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Dear Parent, 
 
Your child is scheduled for an auditory processing evaluation at Tampa Children’s ENT.  
Please make sure your child is well rested and has eaten normal meals the day of his/her 
appointment.  You may also bring a few snacks for your child to eat during breaks in testing.  
If your child gets cold at doctor’s offices, please bring a sweater for your child to wear at the 
appointment to ensure he/she is comfortable during testing. 
 
Please complete the enclosed paperwork and checklists to the best of your ability and bring 
them with you to your child’s appointment.  These checklists will not be used for the 
diagnosis of an auditory processing deficit, but will help the audiologist understand your 
child’s difficulties and your concerns.  It will also help the audiologist make 
recommendations specific to your child’s needs. 
 
If your child has been diagnosed with any attention issues and is currently taking medication 
to manage the attention issue, it is very important that your child take this medication on the 
day of testing to ensure that he/she can focus throughout the testing.  If your child cannot 
sustain attention long enough to complete the testing, the audiologist may not be able to 
determine if your child has an auditory processing disorder.   
 
If your child has had completed a speech and language evaluation and/or a 
psychoeducational or neuropsychological evaluation, please bring a copy of these 
evaluations with you or fax them to 813-262-1335 prior to your child’s appointment.  If 
possible, it is extremely beneficial to have these evaluations completed prior to the auditory 
processing evaluation.   
 
Please note that your child must be 7 years of age or older, have a normal IQ (intelligence), 
be English speaking, and have normal hearing in both ears.  Your child’s hearing will be 
tested prior to the auditory processing evaluation to confirm that he/she has normal hearing 
on the day of testing.  An auditory processing evaluation cannot be completed on children 
with any of the following diagnoses: severe developmental delay, Autism, Asperger’s, 
Pervasive Developmental Disorder, or hearing loss.  If you have questions regarding your 
child’s candidacy for an auditory processing evaluation, please call 813-262-1330 and ask to 
speak with the audiologist prior to your child’s appointment.   
 
I look forward to working with you and your child! 
 
 
Sincerely, 
 
 
Pediatric Audiology Team 













Vision Questionnaire: 
o Blur when looking at near 
o Headaches with near work 
o Words run together when reading 
o Burning, itching, watery eyes 
o Falls asleep when reading 
o Sees worse at the end of the day 
o Skips/repeats lines when reading  
o Head tilt/close one eye when reading 
o Frowns, scowls, or squints to see blackboard 
o Avoids near work/reading 
o Omits small words when reading 
o Writes up/down hill 
o Misaligns digits/columns of numbers 
o Holds reading too close 
o Trouble keeping attention on reading 
o Poor handwriting / hand-eye coordination 
o Rubs eyes during or after visual activity 
o Complains of blur while reading or writing 
o Confuses words with similar beginnings or endings 
o Uses finger or marker when reading 
o Loses place often when reading 
o One eye turns (in, out, up, or down) 
o Complains of letter or lines “floating,” “running together,” or ”jumping around” 









Reading Insert Grades 1st-3rd 
 

1. Does the child have difficulty with sound/symbol correspondence (i.e. /a/ as in apple)?   

  Yes     No  If yes, list examples: 
______________________________________________________________________________
______________________________________________________________________________ 

2. Does the child confuse letters that look alike (i.e. b/d/p, w/m. h/n, f, t)?   

  Yes     No  If yes, list examples: 
______________________________________________________________________________
______________________________________________________________________________ 

3. Does the child have confusion perceiving letters that have similar sounds (i.e. /f/ vs.  /v/, /p/ vs. 
/b/)?    Yes     No  If yes, list examples: 
______________________________________________________________________________
______________________________________________________________________________ 

4. Does the child have difficulty remembering common sight words (was, the, and, she)?   
  Yes     No     

5. Does the child have difficulty segmenting words in sounds (i.e. cat-/k/ /a/ /t/)?   
  Yes     No   

6. Does the child have difficulty blending individual sounds to make words?   
  Yes     No   

7. Does your child have difficulty with rhyming words (Tell me a word that rhymes with bat)?   
  Yes     No   

8. Does the child have reading and spelling errors that indicate difficulty sequencing sounds (i.e. 
blast read or spelled blats)?   

