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Step Up to Strength Vitality & Wellness Program

Thank you for joining us in the Let’s Move! And Step Up to Health Wellness Program co-sponsored by The American Academy of Pediatrics, The National Parks and Recreation Association, and the National Institute of Health (NIH).

I ___________________________________________________, understand that I will be asked to answer questions related to my knowledge, attitudes, and behaviors regarding heart-healthy habits of nutrition and physical activity.  All of my answers will be kept confidential and my individual scores will not be reported to anyone.  Only group scores will be used to gain some understanding of whether the Community Movement Wellness Program and Step Up to Health Program impacted my group’s knowledge, attitudes, or behaviors in regard to heart-healthy eating and physical activity.  In addition, my name will not appear on any of the tests that I complete.

I also understand that if I am uncomfortable answering any of the questions, I am free to not answer them.  Refusing to answer any questions will in no way affect my participation in any of the programs.

I also agree to hold harmless, Dr. Ivan L. Robinson and Associates their staff, officers, and instructors all rights and claims for damages, injury, or loss to person or property which may be sustained or occur during participation in this wellness program.

I agree to provide a copy of a valid ID and insurance card (or proof of enrollment) to be eligible for services and participation

__________________________________


______________________

Signature






Date

Dr. Ivan L. Robinson, DNP, FNP-BC

912 Rhode Island Avenue, N.E. • Washington, DC 20018 

202-652-0536 

Acknowledgment of Receipt of this Notice

Dr. Ivan L Robinson and Associates Family Practice are concerned about the privacy of our patients’ health care information.  Our intent is to make you aware of the possible uses and disclosures of your protected health information and your privacy rights. The delivery of your health care service will in no way be conditioned upon your signed acknowledgement. If you decline to provide a signed acknowledgment, we will continue to provide your treatment, and will use and disclose your protected health information for treatment, payment, and health care operations when necessary.

I acknowledge that I have received the Notice of Privacy Practices for:

Dr. Ivan L Robinson and Associates Family Practice

AUTHORIZATION TO RELEASE INFORMATION: I/We hereby authorize Dr. Ivan L Robinson and Associates Family Practice & Urgent Care to release any medical or incidental information that may be necessary for medical benefit or in processing applications for financial benefit.  This includes but is not limited to my insurance company, Rehabilitation Services, Social Security Administration, and Worker's Compensation.

CONSENT FOR PARTICIPATION AND TREATMENT: I/We hereby authorize Dr. Ivan L Robinson and Associates Family Practice & Urgent Care to administer wellness, diagnostic and medical procedures as may be necessary for proper health care and wellness.

OFFICE POLICY ON PAYMENT: I understand that I am not responsible for payment of charges.  As a courtesy, my insurance will be billed for me.  I authorize insurance benefits to be paid directly to the PRACTITIONER.

Name of Parent___________________________________________________

 Name of Child  





 Date 




Address 




Date of birth__
_/___/______Age 






Zip


 

Phone (home) (       )


 work  (       )


  cell (       )


Email











Signature of Patient or Authorized Representative
Date

                                                    Patient (over 18 years) or responsible party
Insurance Information:



Please do not write in the space below:

	Primary Company_________________________________

	Name of policy holder______________________________

	ID Number______________________________________

	Group Number___________________________________

	Secondary Company_______________________________

	Name of policy holder______________________________

	ID Number______________________________________


