Pedi@Care

PEDIATRICS SEVEN DAYS A WEEK

PLEASE FILL OUT THIS FORM COMPLETELY. Thank You.

Date this form is being completed: [

Last Name First Name Middle Initial
Date Of Birth | Sex | | Home Phone |
Street Address | City, State & Zip |

PARENT/GUARDIAN # 1 *Please note if "same” as patient

Full Name

Relation To Patient

Date Of Birth / / | Social Security Number |

Home Street Address *

City, State & Zip *

Home Phone Number * | (

Cell Number ( ) | Work Number | ( )

E-Mail Address @

Name of Employer | Occupation |

Active Military? | Is the patient living with this parent/guardian? |
PARENT/GUARDIAN # 2 *Please note if “same” as patient

Full Name

Relation To Patient

Date Of Birth / / | Social Security Number | - -

Home Street Address *

City, State & Zip *

Home Phone Number * | (

Cell Number ( ) | Work Number | ( )
E-Mail Address @
Name of Employer | Occupation |
Active Military? | Is the patient living with this parent/guardian? |
SIBLINGS
Full Name Date Of Birth Patient Of Pedi-Care?
/ /
/ /
/ /
/ /
/ /

EMERGENCY CONTACT - please list someone other than a parent /guardian who is living locally

Full Name Relation To Patient Phone Number City Of Residence
C )

SOCIAL INFORMATION [ HISTORY

Which pharmacy do you primarily use? | Pharmacy: Town/Street:

Religious/Personal Beliefs (optional)

Living Situation (child lives with...)

Smokers in home

Pets

Who referred you to Pedi-Care?




Name:

Date Of Birth:

BIRTH HISTORY

Hospital Name

Name of Doctor/Midwife that delivered baby

Birth Weight

Term or Premature? (weeks)

Vaginal or Cesarean Birth?

Pregnancy Complications

Delivery Room/Nursery Complications

FAMILY HISTORY (Please fill out / check all conditions present in each person or family)

Relation | Date | Asthma High High Heart Diabetes | Cancer | Anemia | Developmental | Other
of /Allergies | Blood Cholesterol | Disease / Learning /
Birth Pressure Behavior

Disorders

Biological

Mother

Biological

Father

Siblings’ | Date

Names of
Birth

Biological

Mother’s Family

Biological Father’s

Family

PATIENT'S HEALTH (Please indicate if “none” at this time)

Allergies

Medication / Food / Other Reaction Date

Hospitalizations / Surgeries / Injuries

Specify Date

Current Problems / Medications

Specify

Date Of Onset / Date Began




Name: Date Of Birth:
PATIENT'S SIGNIFICANT PAST ILLNESS (Please circle all that apply)
Ears/Eyes/Nose/Throat Respiratory Genitourinary

Ear Infection Croup Urinary Tract Infection
Hearing Loss Epiglottitis Genital Infection

Eye Infection Pneumonia Vaginal Discharge
Visual Loss Bronchitis Abnormal Menses

Eye Injury Asthma

Nose Bleed Heart Extremities & Skin
Tonsillitis

Large Tonsils / Adenoids

Heart Murmur

Bone Infection

Abnormal Rhythm Easy Bruising
Seasonal Allergies Skin Infection
Joint Infection
Arthritis
Neurological Digestive Tract Other Childhood Infections

Recurrent Headaches

Seizures

Recurrent Fainting

Muscle Disease

Cerebral Palsy

Meningitis

Learning / School Related Problems
Behavior Concerns

Emotional Difficulty

Social Difficulty

Hepatitis

Intestinal Infection
Recurrent Vomiting
Chronic Diarrhea

Recurrent Abdominal Pain

Allergic

Food Allergies

Anaphylaxis

Chicken Pox (DATE: / /

Mumps
Measles
Roseola

Mononucleosis




Pedi@Care

PEDIATRICS SEVEN DAYS A WEEK

*x*x* THIS PAGE HAS 3 SECTIONS, PLEASE COMPLETE ALL SECTIONS * * * *

SECTION ONE i HIPAA (Privacy Act)

| acknowledge that | have received, or have been offered, a copy of the Medical Information Privacy Notice Of Pediatric Care Associates Of Connecticut (Pedi-Care) to
review, and | have reviewed it, or have been informed that | have a right to review it, prior to signing this consent.

| hereby consent to the use and disclosure of my personal medical information by Pedi-Care to carry out treatment, payment, and health care operations as described
in the Notice, which contains a more complete description of the uses and disclosures to which my personal medical information may be put of subjected in the
course of treatment, payment, and health care operations.

Pedi-Care has informed me that they may disclose or use my personal medical information to carry out treatment, payment, or healthcare operations as described in
the Notice.

I have been informed that the terms of the Notice may change from time to time, and that | may obtain a copy of the most recent Notice at the time of any office
visit.
I have been informed that I have the right to request that Pedi-Care restrict how my personal medical information is used or disclosed to carry out treatment,

payment or health care operations, but that Pedi-Care has the right to refuse to agree to the requested restrictions. | also have been informed that if Pedi-Care
agrees to a restriction | request, such agreement is legally binding upon them.

I have been informed that I have the right to revoke this Consent in writing at any time except to the extent Pedi-Care has taken action in reliance upon this consent
prior to revocation.

Signature: I Date:

SECTION TWO 1 Insurance Information

Primary Insurance Secondary Insurance
Subscriber/ID # Subscriber/ID #
Policy Holder Policy Holder

I understand that if | have a secondary insurance company that Pedi-Care participates with, they will bill that insurance for my family. | authorize payment of benefits
directly to Pedi-/ | NB & L FaNBS (2 LI& Ittt OKIFINBSa AYyOdzNNBR FTNRBY Yt theplgsichnp@udingdte NB ©
services. | understand that | am responsible for any charges not covered by this assignment. Please sign below:

Signature: I Date:

SECTION THREE 1 State Of Connecticut Patient VFC Eligibility Screening

/| KAf RQa | KADARA

Parent/Guardian Primary Insurance

PLEASE CHECK ONE BOXSAGN & DATE BELOW:

1 This child DOES NOdualify for immunizations through the CT VFC program because he/she has adequate coverage
through their insurance plan and does not meet any of the other criteria noted below.
OR
This child DOESjualify for immunizations through the Connecticut VFC Program because he/she (check only one boy
1 Is enrolled in Medicaid.
1 Has NO health insurance / self payer.
1 Is American Indian or Native Alaskan.

1 Is underinsured (can receive VFC vaccines (pneumococcal conjugate, influenza & meningococcal conjugate) at a Federally Qualified Health Center
(FQHC)

1 Has Private Insurance that does notadequately cover immunizations. (child may receive all vaccines from the CT VFC Program except for
pneumococcal conjugate, influenza & meningococcal conjugate, which are only available for patients in categories A,B, C & D).

Signature: I Date:




