
Briarcliff Pediatrics, P.C.  
2849 Henderson Mill Rd, Suite A 

Atlanta, GA 30341  (770) 939-7676 

 HOW DID YOU HEAR ABOUT BRIARCLIFF PEDIATRICS? _____________________________________________ 

PATIENT’S NAME: ____________________________________ TODAY’S DATE: ___________________________ 

BIRTHDATE: ________________________ SEX: ___________ PHONE: (_____) ____________________________ 

STEET ADDRESS: _____________________________________________________________________________  

CITY/STATE: _______________________________________ ZIP CODE: ______________ COUNTY: __________

 PARENTS/GUARDIAN 

PARENT’S NAME (1):___________________________ BIRTHDATE: _____________ MARITAL STATUS: __________     

STREET ADDRESS: ___________________________________ PHONE: (_____) ____________________________ 

CITY/STATE: _________________________________________ ZIP CODE: ____________ COUNTY: __________  

EMPLOYER: _____________________________ WORK PHONE: (____) ______________ EXT: _________________     

PARENT’S NAME (2): ___________________________ BIRTHDATE: _____________ MARITAL STATUS: __________ 

STREET ADDRESS: ____________________________________ PHONE: (_____) ___________________________ 

CITY/STATE: __________________________________________ ZIP CODE: ___________ COUNTY: __________ 

EMPLOYER: _____________________________ WORK PHONE: (____) ______________ EXT: _________________ 

I NSURANCE INFORMATION 

PRIMARY INSURANCE COMPANY: _____________________________ POLICY HOLDER: ______________________ 

MEMBER ID# _________________________________  GR. # ___________ 

CLAIMS ADDRESS: _________________________________________ PHONE: (____) ______________________ 

CITY/STATE: __________________________________________ ZIP CODE: _____________________________ 
      METHOD OF PAYMENT:  ___ VISA/MC ___ CASH 

COPAY $ __________________ DEDUCTIBLE $ _______________                                          ___ AMEX      ___ CHECK  

 
 
 
 

AUTHORIZATION & RELEASE 
I AUTHORIZE THE DOCTOR TO RELEASE ANY INFORMATION INCLUDING THE DIAGNOSIS AND THE RECORDS OF ANY 
TREATMENTS OR EXAMINATIONS RENDERED TO MY CHILD DURING THE PERIOD OF SUCH CARE TO THE THIRD PARTY PAYORS 
AND/OR HEALTH PRACTITIONERS.  MY SIGNATURE BELOW INDICATES THAT I HAVE BEEN PROVIDED WITH A COPY OF THE 
NOTICE OF PRIVACY PRACTICES. 

I AUTHORIZE AND REQUEST MY INSURANCE COMPANY TO PAY DIRECTLY TO THE DOCTOR INSURANCE BENEFITS OTHERWISE 
PAYABLE TO ME. I UNDERSTAND THAT MY INSURANCE CARRIER MAY PAY LESS THAN THE ACTUAL BILL FOR SERVICES. I AGREE 
TO BE RESPONSIBLE FOR ALL SERVICES RENDERED ON MY BEHALF OR FOR MY DEPENDENTS. 

I ALSO UNDERSTAND THAT BRIARCLIFF PEDIATRICS HAS A NO SHOW POLICY REGARDING MISSED APPOINTMENTS, 
WHICH IS ON THEIR WEBSITE, AND AGREE TO ABIDE BY THIS POLICY. 

THE PARENT/LEGAL GUARDIAN MUST ACCOMPANY CHILD FOR ALL WELL CHILD CHECK UPS. 

______________________________________________________  ____________________________ 
SIGNATURE OF PARENT/GUARDIAN DATE  

***By submitting your completed forms via email , you are acknowledging that you are sending protected health information via non-encrypted 
email and there is a risk that your health information could be compromised.



Briarcliff Pediatrics, P.C. 
2849Henderson Mill Rd. 

Suite A 
Atlanta, GA  30341 

   ((770) 939-7676 

AUTHORIZATION FOR TREATMENT OF A CHILD (for Sick visit only) 
IN THE ABSENCE OF PARENT OR LEGAL GUARDIAN 

Parent/Legal Guardian must accompany child for all Well Child Check-ups. 

Child’s name: ________________________________ Date of Birth: _________________ 

Authorization given to: 

1. Adult’s name: _________________________ Relation to Child: ____________________

2. Adult’s name: _________________________ Relation to Child: ___________________

I, the undersigned parent or legal guardian of the above named child, give permission to the 
adult(s) named above to act on my behalf to obtain medical care and treatment needed for my 
child as deemed advisable by Dr. Raymond Deeb, M.D.   

Parent or Legal Guardian: _______________________ Signature: __________________ 

Relationship to Child: __________________________ Date: _____________________ 

***By submitting your completed forms via email , you are acknowledging that you are 
sending protected health information via non-encrypted email and there is a risk that your 
health information could be compromised.



 Briarcliff Pediatrics, P.C. 
“For A Healthy Journey Through Childhood” 

 Raymond Deeb, M.D. 
Ashley Brown, M.D.
2849 Henderson Mill Road 

Suite A 
Atlanta, GA 30341 

Phone (770) 939-7676 
  Fax (770) 939-7620 

       Medical Records Request Form 
Previous Doctor Info:  Patient Name/ D.O.B 

 ----------------------------  ---------------------------- 
 ----------------------------  ---------------------------- 
 ----------------------------  ---------------------------- 

 I, __________________, Authorize ______________________ 

 TO FORWARD MY CHILD’S RECORDS TO: Briarcliff Pediatrics, P.C. 
 2849 Henderson Mill Road, Suite A 
 Atlanta, GA 30341 
 Phone 770-939-7676 

Please mail the records to us. Thank you. 

I understand this authorization includes releases of all medical records including HIV 
records, Psychiatric Mental Illness, Drug/Alcohol abuse records, Venereal Disease and any 
other statutory protected diseases. This authorization and consent will expire ninety (90) 
days following the date signed. I understand that I may revoke this authorization and 
consent at any time except to the extent that action has previously taken in reliance 
hereof. 

Parent/ Guardian Signature: ______________________Date: __________ 

***By submitting your completed forms via email , you are acknowledging that you are sending protected 
health information via non-encrypted email and there is a risk that your health information could be 
compromised.



***By submitting your completed forms via email , you are acknowledging that you are sending protected health information via non-encrypted email and there is a risk that your health 
information could be compromised.



***By submitting your completed forms via email , you are acknowledging that you are sending protected health information via non-encrypted email and there is a risk that your health 
information could be compromised.
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