Pediatrics of Bartlesville, Plic

Patient Name:

Date of Birth: 1 Male

T Female

Preferred Name:

Child's Race: ODAmerican Indian or Alaska Native 1
Asian OAfrican American COWhite OUnknown
O Patient Declined [JOther

Child’s Ethnicity: (HHispanic or Latino
O Not Hispanic or Latine [J Patient
Declined {JUnknown

Patient Adopted or in Custody:

[ Yes {if yes, please provide legal
documentation for patient’s chart)
O No

Insurance: Medicaidi: Social security #:

O Self-Pay (1Private OMedicaid

Patient Name: Date of Birth: 1 Male Preferred Name:
O Female

Child’s Race: CDAmerican Indian or Ataska Native (]
Asian DAfrican American C1White UUnknown
{1 Patient Declined COther

Child's Ethnicity: FJHispanic or Latino
O Not Hispanic or Latino (] Patient
Declined TlUnknown

Patient Adopted or In Custody:

{0 Yes (if yes, please provide legal
documentation for patient’s chart)
O No

Insurance: Medicaidi: Social Securlty#:

{0 Self-Pay DPrivate CIMedicaid

Patient Name: Date of Birth: ] Male Preferred Name:
O Female

Child’s Race: OAmerican Indian or Afaska Native [
Asian DAfrican American OWhite [Unknown
O Patient Declined (10ther

Child's Ethnicity: [JHispanic or Latino
[0 Not Hispanic or Latino (T Patient
Declined CUnknown

Patient Adopted or in Custody:
(JYes (if yes, please provide legal
documentation for patient’s chart)
O No

[nsurance:
0O Self-Pay [Private [1Medicaid

Medicaid#:

Social security#:

List Financially Responsible Guardian here ‘

Parent/Guardian Information

Parent/Legal Guardian: Parent/Legal Guardian:

Date of Birth: SSN: Date of Birth: SSN:

Address: Address:

City: State: Zip: City: State: Zip:

County: County:

Phone Number: Cell: Phone Number: Cell:

Consent to text: yes no {circle one) Consent to text: yes no (circle one)

Email Address: Email Address:

Register for patient portal: Yes No {circle one) Register for patient portal: Yes No (Circle one)
Preferred contact number for appointment reminders (we can only text one}): Ok to text
Preferred Pharmacy
Emergency contact name Phone Relationship

Parent or Legal Guardian (Print} Signature - Parent or Legal Guardian

Date




Pediatrics of Bartiesville, PLLC
HIPAA - Patient Consent of Information

Pediatrics of Bartlesville, in order to comply with the HIPAA Privacy Regulation, requires an authorization from
the patient before detailed messages are left for the patient. This policy is to protect the privacy of the patient and
to protect the physicians and staff of Pediatrics of Bartlesville from violating the patient' s confidentiality. If there
is not a signed consent on file, physicians and staff will only leave their name and telephone number on an
answering machine, voicemail or with a live person answering the phone requesting the patient to return the call.

By completing the consent below, you are allowing Pediatrics of Bartlesville physicians and its staff to leave a
message on an answering machine, voicemail or with a specified individual. You may specify what information is
left and with whom by noting the information on the bottom of this fortn. By signing, you are also consenting to
the mailing or faxing of any results, requested by you, to your primary care physician or another physician
involved in your care.

[ give my consent to Pediatrics of Bartlesville physicians and staff to leave a message regarding scheduling,
treatment, surgery, lab or radiology resuits, or other information as necessary (check all that apply):

via text message
on an answering machine or voicemail at home or cell phone
on an answering machine or voicemail at work

with relationship
with relationship

I do not consent to messages being left at home, work or with any other person. I wish to
be contacted directly

Patient's Name (Please Print) Date of Birth
Patient's Signature Date
Witness Date

HIPAA — Notice of Privacy Practice Acknowledgement

I have been provided acopy of Pediatrics of Bartlesville Privacy Practice.

I have declined a copy of Pediatrics of Battlesville Notice of Privacy Practice.

Patient's Signature Date



Pediatrics of Bartlesville
GENERAL ACKNOWLEDGEMENT AND CONSENT

Consent for medical treatment of a minor: {optional)
As a parent or legal guardian, | give my permission for my child/children to receive medical care {including but not
limited to diagnosis and treatment) in my absence.