  Yes     No   
9. Does the child demonstrate omission of grammatical endings when reading and writing (-s, -ed, 

-ing)?   
  Yes     No   

10. Does your child have difficulty remembering spelling of words over time?   
  Yes     No   

  



Reading Insert Grades 4th-8th  
 

1. Is there a history of dyslexia in your family? 
  Yes     No   

2. Does the child have significant difficulty reading and spelling multisyllabic/longer words?  Omits 
whole syllables (i.e. complicated spelled as complated or adolescents spelled as adolesense)? 

  Yes     No   
3. Does the child have reduced awareness of word structures (prefix, root, and suffixes)? (i.e. 

leaves if endings on words –ed, -s, -es, difficulty understanding prefixes (pre-, sub-), difficulty 
understanding root words and suffixes (i.e. declare/declaration)) 

  Yes     No   
4. Does the child demonstrate frequent misreading of common sight words? 

  Yes     No   
5. Does the child have difficulty learning new information from print because of word reading 

errors? 
  Yes     No   

6. Does the child have difficulty understanding print because of underlying oral language problems 
with vocabulary and or grammar? 

  Yes     No   
7. Does the child have significant difficulty writing due to spelling and organization problems? 

  Yes     No   
8. Is the child slow in their rate of reading (how fast or slow the child reads)? 

  Yes     No   

 









 

                           Florida Pediatric Associates, LLC 
Patient Portal Agreement Form 

****DO NOT use the Patient Portal for emergencies, CALL 911**** 
For urgent problems, please call our office at (813) 262-1330 

 

 

The Patient Portal is a secure web portal that allows you as a patient’s parent or guardian to access 
your child’s personal health information.  It also allows you to communicate with our office via secured 
messaging.  Our Patient Portal Web address is:  https://portal.floridapediatrics.com/tcent 
 
Important Information: 

 Our hours of operation are 8:30 AM – 5:00 PM Monday – Friday.  We encourage you to use 
the Patient Portal at any time.  However, messages are held for us until we return the next 
business day.  

 Messages are typically handled within two business days.  If your Provider is out of the office 
that day, your request may be held until your doctor returns to the office.  You must call our 
office at (813) 262-1330 if you have an urgent matter to discuss. 

 Staff members other than your Provider may be involved in receiving your messages and 
routing them to the Provider or other staff personnel to address. 

 If you are not receiving emails from us, please check your JUNK email folder before contacting 
our office. 

 By using this patient portal, you agree to protect your password from any unauthorized 
individuals.  It is your responsibility to notify our office should your password be stolen.   

 We strive to keep all of the information in your child’s medical record correct and complete.  If 
you notice information in your child’s record that is incomplete or inaccurate, you agree to 
notify our office immediately by phone or secured message.  In addition, you also agree not to 
provide false or misleading information. 

 You agree to not hold Florida Pediatric Associates, LLC or its subsidiaries responsible for any 
network infractions beyond our control.  

 We offer the patient portal as a convenience to you at no cost.  We do not sell or give away 
any private information, including email addresses, without your expressed written consent.  
We reserve the right to suspend or terminate the patient portal at any time and for any reason. 
 

The information on our portal is maintained by Florida Pediatric Associates, LLC. You may contact 
our Patient Portal Administrator at 727-456-4258 with your questions or concerns (non-patient care 
related) regarding the patient portal or send a secured message using the link provided on the portal. 

 
I have read, understand and agree to the above information regarding the Florida Pediatric 
Associates, LLCs, Patient Portal: 
   

Signature:  _______________________________________ 
 
Print Name:  _______________________________________ 
 
Email Address: _________________________________________ 
 
 

 
Child’s Name:  ________________________________    Date of Birth:  _________________________ 

 
Portal Registration Completed by:  ________________________   Assigned PIN #:  _______________ 



 

Consent to Leave Message on Voicemail 
 
Patient Name: _________________________ DOB: ___________ 
 
Tampa Children’s ENT staff can contact you by telephone – at your request - with information such as 
laboratory results, or instructions from your doctor. Our office can leave detailed medical information 
on your answering machine with your consent.  
 
By signing this “Consent to Leave Voicemails”, you consent to TCENT leaving a voice mail message 
containing detailed medical information on the phone number(s) listed below. This information can 
include, but not be limited to, demographic information (partial or full name, date of birth, address, 
etc.), billing information, medical information (diagnosis, medications, test results, etc.) and the name 
of the practice or hospital where you/the patient received services. Additionally, you agree that it is 
your responsibility to contact the office should you have any questions or concerns about or not 
understand the information left.  
  
