Children’s International AMC

dba

Children’s International Medical Group
 

Today’s Date: _____________________

PATIENT INFORMATION:

Patient’s Name: 








         DOB: 



Address:





         City: 

            State: 

 Zip: 


Phone #: (
)

         Cell Phone #: (
    )

            SS#:


         Sex: 


Race:______________ Preferred Language:________________________________ Ethnicity:________________________
PARENT/GUARANTOR’S INFORMATION:

Mother’s Name: 








         DOB: 



Address:





         City: 

            State: 

 Zip: 


Phone #: (
)

         Cell Phone #: (
    )

            SS#:




         
Employer:








     Occupation: 



Employer’s Address:_






    Work Phone: 



E-Mail Address: 














Father’s Name: 








         DOB: 



Address:





         City: 

            State: 

 Zip: 


Phone #: (
)

         Cell Phone #: (
    )

            SS#:




         
Employer:








     Occupation: 



Employer’s Address:_






    Work Phone: 



E-Mail Address: 














EMERGENCY INFO:

Name: 








       Phone #: (

)



Address:







      Relationship:




REFERRED BY:__________________________________________________________________  Phone #: _________________________

If you were not referred by another physician, how did you hear about us? 
Children's International, AMC, dba 

Children's International Medical Group
INSURANCE INFORMATION:

PRIMARY INSURANCE COMPANY

Name: 















Address:







 Phone: (______)




Policyholder’s Name: 












Policyholder’s DOB:




             Relationship to patient: 




Policy #: 





           Group #: 






SECONDARY INSURANCE COMPANY

Name: 















Address:







 Phone: (______)




Policyholder’s Name: 












Policyholder’s DOB:




             Relationship to patient: 




Policy #: 





           Group #: 






ALL COPAYS ARE DUE PRIOR TO THE PATIENT BEING SEEN BY THE PHYSICIAN/NURSE PRACTITIONER.

Payment for services rendered is expected at the time of service.  Any other payment arrangements should be discussed and agreed upon prior to your appointment.  Some insurance/Medicaid settlements may not be final.  Please be aware that you are responsible for any unpaid/denied balance on this account.  You are also fully responsible for any and all charges which have not been paid by your insurance company within 60 days of the date of service.  Any authorization/preauthorization numbers that are required by your insurance company for office visits, outpatient testing, hospital admissions, etc., are the patient’s responsibility to obtain prior to services.  If payment is denied by your insurance company due to lack of an authorization/preauthorization number, you will be fully responsible for the charge incurred.  If your account is sent to our collection agency, you will incur a 33% collection fee added on to your account balance.

In event of an emergency during non-office hours, you should contact our answering service at (985)768-1253.  If you are unable to contact your physician/practitioner, please call your primary care doctor or go to the nearest emergency room.

Any request for prescriptions should be handled during normal office hours (usually 8:30-4:30 Monday -Friday).  Prescriptions can only be refilled if the patient has been seen in the office within the last six months, and physician/practitioner approval may take up to 24 hours. 

By signing below, I acknowledge that I have read, understand and agree to abide by all of the above, as well as authorize Dr. Hernandez, Dr. Pouw, Dr. Jeansonne, Dr. Claycomb, Mrs. Moody, Mrs. Dakin, Mrs. Demas, Mrs. E. Wilson, Mrs. R. Wilson, Mrs. Ford, Mrs. Guarino, Mrs. Pedersen and/or their designee to perform medical testing, and provide medical care and treatment to the above patient as well as to release or obtain medical information.

I authorize the release of any medical or other information necessary to process claims.  I hereby request payment of government benefits to the party who accepts assignment.  I also authorize payment of medical benefits to the undersigned physician or supplier for services rendered.

SIGNATURE:________________________________________________________________ DATE:________________

Children’s International AMC

dba
Children’s International Medical Group

PLEASE COMPLETE THE TOP HALF OF THIS FORM IF YOU ANTICIPATE SENDING YOUR CHILD FOR FUTURE OFFICE VISITS AND/OR TREATMENT IN THE OFFICE OR BY TELEPHONE WITH SOMEONE OTHER THAN A PARENT OR LEGAL GUARDIAN.  IF NO ONE ELSE IS ALLOWED TO AUTHORIZE OR DISCUSS MEDICAL TREATMENT PLEASE COMPLETE THE “I DO NOT” LINE ON THIS FORM.

I, _____________________________________________________________, give my permission to have my child, ________________________________________________________________, brought to the office or discuss medical information by telephone by the following:

_________________________________________________________________RELATIONSHIP:____________________

_________________________________________________________________RELATIONSHIP:____________________

_________________________________________________________________RELATIONSHIP:____________________

_________________________________________________________________RELATIONSHIP:____________________

I also give my permission to have the above named person(s) make any decisions necessary to have my child properly treated by all CHILDREN’S INTERNATIONAL doctors, nurses, and medical assistants.  I further understand that my child will not be treated if accompanied by a person under the age of 18, other than the parent/legal guardian.

I, _____________________________________________________________, DO NOT give anyone permission to have my child, ________________________________________________________________, brought into the office or disclose of medical information to anyone other than myself.

Signature







Relationship

Office staff witness





Date

Children’s International AMC

dba
Children’s International Medical Group

NOTICE OF PRIVACY PRACTICES ACKNOWLEDGMENT

We keep a record of health care services we provide to you.  You may request to see and receive a copy of that record.  You may also ask for correction of that record.  We will not disclose your record to others unless you direct us to do so or unless the law authorizes or compels us to do so.  You may request to review your record or get more information about it by contacting our privacy officer, Clara Lopez, at (985)646-1580.

Our Notice of Privacy Practices describes in more detail how your health information may be used and disclosed and how you can access your information.

By my signature below, I acknowledge receipt of the Notice of Privacy Practices.

Parent or legally authorized individual signature


Date &Time

Printed Name if signed on behalf of the patient



Relationship

Names of Children in Practice

1.








2.








3.








4.








5.








This form will be retained in your medical record.

Children's International, AMC, dba 

Children's International Medical Group
NAME:







DOB:


DATE:



Childs birth weight:


Gestational age:

Hospital Where born:






Problems at birth:





Problems during Pregnancy:





How long was child in hospital:


Siblings: (brothers)


(sisters)





PATIENT’S HISTORY




History given by:






	                                                      Y        N

Drug Allergy?                     

List:      

  
	                                                      Y         N

Lung Disease                               
	Medications:

	
	Kidney Problems
	

	
	Bladder Problems
	

	Food Allergy?                              

List:


	Seizure
	Hospitalizations:

	
	Genetic Disorder
	

	Environmental Allergy?

List:


	Diabetes
	Surgeries:

	
	Cancer
	

	Asthma
	Suicide Attempts
	Daycare:

	Meningitis
	Disabilities
	

	Tonsilitis
	STD’s
	School:

	Ear Infection
	Major injuries
	

	Sickle Cell or Trait
	Heart Disease
	Hobbies:

	Birth Defects
	Other:
	

	Thyroid Defects
	
	


FAMILY HISTORY

	                                                     Y      N    Relationship                                                                                                            Y        N     Relationship                                     

	Heart Disease
	High Blood Pressure

	Stroke
	Diabetes

	Sickle Cell or Trait
	Cancer

	Thyroid Disorder
	Allergy to drugs

	Tuberculosis
	Allergy to food

	Genetic Disorder
	Allergy Environmental

	Seizure Disorder
	Other

	Mental Disorder
	


LEAD RISK ASSESSMENT                                                                                                                                                  Y         N
	Does your child live in or regularly visit a house built before 1960?                                                          

	Was your child’s daycare, preschool, or baby sitter’s house built before 1960?

	Does the house have peeling or chipped paint?

	Does your child live in or regularly visit a house built before 1960 with recent or ongoing remodeling?

	Have any of your children or their playmates had lead poisoning?

	Does your child live with or frequently visit an adult who works with lead? (ex. Construction, welding, pottery, ceramics)

	Does your child live near an active smelter, battery recycling plant or other industry likely to release lead?

	Do you give your child home or folk remedies that may contain lead?

	Does your child live near a heavily traveled major highway where soil and dust may be contaminated with lead?

	Does your home’s plumbing have lead pipes or copper with lead soldering points?

	Does your child put in his/her mouth, chew on, or eat paint chips?


ENVIRONMENTAL

	Housing Type:   ( )HOUSE  ( ) APARTMENT  ( ) MOBILE HOME
	UPDATES:

	How many people live in the home?
	

	Type of drinking water? ( )CITY  ( ) WELL  ( ) BOTTLED
	

	Sewage Disposal:   ( )CITY  ( ) SEPTIC TANK
	

	Are there smoke detectors in the home?  ( ) yes  ( ) no
	

	Are there smokers in the home?  ( ) yes  ( ) no
	

	Are there smokers where your child frequently visits? ( ) yes ( ) no
	

	Are there pets in the home? List: INDOORS

 OUTDOORS
	

	
	

	Does your child use: ( ) CAR SEAT   ( )BOOSTER SEAT   ( ) SEATBELT
	


