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PATIENT POLICIES OF MOUNTAIN AREA PEDIATRIC 
 

Patient Name: ________________________   DOB: __________________ 
 

Acknowledgement of Receipt of Notice of Privacy Practices 
 

I have been presented with a copy of the Notice of Privacy Practices, detailing how my health information and/or 

my child’s health information may be used and disclosed as permitted under federal and state law, and outlining 

my rights regarding my health information and/or the health information of my child. 

 

 

Parent or Legal Guardian Name: __________________ Relationship to Patient: _______________ 

 

Parent or Legal Guardian Signature: _____________________________ Date: _______________ 

 

Authorized Financial Consent 
 

I authorize and consent to the release of any medical and/or personal information related to my child(ren) that is 

necessary to process insurance claims. I also authorize and consent to the release of information to any hospital, 

physician, or other health care provider that may assist my child(ren) when referred by Mountain Area Pediatric 

Associates, P.A. for further evaluation and/or treatment.  

 

I authorize payment of insurance claims filed to be made to Mountain Area Pediatric Associates, P.A., or the service 

provider. This authorization and consent to payment to Mountain Area Pediatric Associates, P.A. or the service 

provider will remain in effect until revoked by me in writing. A photocopy of this authorization is to be considered 

sufficient proof of authorization.  

 

I acknowledge that fees for office services, procedures, immunizations, etc. are to be paid at the time of service 

unless other arrangements have been made with a Patient Accounts Representative or the Practice Manager. I also 

acknowledge that as long as Mountain Area Pediatric Associates, P.A. is a participating provider with my insurance, 

they will complete claims filing on my behalf for services rendered. If Mountain Area Pediatric Associates, P.A. is 

not a participating provider with my insurance plan, payment in full is expected at the time of every visit in order 

for Mountain Area Pediatric Associates, P.A. to file the claim on my behalf. 

 

Parent or Legal Guardian Name: __________________ Relationship to Patient: _______________ 

 

Parent or Legal Guardian Signature: _____________________________ Date: _______________ 

 

General Consent to Treat a Minor 
 

I hereby authorize the healthcare providers and clinical staff at Mountain Area Pediatrics to provide medical care 

and treatment to my child listed above. This includes, but is not limited to: 

 

• Routine well and sick visits 
• Physical examinations 

• Diagnostic procedures (e.g., lab tests, imaging) 

• Administration of medications, vaccines, and treatments 

• Emergency care as deemed necessary by the provider 

http://www.mountainareapeds.com/
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I understand that this consent applies to all visits and services provided by Mountain Area Pediatrics unless 

revoked in writing. 

 

I acknowledge that I have the legal authority to grant this consent and that I may revoke it at any time by 

notifying the practice in writing. 

 

Parent or Legal Guardian Name: __________________ Relationship to Patient: _______________ 

 

Parent or Legal Guardian Signature: _____________________________ Date: _______________ 

 

Code of Kindness for Patients, Parents, and Visitors 
 

Mountain Area Pediatrics is committed to providing a safe, respectful environment for our staff, patients, and 

families. We ask that all patients, parents, and visitors refrain from behaviors that are disruptive or pose a threat 

to others. Please supervise children at all times. If you experience or witness inappropriate behavior, please 

notify a staff member. Disruptive conduct may result in removal from the facility and/or dismissal from the 

practice. 

 

Parent or Legal Guardian Name: __________________ Relationship to Patient: _______________ 

 

Parent or Legal Guardian Signature: _____________________________ Date: _______________ 

 

Guidelines for Shared Custody Situations 
 

To ensure a respectful and efficient environment, our staff—including providers, nurses, medical assistants, office, 

and billing teams—cannot mediate disputes between parents or guardians, whether in person or over the phone. 

We ask that all decisions regarding appointments, vaccinations, and procedures be made prior to your visit. Unless 

a valid court order is on file in the patient’s medical record, both parents have equal rights to access their child’s 

health information and participate in care. It is the responsibility of both parents to communicate with one another 

about the child’s medical needs and appointments, as our practice does not serve as an intermediary. 

 

Thank you for helping us create a kind and respectful space for everyone. 

 

 

Parent or Legal Guardian Name: __________________ Relationship to Patient: _______________ 

 

Parent or Legal Guardian Signature: _____________________________ Date: _______________ 

 

Patient Vaccine Coverage Acknowledgment Form 
 

We want to make sure your child receives all recommended vaccines without unexpected costs. In July 2025 the 

CDC updated its vaccine policy, and we’re working hard to follow the new guidelines while keeping care affordable. 

As part of this change, we will continue to work with you to verify whether your child qualifies for the Vaccines for 

Children (VFC) program. This program provides free vaccines to children who meet certain eligibility criteria — 

including being uninsured or enrolled in Medicaid. Unfortunately, patients considered underinsured are required to 

visit certain facilities that provide these vaccines. 

We utilize multiple tools to check insurance eligibility. However, sometimes the information we receive doesn’t 

clearly show whether a child is underinsured — meaning their insurance doesn’t cover vaccines or applies high out-

of-pocket costs. 

If you think your child might be underinsured, please let our staff know. We’ll work with you to determine 

eligibility. Our goal is to protect your child’s health while minimizing your costs. Thank you for partnering with us in 
that mission. 

By signing below, you acknowledge and agree to the following: 
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• I understand that underinsured patients are not eligible to receive VFC vaccines at this clinic. 

• I understand that vaccine coverage may vary by insurance plan, and I may be responsible for costs not 

covered. 

• I understand that the clinic will make reasonable efforts to help clarify coverage and provide guidance on 

alternative options if needed. 

• I understand that underinsured patients may contact their local health department to receive vaccines at no 

cost. 

   

Parent or Legal Guardian Name: __________________ Relationship to Patient: _______________ 

 

Parent or Legal Guardian Signature: _____________________________ Date: _______________ 

 

No Call No Show Policy 
 

Mountain Area Pediatric Associates (MAPA) is committed to providing timely access to care. To ensure appointment 

availability and respect for our providers’ time, we have established the following policy: 

 

General Expectations 

• If a patient cannot attend an appointment, their representative must cancel with at least 4 hours’ notice. 

• Failure to cancel within this timeframe is considered a “No Show.” 

• Reminder systems (calls, texts, emails, appointment cards) are provided as a courtesy. The patient's 
representative is ultimately responsible for keeping appointments. 

 
New Patients 

• Must arrive 15 minutes early for their first appointment. 

• A first No Show triggers a warning letter. 

• A second No Show may result in dismissal from MAPA. 

 
Established Patients 

• No Shows are tracked over a 24-month period.  

o 1st No Show: Warning letter and documentation in the patient record. 

o 2nd No Show: Final warning from the attending physician. 

o 3rd No Show: A dismissal letter will be sent, and MAPA will only address acute care needs for 30 

days post-dismissal. 

 
Additional Guidelines 

• Double appointments (e.g., two siblings) that result in a No Show will lose the privilege of scheduling 
double appointments in the future. 

• Dismissal decisions are made by the MAPA Board of Directors—not individual providers. 

• Family-wide impact: No Show counts and dismissal decisions apply to the entire family unit. 

• Appeals must be submitted in writing to:  

Mountain Area Pediatric Associates, P.A 

Attention: Board of Directors 

500 Centrepark Drive, Asheville, NC 28805 

info@mountainareapeds.com  

 

Appeals are reviewed at the next Board meeting, and decisions are mailed to the last address on 

record. 

 

Parent or Legal Guardian Name: __________________ Relationship to Patient: _______________ 

 

Parent or Legal Guardian Signature: _____________________________ Date: _______________ 
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