  
that determinat ion.  Accounts with balances exceeding 60 days wil l  incur a late fee of  $50. Accounts 
with balances exceeding 90 days wi l l  be released to a col lect ion agency.  In the unfortunate event 
that we need to ass ign an account to a col lection agency,  an addit ional fee of  $150 wil l  be added to 
the delinquent balance on the account.  Famil ies  with any account sent to col lections wi l l  
automatical ly  be dismissed from the practice .  

PATIENTS 18 YEARS AND ABOVE 
You wi l l  be responsible for  charges accrued by chi ldren who have turned 18 unti l  you not ify  Sunset 
Pediatr ics  in writ ing,  pr ior  to services being provided,  that you no longer accept f inancial  
responsibi l i ty .  State laws prohibit  us  from discussing medical  information with the parent,  even if  
they carry insurance on the pat ient,  unless the patient gives permiss ion and completes a release of  
information form. 

CANCELLATION/NO SHOW FEE 
Missing an appointment without giv ing prior  notice to the pract ice  deprives other patients of  the 
chance to see the doctor.  We require 24 hours’  notice to reschedule or cancel any appointment.  
Fai lure to notify  the c l inic at least 24 hours pr ior  to the appointment wi l l  result  in a no-show fee of  
$75.  Three or more no show appointments with in a family  (among al l  s ib l ings)  may result  in 
dismissal  from the practice.  New pat ients that do not provide not ice and miss their  f irs t  
appointment wi l l  be advised to seek care at another pediatr ic cl in ic.  

PATIENT PRIVACY PRACTICES 
We are committed to ensuring your chi ld’s  Protected Health Information (PHI)  remains conf identia l .  
Your chi ld’s  paper and electronic medical  records are safeguarded and released only with your 
consent,  or  to your insurance carr ier,  other medical  professionals  directly  involved with your 
chi ld’s  care,  or  as  required by law.  Our Notice of  Pr ivacy Practices policy,  which explains  how your 
chi ld’s  medical  information may be used and disclosed,  is  avai lab le for your review or you are 
welcome to have a copy.  I f  you would l ike to release your chi ld’s  PHI  to another doctor or faci l i ty ,  
you wil l  be required to  f i l l  out a separate form to request records. 

MISSED APPOINTMENT POLICY/OUTSIDE SERVICE FEES: 
We must be notif ied at least  24 hours in advance of an appointment cancellat ion/need to 
reschedule.  A $75 fee may be charged for a no show or late cancel lation of  appointments.  Payment 
of  this  fee is  the responsibi l ity  of  the pat ient  and is  not  covered by insurance.  You may incur 
addit ional charges from providers outs ide your network for  procedures done outside of  our cl inic 
that may not be a part  of  your exam. This  can include laboratory,  anesthesiology,  radiology and/or 
hospita l  service fees. 

 

FAQS 
What is a deductible and how does it  affect me? 
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An annual deductib le is  the dollar  amount you must pay out of  pocket during the year for  
medical  expenses before your insurance begins to pay.  

How wil l  I  know when my deductible has been met? 

You can cal l  your insurance at any t ime to check on how much of  your deductible has been 
met.  Some insurances have this  information avai lab le onl ine.  You should receive notif icat ion 
from your insurance company with how much they paid or d id not pay when they send you 
an Explanat ion of  Benef its  (EOB).  

What if  I  don’t  know what my insurance benefits are? 

Your insurance p lan is  a contract between you and your insurance company,  even if  your 
employer provides it .  We provide medical  services and submit the cla im on your behalf  i f  it  is  
an insurance p lan we contract with.  We do our best to verify  your benef its  pr ior  to the 
appointment (s ick or well)  to make sure we col lect the appropriate amount owed or to make 
sure your v is it  wi l l  be covered by your plan; however,  it  remains the policy holder’s  
responsibi l i ty  to know their  insurance pol ic ies.  

But wait,  I ’m nervous about leaving you my credit  card information. 

We do not store your sensit ive credit  card information in our off ice.  Once the card is  swiped,  
only the last four digits  of  your account number is  v is ible to our staff .  Your account 
information is  s tored on with a secure,  PCI  and HIPAA compl iant card processing company 
and is  only  accessed to process your payment and emai l  you a receipt once the payment is  
processed.  Your credit  card on f i le  is  cons idered protected health information under HIPAA,  
and therefore far  more secure than most retai l  establishments as i t  re lates to ident ity  theft.  

I  have a Health Savings Account (HSA) or a Flex Spending Account (FSA),  can I  leave that on f i le? 

Yes,  you can keep your HSA,  HRA or FSA card on f i le,  however,  we may require an addit ional 
card to be kept on f i le  should the funds in your account become insuff ic ient.  

Isn’t  this pol icy the same as “signing a blank check”?  

No, Sunset Pediatr ics  wi l l  on ly  charge your card for the amount your insurance company 
states is  your responsibi l ity .  Al l  credit  card contracts  give cardholders the r ight to challenge 
any charge against their  account.   

I  have insurance through the State of Oregon Health Plan.  Am I  required to place a card on fi le? 

You wi l l  be required to place a card on f i le  i f  you request appointments for 
e lective/uncovered services such as wart removals  or  c ircumcis ions.  
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DIVORCED OR SEPARATED PARENT/GUARDIAN POLICY 
OUR FOCUS IS THE CARE AND WELLBEING OF YOUR CHILD(REN). WE ARE UNABLE TO 
MEDIATE BETWEEN ANY PERSONAL ISSUES CONCERNING THE CHILD’S PARENTS OR 
GUARDIANS. 

•  Please m ake dec is ions r egard ing v acc inat ing y our  ch i ld (ren) ,  c i rcum cis ion ,  r eproduct ive  
educat ion ,  e tc .  pr ior  to v is i t ing  our  pr act ice .  
 

•  Ei ther  par ent or  lega l  guard ian can  schedule  an appointment for  the ir  chi ld,  be present for  the 
v is i t ,  and/or  obtain a  copy of  the chi ld’s  m edical  recor d .  Any r estr ict ions  on par enta l  
inv o lvement in  the chi ld ’s  care  must  be c lear ly  presented v ia  a  cour t  i s sued docum ent ,  a  copy of  
which  should  be sent  to Sunset .  Un less  such a  court  or der  ex is ts  in  the chi ld’s  r ecor d ,  we cannot  
l imi t  the other  parent ’s  inv o lvement in  y our  ch i ld’s  car e .  

 
•  Pay ment  ( co-pays ,  deduct ib les,  e tc. )  i s  due at  the t im e of  serv ice  regar d less  of  which  parent is  

responsib le  for  m edica l  cover age.  We are not  a  par ty  to y our  d iv or ce agreem ent .  We wi l l  co l lect  
pay ment  due  fr om the parent  who br ings  the ch i ld  to the v i s i t .  I f  the div or ce decr ee  requ ir es  the 
other  par ent to pay  a l l  or  par t  of  the  tr eatm ent  costs ,  i t  is  the author iz ing par ent ’s  responsib i l i ty  
to co l lect  f r om the other  par ent .  

 
•  Both parents/ legal  guar dians can s ign a  “Consent  to Treat”  for m.  Th is  means other  persons  ( l i ke  

grandparents ,  nann ies ,  etc . )  are author ized to br ing y our  ch i ld  to our  pr act ice and can consent 
for  tr eatm ent dur ing that  v is i t .  We wi l l  not  be  invo lved in  any  d isputes r egard ing named 
ind iv idua ls  on y our  ch i ld (ren) ’s  consent to  tr eat  form  un less  other wise  order ed  by  court  
docum entat ion .  

 
•  Both parents/ legal  guar dians can see who i s  named on each other ’s  for ms;  however ,  we wi l l  not  

comply  w ith r equests  to  e l im inate nam es on the  other ’s  for m,  un less  ins tructed by  the Court .  
P lease re fer  these r equests  to y our  a ttor ney.  

 
Addi t ional ly ,  S unset  pr ov iders  and s taf f  cannot :  
 

•  Cal l  the non-attend ing parent  for  consent pr ior  to treatment or  infor m the other  par ent  
whenever  v i s i t s  are scheduled .  
 

•  Cal l  the non-attend ing parent  af ter  a  ch i ld ’s  v i s i t to  com municate care  inform at ion .  
 

•  Tolerate appointment schedul ing/cancel l ing  patterns of  behav ior  between par ents .  
 
 
 
Please note: should the issues that come between parents become disruptive to our practice or impede the care of children, we 
reserve the right to discharge your family from further treatment. 
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FINANCIAL RESPONSIBILITY AGREEMENT 
 

I  her eby ack nowledge that :  

 

•  Sunset Ped iatr ics  w i l l  b i l l  a l l  insurance com panies that  they  ar e contr acted with as  “network ”  
prov ider s  as  a  cour tesy  to their  pat ients .  I  author ize S unset  Pediatr ics  to r e lease  any  in format ion 
requested by  the insurance com pany/com panies  or  r espect ive r epresentat iv es  and act  as  my 
agent to secur e paym ent for  a l l  serv ices  r ender ed.  
 