Which phone number(s) may we leave messages that contain the above referenced medical 
information?  
____________________________ 
 
____________________________ 
 
May we leave detailed messages that contain medical information with a family member or 
representative of your choice? If so, please identify them below.  
Name: ___________________________ Relationship: __________________  
Name: ___________________________ Relationship: __________________  
 
I understand that TCENT cannot require me to sign this consent form in order to receive treatment.  
 
I understand that I have the right to revoke this consent at any time by sending a written request to 
Tampa Children’s ENT. My decision to revoke this consent does not apply to any information 
disclosed in a voicemail prior to the date of my revocation of this consent.  
 
I understand that I am entitled to a copy of this completed consent form.  
 
 
Name (print): _____________________________ Relationship to patient: ______________  
 

 

Signature: __________________________________ Date: _______________ 



 
 
 
 
 

 
Office Policies 

 
Patient Name:   D.O.B.:   /  /   

 

Thank you for choosing Tampa Children’s ENT. It is our goal to provide you with the best possible care. 
Please review our policies and guidelines outlined below. Your cooperation with our policies will enable us to 
serve you in the best possible manner. 

 
Office Payment Policy 
Payment is expected in full at the time services are rendered by the person accompanying the child for 
treatment. If our office is a participating provider with your insurance carrier, all non-covered services, co-pays, 
and/or deductibles will be collected at the time of each visit. Arrangements for anything other than full payment 
at the time of service must be made prior to your appointment. It is the responsibility of the guarantor to 
understand and accept the guidelines set up within the individual’s insurance plan. If you are unable to provide 
us with complete insurance information at the time of your visit you will be responsible for payment of services 
in full.  Obtain insurance authorization and/or referrals (if necessary) prior to your visit to avoid delays or 
rescheduling. 

 
If you have a billing question, please contact our billing office for clarification: 
Patient Last Name A-L call Elizabeth Forziano 727-322-7935 
Patient Last Name M-Z call Christy Kelly 727-456-4259 

 
Diagnostic Testing 
Please complete all prescribed diagnostic testing in a timely manner (7-10 days unless otherwise specified).  If 
your insurance plan denies any lab test, x-ray, surgery, or other diagnostic exam that is prescribed we ask that 
you notify our office as soon as possible. If an appeal letter is requested we will be happy to provide it, 
however, your insurance company may still choose to deny coverage even with an appeal letter. 

 
Late Arrival/Cancellation 
Patients arriving more than 15 minutes after scheduled appointment time may be rescheduled.  Occasionally 
late arrivals may be seen at the end of the clinic at the Physician’s discretion. If you call to alert us of your late 
arrival we will try our best to work you into the day’s schedule but cannot guarantee you will be seen that day. 
We appreciate your compliance with this in order to avoid long waits. Cancellation of office visits and in-office 
procedures require at least 24 hours notice or are subject to a $30.00 charge. Surgery cancellations other than 
illness require 72 hours notice or are subject to a $100.00 charge.  Excessive “no show” visits without 
notification may result in the discharge of the patient from this clinic. 

 
Medical Records/FMLA 
Medical records may be copied upon written request for $1.00 per page.  There is no charge for medical 
records sent directly to another health care provider.  You may be asked to sign a release of information prior to 
the records being sent.  There will be a $25.00 charge for all medical leave papers filled out by this office. 

 
 
 

 
2814 W. Virginia Ave 

Tampa, FL  33607 
 

6901 Simmons Loop 
MOB Suite 208 

Riverview, FL 33578 
 

(813) 262-1330 
FAX (813) 262-1335 

 
www.TampaChildrensENT.com 

HIPAA 
Our Notice of Privacy Practices, required by HIPAA, is attached for your review.  You may 
wish to save a copy for your records.  This document is also available in our office. 
 
Assignment of Benefits/Guarantor Agreement 
I request that payment of authorized insurance benefits be made on my behalf to Florida Pediatric Associates, 
LLC for any medical services provided to me by that organization. I authorize the release of any medical or 
other information necessary to determine these benefits or the benefits payable for related equipment or services 
to the organization, the Health Care Financing Administration, my insurance carrier or other medical entity. A 

A Division of Florida Pediatric Associates, LLC 



copy of this authorization will be sent to the Health Care Financing Administration, my insurance company, or other entity if requested. 
The original will be kept on file by the organization. 

 
I understand that I am financially responsible for any balance not covered by my insurance carrier. It is my responsibility to notify the 
organization of any changes in my health care coverage. In some cases, exact insurance benefits cannot be determined until the 
insurance company receives the claim. I am responsible for the entire bill or balance of the bill as determined by the organization and/or 
my health care insurer if the submitted claims or any part of them are denied for payment. 