Parent or guardian initials:
Financial Policies and payment for professional services: )
As a courtesy to our patients, we bill insurance for services rendered. | understand my insurance may not cover all
visits, e.g., preventive care, hearing & vision screenings, labs, vaccines, etc. | understand | am financially
responsible for all services or fees regardless of insurance coverage. | further authorize the release of necessary
information to my insurance company/or their agents to determine benefits payable for related services. 1also
authorize the payment of benefits directly to Pediatrics of Bartlesville.

Parent or guardian initials:

Late Appointments: Patients arriving more than 15 minutes late will be rescheduled.

Parent or guardian initials:
Failed appointments
When a patient “no-shows”, other patients who are ill or needing to be seen are denied that time slot. As a
courtesy we ask that you please give 24 hours’ notice to reschedule or cancel your appointment. If you do not
cancel at least an hour before your scheduled time you may be charged for a failed appointment. Patients who
repeatedly miss appointments may be dismissed from the practice.

Parent or guardian initials:
After hours telephone policy
| have read and understand the after-hours telephone consult policy and realize | may be charged for this service:

Parent or guardian initials:

Notice of Privacy Practices/Patients’ Rights and Responsibilities/HIPPA:
I have the right to request the Patient Rights and Responsibilities/notice of Privacy Practices/HIPPA prior to signing
this consent. Pediatrics of Bartlesville reserves the right to revise these documents at any time.

Parent or guardian initials:
Custody Documentation
1 understand unless otherwise prohibited by court order or statue, all records and information pertaining to the
child/children shall be equally available to both parents in all types of custody arrangements. Please be aware that
all information will be available to both parents regardless of custody arrangements unless legal documentation is
presented to Pediatrics of Bartlesville revoking all parental rights.

Parent or guardian initials:
Medication History
[ authorize Pediatrics of Bartlesville to obtain/have access to my child/children’s medication history.

Parent or guardian initials:

Signature of parent or guardian Date



Patient Eligibility Screening Record Vaccines for Children (VFC} Program

VFC eligibility screening must be conducted whenever a child age 18 years or younger receives state-supplied vaccine. Although
screening must take place during EACH immunization visit to ensure the child's eligibility status has not changed, documentation
on this form is required only during the initial visit of a VFC-eligible child and during any subsequent visit in which it is determined
the child's eligibility status has changed. The screening record may be completed by the parenV/guardianfindividual of record or by
the health care provider. Verification of responses Is not required. This form {or similar information) must be maintained in the
child's medical record. ’

Primary Provider's Name: Pediatrics of Bartiesville

Initial Screening Date: Child’s Date of Birth
Child's Name:

Last Name First Mi
Child's Birth Country: _ Birth State: Language Spoken:

Mother's Maiden Name:

Parent/Guardian/
Individual of Record:

Last Name First Name M
For access from home to your child’s immunization record please provide the following information:

Email Address Cell Phone:

Does this patient quaiify for the VFC program? I:l Yes D No
If yes, check one eligibility box:

[ Medicaid

[] American Indian/Alaska Native

[] Uninsured

[] Underinsured {(heaith insurance does not cover cost of vaccines)
Eligibility Changes
Although VFC eligibility status must be reviewed EVERY lime a vaccine is administered,
documentation is required on the table below ONLY when changes in VFC eligibility occur.

VFC Eligibility Status
{place an "x" under the appropriate category)

Date : ; - JGES Not meet
Medicaid Amerlcan Inc_ilanl Uninsured Underinsured* . I
Alaska Native eligibility criteria

[]

[ ]

[ ]

I | |
IO
I
]|

o

*To be supported with VFC vaccine, underinsured children must be vaccinated through a Federally Qualified Health Center.



OKLAHOMA STANDARD AUTHORIZATION TO USE OR SHARE PROTECTED HEALTH INFORMATION {PHI)

Patient Name: Medical Record #:;

Date of Birth: Social Security #;

| hereby authorize

Name of Person/Organization Disclosing PHI

to release the following information to

Name and Address of Person/Organization Receiving PHI

Information to be shared: )
0 Psychotherapy Notes (if checking this box, no olher boxes may be checked) [ Entire Medical Record

O Billing Information for OMental Health Records
[ Substance Abuse Records O Medical information compiled between and
O Other:

The information may be disclosed for the following purpose(s) only:
O Insurance [ Continued Treatment O Legal O At my or my representative’s request
O Other;

 understand that by voluntarily signing this authorization:

* lauthorize the use or disclosure of my PHI as described above for the purpose(s) listed.

