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Tullahoma Pediatrics, PLLC/ Manchester Pediatrics/Royal Pediatrics 

PATIENT INFORMATION SHEET 

Patient Full Legal Name: ____________________________________________Nickname: ________________ Birth date: _________ 

Patient’s Address: ___________________________________________City: _____________________ State: ______ Zip: _________ 

Patient Home Phone: ___________________________________ Patient SS#: ___________________ Sex: Male _____ Female _____ 

Emergency Contact (not parents/guardian): ______________________ Relationship to patient: __________ Phone: _____________ 

Email address: ___________________________________________________(Necessary to access patient information on the portal)    

Name of provider you want to see and manage your child’s care: _______________________________________________________ 

Ethnicity (Please circle):   American Indian/Alaska Native    Asian    Native Hawaiian/Pacific Islander     Black/African American    White      Hispanic       Other Race  

Race (Please circle):  Hispanic or Latino         Not Hispanic or Latino          Decline to Answer 

Preferred Language: ____________________________  Preferred Method of Contact: _____________________________________ 

Insurance #1                            Insurance #2 

Name of Insurance:  ______________________________  Name of Insurance:  ________________________________ 

Person who is insured: __________________________  Person who is insured: ______________________________ 

Relationship to Patient: ___________________________  Relationship to Patient: _____________________________   

DOB of Insured: __________________________________  DOB of Insured: ____________________________________ 

SS# of Insured: ___________________________________  SS# of Insured: _____________________________________ 

I HAVE NO OTHER INSURANCE THAN THOSE LISTED ABOVE                 Initials    Date  

                                                            

 

 

 

 

 

 

 

 

 

PIN Numbers 

As a security measure and in compliance with the federal HIPPA regulations, we will assign your child a four-digit PIN number. Please keep this 

number in a secure place because each time your child comes to our office we will ask you for the PIN number and your child’s insurance card. 

If you are unable to bring your child in for his/her appointment, and you ask someone else to accompany your child, you will need to give that 

person your child’s PIN number and insurance card. A PIN number may be changed at any time in person by the parent or legal guardian with 

proof of identity and authorization. 

 

I understand I am giving permission for another person to make medical  

decisions and obtain medical information for my child when I give them my child’s PIN number.                    (Initials)  

 

I understand by providing my child’s PIN number I will be able to obtain  

medical information over the phone and in the office.                           (Initials) 

 

RELEASE AND ASSIGNMENT 

I consent to medical treatment for my child. I authorize release of any medical information or other information necessary to process my 

insurance claims. I assign and request payment directly to my physicians. I understand that some services may not be covered by insurance. I 

accept full financial responsibility and agree to pay the full amount due or the remainder not paid by insurance. I understand that I am 

responsible to pay for services rendered, including reasonable attorney’s fees and costs of collection in the event of default. I understand that I 

am responsible to provide a current copy of my insurance card each time my child is seen to assure correct billing. I understand that if I don’t 

provide the correct insurance I am responsible for the full amount due. I understand that I am responsible for providing this office with any 

updated information. I understand that I am required to complete and sign a patient information sheet yearly.  

 

Signature:  _________________________________________________________________ Date: ___________________________ 

 

Relationship to Patient: ________________________________________________  

Legal Guardian/Step-Parent 

Name: ______________________________ 

Address: ____________________________ 

City:  _____________  State: ___ Zip: _____ 

Phone #: ____________________________ 

Date of Birth: ________________________ 

Social Security #:______________________ 

Employer: ___________________________ 

Employer Phone: _____________________ 

Email: ______________________________ 

Father 

Name: _______________________________ 

Address: _____________________________ 

City:  ______________  State: ___ Zip: _____ 

Phone #: _____________________________ 

Date of Birth: _________________________ 

Social Security #:_______________________ 

Employer: ____________________________ 

Employer Phone: ______________________ 

Email: _______________________________ 

Mother 

Name: _______________________________ 

Address: _____________________________ 

City:  _______________ State: ___ Zip: _____ 

Phone #: _____________________________ 

Date of Birth:__________________________ 

Social Security #:_______________________ 

Employer: ____________________________ 

Employer Phone: ______________________ 

Email: _______________________________ 
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Tullahoma Pediatrics, PLLC/ Manchester Pediatrics/Royal Pediatrics 

RESPONSIBLE PARTY STATEMENT 

Definition: The responsible Party is the person(s) who presents the patient to Tullahoma Pediatrics, PLLC/ Manchester 

Pediatrics/Royal Pediatrics for treatment and completes this form. The Responsible Party authorizes Tullahoma 

Pediatrics, PLLC/Manchester Pediatrics/Royal Pediatrics to furnish information to insurance carriers concerning patient’s 

illness and treatments. 