 
I understand that by signing this form I am accepting responsibility as explained above for all payment for products and services 
received.  I further understand and agree that if I fail to make timely payments on my account, I will be responsible for any and all 
reasonable costs of collection, including filing fees as well as reasonable attorney’s fees. 

 
I acknowledge that I have received a copy of the organization's Notice of Privacy Practices. This acknowledgement is required by the 
Health Insurance Portability and Accountability Act (HIPAA) to ensure that I have been made aware of my privacy rights. 

 
I have read and understand the office policy for payment and agree to the terms as stated. 

 

 
Signature of Responsible Party Relationship to Patient 

Date: / / 



NOTICE OF PRIVACY PRACTICES 

FLORIDA PEDIATRIC ASSOCIATES, LLC 
FOUNTAINHEAD PRACTICE MANAGEMENT SOLUTIONS, LLC 

MAY 2013 

THIS NOTICE DESCRIBES HOW HEALTH INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU 
CAN ACCESS THIS INFORMATION. PLEASE REVIEW IT CAREFULLY. 

 
PLEASE NOTE: 
State and Federal laws require us to maintain the privacy of your health information and to inform you about our privacy practices by providing you 
with this Notice. We must follow the privacy practices as described below. This Notice will take effect __JULY 1, 2013__ and will remain in effect until 
it is amended or replaced by us. 
 
It is our right to change our privacy practices provided the law permits the changes. Before we make a significant change, this Notice will be 
amended to reflect the changes and we will make the new notice available upon request. We reserve the right to make any changes in our privacy 
practices and the new terms of our Notice effective for all health information maintained, created and/or received by us before the date the changes 
were made. 
 
You may request a copy of our Notice of Privacy Practices at any time by contacting our Privacy Officer, _Lee Ann Atkinson__.  Information on 
contacting us can be found at the end of this notice. 
 
OUR COMMITMENT TO YOUR PRIVACY 
We understand that information about you and your health care is personal. We create a record of the care and services you receive from Florida Pediatric 
Associates, LLC (FPA) and are committed to protecting that information about you. 
We are required by law to 1) Make sure health information that identifies you is kept private. 2) Give you this Notice of our privacy practices. 3) Follow the terms 
of the Notice that is currently in effect. 
 
ROUTINE USE AND DISCLOSURE OF YOUR PROTECTED HEALTH INFORMATION (PHI) 
(Please note: for the purposes of this document the terms “you” will pertain to the patient and/or legal guardian if appropriate) 
TREATMENT: Our practice may use your PHI to treat you. For example, we may ask you to have laboratory tests, and we may use the results to help us reach 
a diagnosis. We might use your PHI in order to write a prescription for you. Many of the people who work in our practice – including, but not limited to, our 
doctors and nurses – may use or disclose your PHI in order to treat you or to assist others in your treatment. 
PAYMENT: Our practice may use and disclose your PHI in order to bill and collect payment for the services and items you may receive from us. For example, 
we may contact your health insurer to certify that you are eligible for benefits (and for what range of benefits), and we may provide your insurer with the details 
regarding your treatment to determine if your insurer will cover, or pay for, your treatment. We also may use and disclose your PHI to obtain payment from third 
parties that may be responsible for such costs, such as family members. Also, we may use you PHI to bill you directly for services and items. 
HEALTH CARE OPERATIONS: Our practice may use and disclose your PHI to operate our business. As examples of the ways in which we may do this, our 
practice may use your PHI to evaluate the quality of care you receive from us, or to conduct cost-management and business planning activities for our practice. 
Examples of personnel who may have access to this information include, but are not limited to, our medical records staff, outside health or management 
reviewers and individuals performing similar activities.  
APPOINTMENT REMINDERS: Our practice may use and disclose your PHI to contact you and remind you of an appointment. 
TREATMENT OPTIONS: Our practice may use and disclose your PHI to inform you of potential treatment options or alternatives; or communicate with you 
regarding the scheduling, ordering or results of tests. 
HEALTH RELATED BENEFITS AND SERVICES: Most uses and disclosures of PHI for marketing purposes and disclosures that constitute sale of protected 
health information require authorization.  
RELEASE OF INFORMATION TO FAMILY & FRIENDS: Our practice may release your PHI to a friend or family member that is involved in your care, or who 
assists in taking care of your child. For example, a parent or guardian may ask that a babysitter or aunt take their child to the doctor for treatment. In this 
example, this person would have access to the child’s medical information; however this person must be listed on the consent for treatment form in the patient’s 
chart and be able to present valid picture ID at the time they present to our office. 
Additionally, a parent may not speak English fluently and may have an interpreter assist them at the appointment, this person would have access to the child’s 
medical information. 
OTHER: Uses and disclosures not described in this NPP will be made only with authorization from you, the individual. 
 