* | have the right to withdraw permission for the release of my information. If | sign this authorization to use or
disclose information, | can revoke this authorization at any time. The revocation must be made in writing to the
personforganization disclosing the information and will not affect information that has aiready been used or
disclosed.

I have the right to receive a copy of this authorization.
| understand that uniess the purpose of this authorization is to determine payment of a claim for benefits, signing
this authorization will not affect my eligibility for benefits, treatment, enrollment or payment of claims.

* My medical information may indicate that | have a communicable and/or non-communicable disease which may
include, but is not limited to diseases such as hepatilis, syphilis, gonorrhea or HIV or AIDS and/or may indicate
that | have or have been treated for psychological or psychiatric conditions or substance abuse.,

» [understand | may change this authorization at any time by writing to the person/organization disclosing my PHI.

» lunderstand | cannot restrict information that may have aiready been shared based on this authorization.

* Information used or disclosed pursuant to the authorization may be subject to redisclosure by the recipient and no
longer be protected by the Privacy Regulation.

Unless revoked or otherwise indicated, this authorization's automatic expiration date will be one year from the date of my
signature or upon the occurrence of the following event:

Signature of Patient or Legal Representative Date

Description of Legal Representative’s Authority Expiration date (if longer than one year from date of
signature or no event is indicated)

Oklahoma State Department of Health . ODH 206
Community and Family Health Services/ Administration HIPAA Document - retain for a minimum of 6 years August 2014



Name

1D HUKBER

TORH COMPLETED &Y DATE (CHPLETED BIRTH DATE At

Please list all those living in the child's home. i Are there siblings not listed! If so, please [ist their names, ages, and where
they live,

What Is the child’s living situacion if not with both biological parents?

[ Lives with adoptive parents [ Joint custedy [ Single custody

0 Lives with foster family

If one or both parents are not living in the home, how often does the child see

the parent(s) not in the home?

Was the baby born at term? OR weeks  Was the delivery [ Vaginal [3 Cesarean  If cesarean, why!
Were there any prenatal or neonatal complications? ’
OYes ONo Explain

Birth weight

Was a NICU stay required! [JYes [HNo Explain WWas initial feeding [J Formula [J Breast milk How long breastfed?
Bid your baby go home with mother from the hospitall

During pregnancy, did mother - [OYes [OMNo Explain

Use tobacco [ Yes [Neo Drink aleohol OYes (INo

Use drugs or medications [ Yes [OMNo [OUsed prenatal vitamins

Yvhat When

Do you consider your child to be in good health! O Yes CINo [IDK Explain

Does your child have any serious illnesses or medical conditions? (OYes O Ne O DK Explain

Has your child had any surgery! [OYes O Neo DK Explain

Has your child ever been hospitalized? [OYes TONe [ DK Exphin

Is your child allergic to medicine or drugs? [LYes [ONo O DK Explin

Do you feel your family has enoughto eat? O Yes DONo DODK Explain

Have any family members had the following? .
Childhood hearing loss A DYes [ONo DK Who Comments

Masat allergies OYes [ONo [ODK Who Comments
Asthma OYes ONo UODK Who Comments _
Tuberculosis [I1Yes [ONo [ODK Who Comments
Heart disease {before 55 years old) OYes {ONe DODK Wio Comments
High cholesterolftakes cholesterof medication [JYes [ONo 0ODK Who Comments
Anemia OYes ONo HDK Who Comments
Bleeding disarder HYes ONo 0ODK Who Comments
Dental decay HYes ONe [ODK Who Comments .
Cancer (before 55 years old) BYes DNo [ODK Who Comments
ST (Biological Family History continued on back side.}

American Academy of Pediatrics
) DEDICATED TO THE HEALTH OF ALL CHILDREN™
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Liver disease OYes

Kidney disease [Yes
Diabetes (before 55 years old) O Yes
Bed-wetting (after 10 years old) U Yes
Obesity [ Yes
Epilepsy or convulsions O Yes
Alcohol abuse [ Yes
Drug abuse [1Yes
Mental illness/depression []Yes
Developmental disability O Yes
Imimune problems, HIV, or AIDS [ Yes
Tobaceo use O Yes

Additional family history

ONo 0ODK Who
ONe [ODK Who
ONe ODK Who
ONe [IDK Who
ONe 0ODK Who
ONe ODK Who
ONe L[CDK Who
ONe {ODK Who
{ONe 0ODK Whe
ONo CODK Who
ONe ODK Whe
ONe [JDK Whe

Comments

Comments

Comments

Comments

Comments

Comments

Comments

Comments

Camments

Comments

Comments

Comments

Does your child have, or has your child ever had,
Chickenpox

Frequent ear infections

Problems with ears or hearing

Nasal ailergies

Problems with eyes or vision

Asthma, bronchitis, bronchiolitis, or pneumonia
Any heart problem or heart murmur

Anemia or bleeding problem

Blood transfusion

HIv

Organ transplant

Malignancy/bone marrow transplant
Chemotherapy

Frequent abdominal pain

Constipation requiring doctor visits

Recurrent urinary tract infections and problems
Congenital cataractsiretinoblastoma
Metabolic/Genetic disorders

Cancer

Kidney disease or urologic malformations
Bed-wetting (after 5 years old)

Sleep problems; snoring

Chronic or recurrent skin problems {eg, acne, eczema)
Frequent headaches

Convulsions or other neurclogic problems
Obesity

Diabetes

Thyrold or other endocrine problems

High blood pressure

History of serious injuries/fracturesfconcussions
Use of alcohol or drugs

Tobacco use

ADHD/anxiety/mood problemsidepression
Developmental delay

Dental decay

History of family viclence

Sexually transmitted infections

Pregnancy

{Far girls) Problems with her periods

[1Yes
[ Yes
[0 Yes
[IYes
OYes
O Yes
O Yes
3 Yes
[IYes
[iYes
dYes
OYes
[IYes
[1Yes
[dYes
[dYes
[dYes
[JYes

OYes

[ Yes
O Yes
[JYes
OYes
[JYes
dYes
[dYes
[1Yes
O Yes
O Yes
OYes
[ Yes
O Yes
[JYes
Yes
JYes
[1Yes
{1Yes
I Yes
OYes

Has had first period [ Yes O Mo Age of first period

Any other significant problem

I No
[INo
O No
[ONe
O No
DO No
O No
ONo
[ No
O No
[0 No
ONo
[ No
[JNo
O Ne
(O No
O No
O No
O No
I MNo
O No
{INo
ONo
I No
{1 No
ONe
O Ne
O No
L No
f1Ne
[ No
O No
[INe
O No
ONo
[ No
INo
[1No
[ Ne

UIDK When

ODK  Explein
UDK  Explain
DK Explain
ODK  Explain
(DK  Explain
ODK  Explain
ODK Explain
O DK  Explain
O BK  Explain
ODK  Explain
ODK  Explain
DK  Explain
[ODK  Explain
ODK  Explain
ODK  Explain
O DK  Exphin
DK  Exphin
O DK Explain
ODK Explain
LIDK  Explain
(DK Exphin
ODK  Explain
DK Exphin
O DK Explain
O DK Explain
[JDK  Explain
O DK  Explain
O DK Explain
O DK  Explain
CIDK  Explain
DK Explin
DK  Explain
ODK  Explain
DODK  Explain
[JDK  Explain
ODK  Explain
ODK  Explain
ODK  Exphin

This American Academy of Pediatrics Initial History Questionnaire
is consistent with Bright Futures: Guidelines for Health Supervision of

{nfants, Children, and Adolescents, 3rd Edition.

HE0328

The reconmmendations in this publication do not indicate an exdushe course of treatment or serve as
2 standard of medical tare. Yariatons, taking into zccount individual circumstances, may be appropriate.

Copyright € 2080 American Academy of Pediatrics. Al rights reserved. No part of this publication may
be reproduced, stored in a retrieval system, or transmitted, in any form or by any means, electronic,
mechanical, photocopying. recording. or otherwise, without prior written parmissien from the publisher.
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