


SCAN FOR OTHER LANGUAGES 
(SPANISH, FARSI, TRADITIONAL CHINESE) 

 

 
 

 
Welcome and thank you for choosing Children’s Primary Care Medical Group 
(CPCMG). We are committed to providing you with the best medical care based on your 
health needs.  
  
It is our passion to form a partnership with you to restore you to good health when you 
are ill; to maintain your good health; and to promote physical and emotional well-being.   
  
Your commitment to your patient-centered medical home clinic will provide you with an 
expanded care model. We will work with both you and your other health care clinicians to 
take care of you. You will also have access to your healthcare team through the secure 
CPCMG patient portal MyChart.  
 

PACT  
Patients And Clinicians/Care Team Together  

  
Our COMMITMENT to Your Child’s Health Care   

• Greet you with a warm welcome  
• Respect and listen to you  
• Acknowledge the importance of your concerns  
• Respect your privacy & keep your medical records confidential  
• Recognize your strengths & respect your unique qualities  
• Value your time and make our time together count  
• Include you in your care and offer you choices  
• Communicate clearly with you about your health care plan and notify you of test 

results in a timely manner   
• Provide resources to help you with the health care system and after-hours care  

  
Your COMMITMENT to Your Child’s Health Care   

• Attend ALL WELL Visits  
• Be an active participant in your child’s health care and keep all scheduled 

appointments  
• Contact our office to cancel or reschedule as soon as possible   
• Understand your health insurance coverage and bring your updated health 

insurance card to each visit  
• Prepare for your visit:  

o Complete on-line questionnaires prior to arriving.  
o Bring your vaccine card, school physical forms, and any other forms 

needed   
• Ask questions until you understand the treatment plan  
• Schedule Sick and Return visits in between for any on-going/chronic or new 

health concerns as needed.  
• Provide open, accurate and timely information about your child’s health  
• Update your child’s health care team with any changes in your family’s health  
• Complete ALL labs, imaging, and specialty appointments   
• Respect all members of your child’s health care team  



  

 

The physicians and staff of Children’s Primary Care Medical Group and Rady Children’s Physician Management Services are 
committed to partnering with you in maintaining good health for your child. 

Patient Bill of Rights and Responsibilities 

For optimal care of your child, you have the Right to:  
• Receive appropriate, considerate and respectful care regardless of race, gender, disability, sexual orientation, cultural, economic or 

religious background.  
• Select your physician and location as your child’s Medical Home and understand the specific rights as a member of the Medical 

Home Team. 
• Know the name and job title of your child’s caregivers, as well as the care they will provide for your child.  
• Receive language translation assistance, when necessary, if you speak a language other than English.  
• Communicate with caregivers about your child’s illness, treatment and prospects for recovery in a way that facilitates your 

understanding.  
• Receive as much information as you may need in order to give or refuse consent for any proposed treatment.  Except in 

emergencies, this includes alternate course of treatments or non-treatments, and risks involved with each.  
• Participate actively in any decisions regarding your child’s medical care.  To the extent permitted by law, this includes the right to 

refuse treatment and to request a second opinion.  
• Discuss the cost of your child’s care, examine your child’s medical bills and receive an explanation of charges.  
• Discuss your child’s medical record with a health care provider; request to access, inspect, copy or amend your child’s medical 

record.  
• Expect privacy concerning the medical care given your child, including case discussion, consultation, examination, and treatment.  

The reason for the presence of any individual will be made known to you.  
• Receive a Notice of Privacy Practices that describes our privacy policies, an accounting of to whom we disclose your child’s 

information, and restrictions regarding how we communicate disclosure of information.  
• Reasonable continuity of care and advance notice of the time and location of appointments, as well as the identity of persons 

providing the care.  
• Be advised of and refuse to participate in any research project involving your child.  
• Have all the Patient Bill of Rights and Responsibilities apply to the person who may have legal authority to make decisions regarding 

medical care on behalf of your child.  
• Voice questions or concerns about care or service by communicating with the appropriate provider or administrative staff. You may 

also place a quality of care concern by contacting our Patient Advocate Department at (858) 502-1197, the AAAHC at (847) 
853-6060, or the Medical Board of California at (800) 633-2322.  

• Change your provider by advising your physician’s office or by contacting the Patient Advocate Department listed above or your 
insurance plan. 

• Be informed of any plan to discontinue your child’s care.  
• Know that all physicians and staff will observe these patient rights.  

We also believe that you and your child have the responsibility to:  
• Coordinate the majority of your child’s health care through the Medical Home. 
• Provide accurate and complete information about your child’s health.  
• Participate actively in decisions about health care for your child.  
• Know your child’s health care requirements following a visit with your child’s physician.  
• Express questions or concerns about care or service by communicating with the appropriate staff.  
• Provide accurate and complete information about your family’s health insurance.  
• Be familiar with your health care benefits.  Accept the financial responsibility (i.e., co-payments, co-insurance and deductibles) 

associated with services rendered.  
• Be considerate of the other patients, families and staff. Respect Children’s Primary Care Medical Group and Rady Children’s 

Physician Management Services property and staff.  
 - Please know that we have a zero-tolerance policy with regards to threatening behavior, abuse (physical, verbal, or 

written) or derogatory language with regards to a person’s race, gender, disability, religion, culture, sexual orientation 
or economic background. 



 
 
 

New Patient Checklist 
 
 

Thank you for choosing us for your pediatric care.  As a reminder 
please bring the following items to your first appointment: 
 
 
� Completed Forms 

 
o Record Release Form 

 
� Patient’s Insurance card or military I.D. 
 
� Immunization card (Yellow card) 
 
� Hospital Discharge Summary – only for our Newborn patients 
 
� Any previous medical history that may help in the continued care of 
the patient 
 
 
 
      
 



 
When You Need to Contact Your Child’s Pediatrician 

After-Hours . . . 
 