USE AND DISCLOSURE OF YOUR PHI IN SPECIAL CIRCUMSTANCES 
DISCLOSURES REQUIRED BY LAW: Our practice will use and disclose your PHI when we are required to do so by federal, state or local law; such as for law 
enforcement purposes, suspected abuse or neglect reporting, health oversights or audits, funeral arrangements, organ donation, public health purposes or in the 
case of a medical emergency. 
 
PUBLIC HEALTH: Our practice may disclose your PHI to public health authorities that are authorized by law to collect information for the purpose of: 

• maintaining vital records, such as births and deaths 
• reporting child abuse or neglect 
• preventing or controlling disease, injury or disability 
• notifying a person regarding potential exposure to a communicable disease 
• notifying a person regarding a potential risk for spreading or contracting a disease or condition 
• reporting reactions to drugs or problems with products or devices 
• notifying individuals if a product or device they may be using has been recalled 

 
HEALTH OVERSIGHT ACTIVITIES: Our practice may disclose your PHI to a health oversight agency for activities authorized by law. Oversight activities can 
include, for example, investigations, inspections, audits, surveys, licensure and disciplinary actions; civil, administrative, and criminal procedures or actions; or 
other activities necessary for the government to monitor government programs, compliance with civil rights laws and the health care system in general.  
 
LAWSUIT OR SIMILAR PROCEEDING: Our practice may use and disclose your PHI in response to a court or administrative order, if you are involved in a 
lawsuit or similar proceeding. We also may disclose your PHI in response to a discovery request, subpoena, or other lawful process by another party involved in 
the dispute.   
 
NATIONAL SECURITY: The health information of Armed Forces personnel may be disclosed to military authorities under certain circumstances. If the 
information is required for lawful intelligence, counterintelligence or other national security activities, we may disclose it to authorized federal officials. 
 



NOTICE OF PRIVACY PRACTICES 

FLORIDA PEDIATRIC ASSOCIATES, LLC 
FOUNTAINHEAD PRACTICE MANAGEMENT SOLUTIONS, LLC 

MAY 2013 

YOUR PRIVACY RIGHTS AS OUR PATIENT 
You have the following rights regarding the PHI we maintain about you: 
CONFIDENTIAL COMMUNICATIONS: You have the right to request that we communicate with you about your health and related issues in a particular manner 
or at a certain location. For instance, you may ask that we contact you at home, rather than work. In order to request a type of confidential communication, you 
must make a written request specifying the requested method of contact, or the location where you wish to be contacted. At our discretion, we will accommodate 
all reasonable requests. You are not required to give a reason for your request. 
 
ACCESS: Upon written request, you have the right to inspect and get copies of your health information (and that of an individual for whom you are a legal 
guardian). There will be some limited exceptions. If you wish to examine your health information, you will need to complete and submit the completed request 
form. You may contact our Privacy Officer for a copy of this form. Once approved an appointment can be made to review your records, during the process of 
review no records may be removed from the office. Copies, if requested, will be $1.00 per page for the first 25 pages and $0.25 per page for every page over 25. 
The individual office may choose to waive this fee at the discretion of the physician. We will try to accommodate all reasonable requests, however if we deny 
your request to inspect and/or copy your record you may request a written reason for the denial. You have a right to obtain a copy of your health information 
within the designated record set maintained in electronic form in electronic format. We will send the electronic form of your health information to you via 
unencrypted email if you acknowledge the risk of the sending of unencrypted emails. 
 
AMENDMENT: You may ask us to amend your health information if you believe it is inaccurate or incomplete, and you may request that the amendment be in 
effect for as long as it is maintained by our practice. Your request for an amendment, must be in writing (the appropriate form can be requested from office staff) 
and must include an explanation of why the information should be amended. We will deny your request if you fail to submit your request with supporting 
explanation in writing. Also, we may deny your request if you ask us to amend information that is not created by us, or is not part of the medical information 
maintained by us, or if we find that the information we possess is accurate and complete. If we deny your request you will receive the denial in writing; you have 
a right to appeal the decision – but it must be done in writing. 
 