RESPONSIBILITIES:   

ALL CHARGES are due at the time services are rendered unless patient is a member of an insurance plan with which 

Tullahoma Pediatrics, PLLC/Manchester Pediatrics participates. Tullahoma Pediatrics, PLLC/Manchester Pediatrics only 

allows contractual adjustments for plans with which our physician currently have a contract. 

 

If patient is covered by a plan with which Tullahoma Pediatrics, PLLC/Manchester Pediatrics/Royal Pediatrics participates, 

the following will apply: 

o COPAYS are due at the time of service unless the co pay is a percentage of allowable charges, in this 

case, co pay will be due immediately after insurance has processed claim with a dollar amount as  co 

pay. 

o ALL CHARGES deemed patient responsibility, after insurance has processed the claim, are due 

immediately. This includes co pays, deductibles, co insurance and non-covered services. 

o Responsible Party is responsible for all charges whether or not covered by insurance.  

o A valid patient’s insurance card must be presented at each and every visit.  

o Tullahoma Pediatrics, PLLC/Manchester Pediatrics/Royal Pediatrics must be notified immediately of 

coverage changes. Failure to provide us with timely insurance information or change in coverage could 

result in the responsible party being held liable for the total charges. 

o Any services filed with your insurance that are not responded to any time after 90 days from the date of 

service may be transferred to patient balance and will become the responsibility of the family. 

 

RIGHTS:  

Tullahoma Pediatrics, PLLC/Manchester Pediatrics/Royal Pediatrics will file claims promptly for patients who participate 

with contracted insurance plans.  

 

To receive a copy of charge/payment history for account as requested. 

 

A copy of this statement may be given upon request to the person(s) who have signed or who have been authorized by 

the responsible party to receive a copy. 

 

This statement will be valid unless rescinded in writing at a later date. 

 

I have received a copy of Tullahoma Pediatrics, PLLC/ Manchester Pediatrics/Royal Pediatrics Financial Policy which 

further outlines my rights and responsibilities. 

 

                     Initials 

By my signature I understand and agree to the conditions outlines in this statement and those in the Financial Policy. 

 

 

Printed Name         Date 

 

 

 

Signature        Witnessed by Staff Signature 
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Tullahoma Pediatrics, PLLC/ Manchester Pediatrics/Royal Pediatrics 

 

PATIENT CONSENT FORM 

 

The Department of Health and Human Services has established a “Privacy Rule” to help insure that personal health care information is 

protected for privacy. The Privacy Rule was also created in order to provide a standard for certain health care providers to obtain their 

patient’s consent for uses and disclosures of health information about patients to carry out treatment, payment, or health care 

operations.  
 

As our patient we want you to know that we respect the privacy of your personal medical records and will do all we can to secure and 

protect that privacy. When it is appropriate and necessary, we provide the minimum necessary information to only those we feel are in 

need of our health care information and information about treatment, payment or health care operations, in order to provide health care 

that is in your best interest. 
 

We also want you to know that we support your full access to your personal medical records. We may have indirect treatment 

relationships with other service providers (such as laboratories that only interact with physicians and not patients), and may have to 

disclose personal health information for the purpose of treatment, payment or health care operations. These entities are most often not 

required to obtain patient consent.  
 

You may refuse to consent to the use or disclosure of your personal health information, but this must be in writing. Under this law, we 

have the right to refuse to treat you should you choose to refuse to disclose your Personal Health Information (PHI). If you choose to 

give consent in this document, at some future time you may request to refuse all or part of your PHI, you may not revoke actions that 

have already been taken which rely on this or previously signed consent.  
 

If you have any objections to this form, please ask to speak with our HIPAA Compliance Officer.  You have the right to review our 

privacy notice, to request restrictions and revoke consent in writing after you have reviewed our privacy notice. 
 