•  I  author iz e  a l l  insurance  pay ments  to be made d i rect ly  to Sunset  Ped iatr ics .   
 

•  As the pat ient  or  lega l  guar d ian of  a  m inor  pat ient  I  acknowledge ful l  f inanc ia l  r espons ib i l i ty  for  
serv ices  render ed  by  Sunset  Ped iatr ics  to me or  my dependents  and author ize tr ansfer  of  a l l  
unpa id am ounts  to m e,  which  includes,  but  i s  not  l im i ted to,  co-pay s ,  deduct ib les ,  co- insur ance ,  
pre-ex is t ing c lauses ,  exc luded condi t ions and/or  ter minat ion  of  cov erage .   
 

•  I  agree to pay  a l l  legal  fees inc lud ing at torney and court  fees  as  we l l  as  col lect ion costs  in  the  
event  of  defau l t  paym ent of  char ges that  ar e my  f inancia l  r esponsib i l i ty .   
 

•  I  ack nowledge that  I  hav e receiv ed  access  to the  “Notice of  Pr iv acy  Pract ices”  for  Sunset  
Ped iatr ics .  I  have  read  and understand the “Oregon Referr a l  R ights”  po l icy .  
 

•  I  under stand that  no warranty  or  guar antee has been made to me r e lat iv e to r esu l t  in  care or  
medica l  outcom e.  

 
•  I  under stand that  I  accept  the  term s out l ined in  each  of  the above  s tated po l ic ies .  

 

__________________________________________________________________________________________ 

S ignature                                                                           Date   

__________________________________________________________________________________________ 

Pr int  Nam e                                                                          Re lat ionship to Pat ient   

Children’s NamesChildren’s NamesChildren’s NamesChildren’s Names    

 
Last Name: ________________________ First Name: ________________________ Middle Name: _______________ Birth Date: ____ /____/____      

Last Name: ________________________ First Name: ________________________ Middle Name: _______________ Birth Date: ____ /____/____      

Last Name: ________________________ First Name: ________________________ Middle Name: _______________ Birth Date: ____ /____/____      

Last Name: ________________________ First Name: ________________________ Middle Name: _______________ Birth Date: ____ /____/____      
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Sunset Pediatrics, LLC 9155 SW Barnes Road Suite 840 Portland Oregon 97225 I Phone: (503)296-7800 I Fax: (503)291-1584 

 

PATIENT PORTAL POLICY 

WHAT IS A PATIENT PORTAL? 

Sunset Pediatrics provides exclusive portal use for established patients. The patient portal is designed to enhance patient - provider 
communication. The secure portal is a way to view certain health information for child and communicate non-urgent information 
with our staff.  

Some features offered with this service include:  

• The ability to view patient demographic information and send requests to our staff to update information. If you have 
access to more than one child’s account, you will need to make updates for each patient individually.  

• Health summary information after your visit with the pediatrician 
• Patient statements and online payments 
• Immunization records 
• Upload documents and pictures for the doctor to review 
• Message with your provider and medical staff any non-urgent questions 

 
HOW DO I SIGN UP FOR THE PATIENT PORTAL? 

Once you have established with Sunset Pediatrics, a patient portal will automatically be created for you and your child. When you 
come into our clinic for the first time, you will be asked to physically sign the patient portal form. This form can also be found on our 
website.  
If we create a portal for you, you will be emailed a username and temporary password. Once you log in, it will ask you to create a 
new password.  
 
PATIENT PORTAL IS NOT INTENDED FOR THE FOLLOWING: 

• Diagnosis or extended treatment. All advice that is given over the patient portal is for routine, non-urgent inquiries. Should 
our team need additional information, they will reach out to you. All responses via the patient portal are at the discretion of 
the physician and their staff. They reserve the right to require an in-person or telehealth appointment to provide a 
diagnosis and treatment plan.  

• Emergency communication. Communication through the portal is restricted to non-urgent issues. If you believe your child is 
experiencing an emergency, please call 9-1-1 or go to the closest emergency room.  

 
RESPONSES FROM STAFF 

Our system will notify us when we have messages. We will respond to the within 24 to 48 business hours.  
 
PROTECTING YOUR CHILD’S PRIVATE HEALTH IINFORMATION: 

While we work hard to ensure that all communication through the portal is secure, it is imperative that Sunset Pediatrics has your 
correct and current email address and that you inform us to any changes to your email. It is your responsibility to make sure your 
login information is protected from unauthorized persons. If you think someone has learned of your password, please change it or 
call our office for assistance. Your email address is confidential and protected information. We will never purposefully share this 
information with a third party. 
 
ACCESS FOR CHILDREN OVER THE AGE OF 14 YEARS OLD: 

According to Oregon Law (ORS 109.640 and ORS 109.67), minors 14 years of age or older can consent to treatment without parent 
consent, and as such, we need to extend confidentiality to those patients as we would an adult. For this reason, patients 14 years of 
age and older who wish their parent to have access to their patient portal, will be asked to sign a release form granting access to 
their requested responsible party. Without a signed release form, access to the portal account will be disabled for responsible 
parties when the patient turns 14 years of age. This form can be found on our website or in our clinic.          (Revised: 10/2024)    



Patient Portal Access Form (Under 18 years of age)        
Sunset Pediatrics, LLC – 9155 SW Barnes Road Suite 840 Portland, Oregon 97225 
Phone: (503)296-7800 Fax: (503)291-1584 Email: records@sunsetpediatrics.com       Today’s Date: _____/_____/_____ 

Patient Name: _________________________________________________________________________________ Date of Birth: _____/_____/_____ 

RESPONSIBLE PARTY REQUESTING ACCESS 

Person Requesting Access Name: ________________________________________________________________________________________________ 

Birth Date: _____ /_____/_____       Sex: ❑M ❑F      Relationship to Patient: _________________________ 

Address: ____________________________________________________________________________________________________ Apt# _________________ 

City: _______________________________________      State _______________________      Zip ___________________ 

Phone: (______) ______-________  ❑Home ❑Cell ❑Other _______________ Email Address: _________________________________________________ 

AGE OF CHILD 
❑ Under 14 years of age (Requesting party, please initial the protected/sensitive section then continue the bottom of the form to sign & date) 

❑ Over 14 years of age (Requesting party, please have your child initial the protected/sensitive section and then both you and your child’s signatures 

are required at the bottom of the form) 

 (**The following types of sensitive information will NOT be released without INITIALS. If you do not initial the 5 sections 
or if your child is over the age of 14 years and they do not initial all 5 sections, portal access will NOT be granted**) 

By initialing, I authorize the release of the following protected or sensitive information: 
______ HIV/AIDS Information ______ Birth Control/STI Information ______ Genetic Testing Information 

______ Mental Health Information (Incl. ADHD/Developmental Disability Information) ______ Drug/Alcohol Diagnosis, Treatment, or 
Referral Information 

I understand that information used or disclosed pursuant to this authorization may be subject to re-disclosure and no longer protected under federal 
law. I also understand that federal or state law may restrict re-disclosure of HIV/AIDS, mental health information, genetic testing information, and 

drug/alcohol diagnosis, treatment, or referral information. 
You do not need to sign this authorization. Refusal to sign will not adversely aGect your ability to receive health care services or reimbursement for 
services. The only circumstances when refusal to sign means you will not receive healthcare services is if the healthcare services are solely for the 

purpose of providing health information to someone else and the authorization is necessary to make that disclosure. Your refusal to sign this 
authorization does not adversely aGect your enrollment in a health plan or eligibility for health benefits unless the authorized information is 

necessary to determine if you are eligible to enroll in the health plan. 
You may revoke this authorization in writing at any time. If you revoke your authorization, the information described above may no longer be used or 

disclosed for the purposes described in this written authorization. Any use or disclosure already made with your permission cannot be undone. 
To revoke this authorization, please send a written statement to 9155 SW Barnes Rd. Suite 840 Portland, OR 97225 Attn: Medical Records Coordinator 

and state that you are revoking this authorization. Unless revoked, this authorization will remain in eGect for as long as I maintain a patient portal 
account. 

ACKNOWLEDGEMENT AND AGREEMENT 
I acknowledge that I have read and fully understand this consent form and the policies regarding the patient portal and those 
that appear at login. I understand the risks associated with online communications between my provider and me, and consent 
to the conditions outlines herein. In addition, I agree to follow the instructions set forth herein, including the policies set forth 
in the log in screen, as well as any other instructions that my provider may impose to communicate via online 
communications. I understand that the patient portal is an optional service, and that Sunset Pediatrics reserves the right to 
suspend or terminate it at any time and for any reason. I understand and agree with the information that has been provided. 

❑ I decline portal access for myself and/or child. (Please sign even if declining authorization)(Please sign even if declining authorization)(Please sign even if declining authorization)(Please sign even if declining authorization)    
______________________________________________  ___________________________________________________    _____ /_____ /_____ 

Signature of Parent/Responsible party (REQUIRED)    Print Name (REQUIRED)                Date Signed (REQUIRED) 
 

______________________________________________  ___________________________________________________    _____ /_____ /_____ 
Signature of Patient (14 years of age and over) (REQUIRED)  Print Name (REQUIRED)                Date Signed (REQUIRED) 

            (Revised 10/2024) 



Authorization to Use/Disclose Health Information 
Sunset Pediatrics, LLC – 9155 SW Barnes Road Suite 840 Portland, Oregon 97225 
Phone: (503)296-7800 Fax: (503)291-1584 Email: records@sunsetpediatrics.com 

 
Patient Name: _________________________________________ Date of Birth: _____/_____/_____ Phone: (______) ___________ 

I authorize Sunset Pediatrics to: 
Receive my specific health information from the person(s) listed below: 

 
Clinic/Hospital/Name of Person(s): ___________________________________________________________ 

Address: ______________________________________________________ City: _______________ State: ______ Zip: ____________ 

Phone: ________________________ Fax: ________________________ Email: _____________________________ 

 
 

My health information may be: (check all that apply):  ❑ Physically Exchanged ❑ Electronically Exchanged 
Indicate the type of information to be released: 

❑All healthcare information (if patient is transferring care) 
❑Information specific to the following treatment, condition, dates of treatment, or other (please explain):   

______________________________________________________________________________ 
Reason for Disclosure: ❑Transferring Care ❑Legal ❑Personal Use ❑Insurance ❑ Immunizations Only ❑Other (please explain): 

_______________________________________________________________________________ 
Protected or Sensitive Information 

 
Sunset Pediatrics reserves the right to reject this authorization form if the legal authority of the representative cannot be validated. I 

understand that certain information cannot be released without specific authorization as required by State/Federal law. 

 
By initialing, I authorize the release of the following protected or sensitive information: 

**The following types of sensitive information will NOT be release without INITIALS: 
____ HIV/AIDS Information ____ Birth Control/STI Information ____ Genetic Testing Information 

____ Mental Health Information (Incl. ADHD/Developmental Disability Information) ____ Drug/Alcohol Diagnosis, Treatment, or Referral 
Information 

 
I understand that information used or disclosed pursuant to this authorization may be subject to re-disclosure and no longer protected under federal law. I 
also understand that federal or state law may restrict re-disclosure of HIV/AIDS, mental health information, genetic testing information, and drug/alcohol 

diagnosis, treatment, or referral information. 
You do not need to sign this authorization. Refusal to sign will not adversely affect your ability to receive health care services or reimbursement for 

services. The only circumstances when refusal to sign means you will not receive healthcare services is if the healthcare services are solely for the purpose 
of providing health information to someone else and the authorization is necessary to make that disclosure. Your refusal to sign this authorization does 

not adversely affect your enrollment in a health plan or eligibility for health benefits unless the authorized information is necessary to determine if you are 
eligible to enroll in the health plan. 

You may revoke this authorization in writing at any time. If you revoke your authorization, the information described above may no longer be used or 
disclosed for the purposes described in this written authorization. Any use or disclosure already made with your permission cannot be undone. 

To revoke this authorization, please send a written statement to 9155 SW Barnes Rd. Suite 840 Portland, OR 97225 Attn: Medical Records Coordinator and 
state that you are revoking this authorization. 

 
        I have read and understand this authorization. Unless revoked, this authorization expires the earlier of 180 days from the date of signing, or the end    of 

the period reasonably needed to complete the disclosure for the above-described purpose. 
 

X _______________________________________  X _____________________________________________    X ____ /____ /____ 
Signature of Parent or Legally Responsible Person (REQUIRED)  Print Name AND Relationship     Date Signed 

 
X _______________________________________  X _____________________________________________   X ____ /____ /____ 

Signature of Patient if 14+ (REQUIRED)    Print Name      Date Signed 
   *Rev. 12/2023. 

 