RESTRICTIONS: You have the right to request that we restrict the uses or disclosure of your health information for treatment, payment or healthcare operations 
purposes.  We are not required to comply with any other requests for restrictions, but if we do, we will abide by the written agreement (except in the case of a 
medical emergency). Additionally, you have a right to request that we place additional restrictions on our use or disclosure of your health information to a health 
plan.  Specifically you have the right to request that we restrict the use or disclosure of health information to a health plan (insurance company) for purposes of 
payment or operations, IF you pay for the service out-of-pocket IN FULL at the time the service is provided. This request MUST be made in writing (the 
appropriate form can be requested from office staff). This requirement does not apply to disclosures for treatment, such as disclosures to a referring physician for 
continuation of care. This office is required to comply with any requests that limit disclosures to a health plan when the service has been paid out-of-pocket and 
in full by the patient. Such restrictions do not override disclosures that are otherwise required by law. Additionally if initial payment for services, that have a 
request for restriction applied to them, is returned or invalid; our office will make a good  faith attempt to collect payment – if this is unsuccessful we have the 
right to then submit a claim for these services to the health plan. 
 
ACCOUNTING OF DISCLOSURES: All of our patients have the right to request an accounting of all disclosures made. All requests for an accounting of 
disclosures must be submitted in writing (the appropriate form can be requested from office staff) and include: a time period, that must not exceed 6 years prior 
to the date of the request and/or be dated prior to April 14, 2003 – as information prior to that date was not required to be tracked. The first list you request within 
a 12-month period is free of charge. We may charge you for any additional lists requested within the same 12-month period. We will notify you of the costs 
involved with any additional requests prior to their completion, allowing you to withdraw your request before you incur any costs. 
 
BREACH NOTIFICATION REQUIREMENTS: In the event that unsecured protected information about you is “breached”, we will notify you of the situation and 
any steps you should take to protect yourself against harm due to the breach. We will inform The Department of Health and Human Services and take any other 
steps that are required by law. 
 
RIGHT TO FILE A COMPLAINT: If you believe your privacy rights have been violated, you may file a complaint with our practice and/or with the Secretary of the 
Department of Health and Human Services. To file a complaint with our practice, please submit it in writing and to the attention of the Privacy Officer (the 
appropriate form can be requested from office staff). We support your right to the privacy of your information and will not retaliate in any way if you choose to file 
a complaint with us or with the Department of Health and Human Services. 
  
RIGHT TO A PAPER COPY OF THIS NOTICE: You are entitled to receive a paper copy of our Notice of Privacy Practices. To obtain a paper copy of this 
Notice, contact our Privacy Officer in writing. 
 
MINORS AND PERSONS WITH LEGAL GUARDIANS:  
Minors and certain disabled adults are entitled to the privacy protection of their health information. Because, by law, they cannot make health decisions for 
themselves, a parent or guardian can make medical decisions on their behalf. Therefore parents and guardians can authorize the use and release of PHI and 
also hold all rights listed in this notice or the behalf of the minor child or disabled adult. 
Under certain situations defined by law, minors can make independent healthcare decisions without parent or guardian knowledge or consent. In those 
situations, the minor may hold all rights listed in this notice. If the minor chooses to inform the parent or guardian, then all privacy rights regarding PHI may 
transfer to the parent or guardian. There are also certain situations where access, use or release of a minor’s PHI may occur without the consent of the parent or 
guardian, i.e. when the health or safety of the minor is in danger and PHI is necessary to protect the minor. 
 
We reserve the right to revise or amend this Notice of Privacy Practices. Any revision or amendment to this notice will be effective for all of your 
records that we have created or maintained in the past, and for any we may create or maintain in the future. Our practice will post a copy of our 
current Notice in our offices in a visible location, and you may request a copy of our most current Notice at any time. 
 
HOW TO CONTACT US: 
Please direct any questions about this Notice to our Privacy Officer at 727-456-4244 
Privacy Officer address:     Medical Information Department address: 
Florida Pediatric Associates, LLC    Florida Pediatric Associates, LLC 
Attn: Privacy Officer      Attn: Medical Information Department 
1033 Dr. Martin Luther King Jr. St. N, Ste 108   1033 Dr. Martin Luther King Jr. St. N, Ste 108 
St. Petersburg, FL 33701     St. Petersburg, FL 33701 
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