I have reviewed the Notice of Privacy Practices and I have obtained a copy of the compliance assurance notification. At this time I have 

no questions for the HIPAA Compliance Officer. 

 

 

Print Patient’s Name    Signature of Parent or Guardian    Date 

 

 

Witness Signature           Date   

 

COMPLIANCE ASSURANCE NOTIFICATION FOR OUR PATIENTS 

 

To Our Valued Patient and Family Members: 

 

The misuse of Personal Health Information (PHI) has been identified as a national problem causing patients inconvenience, 

aggravation and money. We want you to know that all of our employees, manager, and physicians continually undergo training so that 

they may understand and comply with government rules and regulations regarding the Health Insurance Portability and Accountability 

Act (HIPAA) with particular emphasis on the “Privacy Rule”. We strive to achieve the very highest standards of ethics and integrity in 

performing services for our patients.  

 

It is our policy to properly determine appropriate uses of PHI in accordance with the governmental rules, laws and regulations. We want 

to ensure that our practice never contributes in any way to the growing problems of improper disclosure of PHI. As part of this plan we 

have implemented a Compliance Program that we believe will help us prevent any inappropriate use of PHI. 

 

We also know that we are not perfect. Our policy is to listen to our employees and our patients without any thought of penalization if 

they feel that an event in any way compromises our policy of integrity. More so, we welcome your input regarding any service problem 

so that we may remedy the situation promptly. 

 

Thank you for being one of our highly valued patients and family members. 

          



 
Tullahoma Pediatrics, PLLC         Clifford A. Seyler, MD, FAAP 

Manchester Pediatrics          Jennifer Goodwin, FNPC       
Royal Pediatrics           Carol Landerman, FNPC 

Mailing address: PO Box 1327          Rebecca Swiger, DNP, FNPC 
Tullahoma, TN 37388           Dana McCoy, CPNP 

Phone: 931-455-2674         Caroline Lukens, CPNP 
Fax: 931-455-8983          Abby Keith, PMHNP 

www.tullahomapediatrics.com 

www.royalpediatrics.net 

              

Records Release Authorization 
Please release records on the following patient:  

Patient’s Name:_______________________________________ DOB:_______________________________ 
(Please use a separate authorization for each child) 

 

The charge to release records is a fee of $5.00 for 1-5 pages, or $10.00 for 6-10 pages, or $20.00 which shall include the first forty (40) pages of the 

medical record and twenty-five cents (.25c) per page for all pages thereafter, plus the actual cost of mailing. A summary report provided directly to 

another Pediatrician will not incur a charge.           

Information below must be completed                                      

for PHYSICIAN or ORGANIZATION 

*Release records     To_____    or     From_____ 

 

Name: Tullahoma Pediatrics, PLLC 

Address: PO Box 1327 

City, State: Tullahoma, TN 37388 

Tel:                                     Telephone: (931) 455-2674 

Fax: Fax: (931) 455-8983 
 

Please choose a reason for the records release: 

_____ Changing Primary Care Provider       _____ Evaluation and management of behavioral or developmental health      

_____ Applying for services, benefits, program   _____ Coordination of care or services      

_____ Other please list: ______________________________________________________________________________________ 

 

I authorize the health care provider to release any and all information specified to the organization, agency, or individual named on this request as 

follows: 

Medical Records (does not include Psychological records)   Behavioral Health Records 

_____ Medical Record Summary (No Charge)    _____ Medical & social history  

_____ Individual office visits (Usually extensive, see charges listed above)  _____ Diagnostic testing results and Diagnoses 

_____ Well Child Exams & Immunization Record (No Charge)            _____ Treatment Plan, Medication List, Progress Notes 

_____ Labs/Xrays/Reports from referred health care providers   _____ Mental health treatment records from other providers 

_____ Previous medical records      _____Substance Abuse   

_____ Medical and Social history                                                                                          _____ AIDS/HIV records 

Release of information is further restricted / released as noted below:    

_____ Please include only the specified records from the dates of ____________ through ______________. 

_____ Please allow two-way communication regarding the specified records, both written and verbal, between the two parties designated above. 