When contacting your pediatrician after hours, each office, with the help of either a recorded message, or answering 
service, will provide instructions on how to obtain medical care for your child.  Please follow the guidelines listed 
below to receive advice. 
 
Guidelines: 

• If you think your child is having a life or limb threatening emergency, call 911 immediately. 

• If not a life threatening emergency, please call your pediatrician’s office telephone number for direction. 

Mediation refills should be done by your child’s pediatrician during regular business hours. 

• Over-the-counter medications should be used according to the information on the label. 

• Please make only one phone call to the office and wait for a reply.  Calls are returned based upon medical 

urgency. 

• For additional medical/health tips please visit the Health Library on our website at:  www.cpcmg.net. 

 
If you are calling after-hours, be prepared to: 

• Provide your child’s name, date of birth, phone number where you can be reached and the name of your 

child’s pediatrician and your insurance information. 

• If your child has a fever, please take their temperature before you call. 

• If you have a medication question, please have the bottle available so the nurse can verify the medication 

and dosing information. 

• The nurse will ask you several questions about your child’s illness, please be ready to discuss the 

symptoms of concern to you. 

• Have a paper and pencil available to write down instructions. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Working together to restore, sustain, and enhance the health and developmental potential of children 

Children’s Primary Extended Care (CPEC) 
 

Now providing after-hours pediatric care for sick visits by appointment in the East County, 
North Coastal, South Bay, Scripps Parkway and Southern Riverside regions. 

 
East County  North Coastal   Scripps Parkway 
844 Jackman St.  11943 El Camino Real #210  12036 Scripps Highlands Dr., #102 
El Cajon, CA 92020  San Diego, CA 92130   San Diego, CA 92131 
Mon-Thurs (5:30pm – 8:30pm) Mon-Thurs (5:30pm – 8:30pm) Mon-Thurs (5:30pm – 8:30pm) 
Sundays (10:00am – 2:00pm)  Sundays (10:00am – 2:00pm)  Sundays (10:00am – 2:00pm) 
 
South Bay                                           Southern Riverside    Vista 
769 Medical Center Court, #300         25170 Hancock Ave, #200  2067 West Vista Way, #180 
Chula Vista, CA 91911                        Murrieta, CA 92562   Vista, CA 92083 
Mon-Thurs (5:30pm – 8:30pm)           Mon-Thurs (5:30pm – 8:30pm) Mon-Thurs (5:30pm – 8:30pm) 
Sundays (10:00am – 2:00pm)              Sundays (8:30am-12:00pm)             Sundays (10:00am – 2:00pm) 
 
 

http://www.cpcmg.net/


 

 

ONE PATIENT PER AUTHORIZATION FORM 

 

Place Patient Label Here 

 

Record Release Form 

Authorization for Use or Disclosure of Health Information 

Completion of this document authorizes the disclosure and/or use of individually identifiable health 

information, as set forth below, consistent with California and Federal law concerning the privacy of 

such information. Failure to provide all information requested may invalidate this authorization. 

AUTHORIZATION:  I hereby authorize 

Children’s Primary Care Medical Group 

3880 Murphy Canyon Rd., Suite 200 

San Diego, CA 92123 

Ph (858) 502-1125 Fax:  (858) 573-0364 E:cpcmghim@rchsd.org  

 

to furnish to (name and address of recipient) 

Name:   

Address:   

Phone #:                                                         Fax #:   

 

medical records and information pertaining to medical history, mental or physical condition, services 

rendered, or treatment for: 

                                                DOB:                                            

(Print last name, first name) 
 

INFORMATION TO BE RELEASED:  Immunization Records  Lab results  Office Visits 

 Growth Charts Genetic results  Other__________________________________________ 

TREATMENT DATE(s): From:        To:   

PURPOSE: This information supplied is to be used for the following:  

 Continued care  Personal  School  Legal Matter  Other ___________________________ 

DURATION: This authorization shall become effective immediately and remain in effect for 12 months 

from the date signed. 

 

SIGNATURE:                                                               TIME:                 DATE____________________ 

                                   (Patient/Parent/or Legal Guardian) 

 

Print name:  Relationship to Patient:   

 

Witness:  Verified & Scanned ID _________________ Page 1 of 2

mailto:cpcmghim@rchsd.org


  Page 2 of 2                                                                                                                                                       Place Patient Label Here 

 

I UNDERSTAND that I have the right to revoke this authorization of any time. My revocation must be 

in writing, signed by me or by my legal representative and delivered to Children’s Primary Care Medical 

Group. 

My revocation will be effective upon receipt but will not be effective to the extent that the requester or 

others have acted in reliance upon this Authorization. I have a right to receive a copy of this 

authorization. I will not be required to sign this authorization as a condition to obtain treatment or 

payment or my eligibility for benefits. 

California law prohibits the requester from making the further disclosure of health information unless 

the requester obtains another authorization from me or unless such disclosure is specifically required or 

permitted by law. 

 

Delivery Options: 

Release Records: 

Records to Be: 

 Flash drive 

 Mailed 

 Paper (Fees may apply if over 100 pages)  

 Delivered via MyChart 

 Hold for Pickup at Site/Pick up location:      

        Picked up by:  Time               Date:                                    

        *To be completed upon pick up* 

 

                                               *Special Authorization* 
 

I specifically authorize the release of (Check all that apply): 

 HIV/AIDS testing 

 Drug or alcohol abuse 

 

 Psychological/psychiatric treatment 

 Reproductive health/STDs/STIs  

 

I understand I am authorizing the release of sensitive/confidential information. 

*Patients 12-17 years old must sign below to release confidential records* 

Sign  Date Time 




