 

This authorization will automatically expire in 12 months from the date I sign below unless an earlier date is specified. I understand that I may revoke this 

authorization at any time by notifying this office in writing. Tullahoma/Manchester/Royal Pediatrics will not condition any provision of treatment on my signing 

the authorization. Once the protected health information is disclosed, it may no longer be protected.  A copy of this authorization may be utilized with the same 

effectiveness as an original.  I am entitled to a copy of this authorization.  

My signature below indicates that I am authorized to obtain/release records on the patient indicated, and there is no court order denying guardianship, 

parental rights, or authorization to obtain/release these records. This authorization is given voluntarily without coercion. 

 

 Signature:__________________________________________________________   Date:_________________________________ 

Name of individual signing the release: ____________________________________      Driver License/ID # of individual: _______________________________________   

Individuals relationship to the patient: ______________________________ Witness Signature: ________________________________   Amount charged $ ______________  

Revised 2020/10 



Please choose a provider to be your child’s primary care physician (PCP). 

Clifford Seyler, Medical Doctor     (Tullahoma, Manchester, Fayetteville) 

Dr. Seyler is a Board Certified Pediatrician, Fellow of the American Academy of Pediatrics and an Associate of the American 

Academy of Child and Adolescent Psychiatry. Dr. Clifford Seyler received his medical degree from University of Mississippi School 

of Medicine in 1971. He trained at Texas Children's Hospital and finished as Chief Resident. Dr. Seyler is a long-time advocate for 

children's health, particularly in Behavioral Health medicine. He has extended training in evaluating and managing behavioral health. 

He opened Tullahoma Pediatrics in 2000.  He is the "father" of the Mississippi seatbelt law. Dr. Seyler enjoys cooking and reading in 

his spare time. 

Jennifer Goodwin, Family Nurse Practitioner      (Manchester) 

Jennifer is a Board Certified Family Nurse Practitioner. She graduated from Middle Tennessee State University in 2001 with her 

Bachelors of Science Degree in Nursing and the University of Alabama in Huntsville in 2004 with her Masters of Science degree in 

Nursing as a certified Family Nurse Practitioner. Outside of work, she enjoys spending time with her husband and 2 sons, and enjoys 

camping and hiking. 

Carol Landerman, Family Nurse Practitioner    (Manchester) 

Carol is a Board Certified Family Nurse Practitioner. She graduated from Vanderbilt University with her Masters of Science Degree in 

Nursing as a Family Nurse Practitioner.  Outside of work, she enjoys spending time with her husband and sons.  

Rebecca D. Swiger, DNP, Family Nurse Practitioner   (Tullahoma)                                                                             

Rebecca is a Board Certified Pediatric Nurse Practitioner. She graduated from Motlow State Community College with her Associate 

of Applied Science Degree in Nursing in 2011, and she earned her Bachelors of Science Degree in Nursing from Cumberland State 

University in 2016. She graduated with her Doctor of Nursing Practice Degree as a Family Nurse Practitioner from the University of 

Alabama at Birmingham in 2019. Outside of work, Rebecca prioritizes spending time with her husband and their four children. She 

also enjoys traveling, attending sporting events, and reading. 

Dana McCoy, Pediatric Nurse Practitioner      (Tullahoma)                                                                                                                    

Dana is a Board Certified Pediatric Nurse Practitioner. She received her Bachelors of Science from Boston University in 1985 and her 

Masters in Nursing from University of Mississippi in 1994.  She then completed a post-master’s program at Vanderbilt University in 

2010 in the Pediatric Nurse Practitioner program.  She has special interest in mental and behavioral health with children and 

adolescents.  She has an additional certification as a Pediatric Mental Health Specialist. Dana also enjoys teaching students and is 

Adjunct Nursing Faculty with East Tennessee State University.  In her free time, she enjoys cooking, being outside and spending time 

with her family.  

Caroline Lukens, Pediatric Nurse Practitioner      (Fayetteville)                                                                                                                    

Caroline is a Board Certified Pediatric Nurse Practitioner. She graduated from the University of Tennessee with her Bachelors of 

Science degree in Nursing and earned her Master’s degree in Nursing from Vanderbilt University with a focus on primary care 

pediatrics. She has special interests in developmental pediatrics, but is passionate about providing family-centered pediatric care to 

children of all ages.  Caroline loves to travel, spend time outside, and read in her free time.    
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