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Patient Information Form











Today’s Date ______________________

Child’s Birth Name and Last Name: _________________________________________________________________________






 (First Name)



(Last Name)

Gender:  ○ Male
○ Female

Birthdate:      /       / 
 
Social Security # ________________________
Address  _______________________________________City____________________________State__________Zip__________________ 

Primary Phone #: ________________________

Other Phone #:___________________________        
Preferred Language: 
○ English
○ Spanish
○ Other
  _________________________________________________

Race:  
○ Asian  
○ Native Hawaiian or Other Pacific 
○ African American/Black  
○ White  



○ Hispanic  
○ Other Race  

○ Other Pacific Islander

○ Unreported/Refuse to Report

Ethnicity:   
○ Hispanic Origin

○ Not of Hispanic Origin

○ Unreported/Refuse to Report
Please list all persons living in your household and their ages including parents/guardians, brothers, sisters, etc.:

1. ___________________
Age ______
2.  _________________
Age _____       3.  ___________________
Age ______

4. ___________________
Age ______
5.  _________________
Age ______       6.  ___________________
Age ______

Parents:

Name: _____________________________________________
Social Security _________________________________

D.O.B.  _______________________________________________
Maiden Name _________________________________

Address  ______________________________________City____________________________State__________Zip__________ 

Home #  (_____)________________________________________  
Work #(_____)_________________________________

Place of Employment
________________________________
             Cell #(_____)__________________________________

Email Address
_______________________________________
Highest grade completed in school?  ______________________
Preferred Language: 
○ English
○ Spanish
○ Other
  ________________________________________________________
Name : _____________________________________________
Social Security _________________________________

D.O.B.  _______________________________________________
Maiden Name _________________________________

Address  ______________________________________City____________________________State__________Zip__________

Home #  (_____)________________________________________  
Cell  #  (_____)_________________________________

Place of Employment
________________________________
             Work # (_____)________________________________

Email Address
_______________________________________
Highest grade completed in school?  ______________________

Preferred Language: 
○ English
○ Spanish
○ Other
  _______________________________________________________
Primary Caregiver: (The person who takes care of your child if you aren’t available)

Name : _____________________________________________
Social Security _______________________________________

D.O.B.  _____________________________________________
Relationship to child: __________________________________

Address  ______________________________________City____________________________State__________Zip__________ 

Home #  (_____)______________________________________  
Cell #    (_____)________________________________

Place of Employment
________________________________              Work #
 (_____)________________________________

Email Address
_______________________________________
  
Highest grade completed in school?  ________________

Preferred Language: 
○ English
○ Spanish
○ Other
  ________________________________________________________

Pharmacy name and address: ___________________________________________________ Phone:____________________
(The pharmacy which your provider will electronically send all prescriptions)

Emergency Contact Information (Other than parents and caregiver)

Name
_________________________________
Phone#  (_____)___________________  Relationship to child _____________________

Name
_________________________________
Phone#  (_____)___________________  Relationship to child _____________________

Person(s) Authorized To Bring Child In For a Sick Visits: (Other than parents and caregiver)
Parent and/or Guardian Must be Present for Well Checks 
Name: ______________________________Phone#  (_____)_______________________ Relationship to Patient: _________________  

Name: ______________________________Phone#  (_____)_______________________ Relationship to Patient: _________________  

Name: ______________________________Phone#  (_____)_______________________ Relationship to Patient: _________________  
**MINORS MUST BE ACCOMPANIED BY AN ADULT**
How did you hear about Nuestros Ninos, Our Kids Pediatrics? 

_____
Insurance Company

_____
Friends/Relatives

_____
Current Patient

_____
Health Fair

_____
Sign of Building

_____
Other
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Patient Agreement for Communications

I _______________________________________________, understand that as part of the health care of my child/children listed below:

________________________________________________
__________________________________________

________________________________________________
__________________________________________

Nuestros Ninos, Our Kids Pediatrics, will need to contact me from time to time for the purpose of reminding me of an appointment, relaying the results of a test, advising me of special precautions, and measures that I need to follow, etc.  I hereby authorize Nuestros Ninos, Our Kids Pediatrics, to contact me in the following ways:

(Please indicate with an * which is your primary choice to be contacted by our office):

_____  Home Phone: _______________________________  
Leave voice mail? _____ yes  _____ no  

_____  Cell Phone:    _______________________________  
Leave voice mail? _____ yes  _____ no









          Send text message? _____ yes  _____ no

_____  Office Phone: _______________________________  
Leave voice mail? _____ yes  _____ no

_____  E-mail Address: ____________________________________________________________________________

If you have chosen your home, cell or office phone may we leave a message with anyone who answers the phone?

_____ yes  _____ no  

My child’s condition and medical information may be discussed with the following person(s) on my behalf:

1. Name/Relationship ______________________________________________________________________

2. Name/Relationship ______________________________________________________________________

3. Name/Relationship ______________________________________________________________________
I understand that Nuestros Ninos, Our Kids Pediatrics, will use the minimum necessary information needed when communicating indirectly.  I understand that I have the right to revoke or amend this agreement at any time.  Any revocation or change will not apply to any communications already completed.  I understand that Nuestros Ninos, Our Kids Pediatrics, will not share this information with any third party vendors or parties at any time.

Parent/Guardian’s Signature







Date
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Financial Agreement

Financial Guarantor (The person who will pay the bill if insurance doesn’t pay for the office visit):

Name: _____________________________________________
Social Security _______________________________________

D.O.B.  _______________________________________________
Maiden Name  _________________________________

Address  ______________________________________City____________________________State__________Zip__________ 

Home #  (_____)________________________________________  
Work #(_____)_________________________________

Place of Employment
__________________________________             Cell #(_____)_________________________________

Email Address
___________________________________________________________________________________________
Child’s Insurance – Please present your card to the receptionist at each visit.

MEDICAID/PEACH CARE ID#:____________________________________________________________________________

If Amerigroup, PeachState, or Wellcare please provide the ID#  _____________________________________________________

PRIVATE INSURANCE

Primary Insurance:_________________________________________________________________________________________

Policy Holder:___________________________________________________
Relationship to Patient:____________________

ID#: ___________________________________________________________
Group #: _______________________________

Secondary Insurance:_______________________________________________________________________________________

Policy Holder:
__________________________________________________
Relationship to Patient: ___________________

ID#: ___________________________________________________________
Group #: _______________________________

It is the parent and/or guardian’s responsibility to present the patient’s insurance card at each visit.

I consent to treatment necessary for the care of the above-named patient.  I authorize the release of all medical records to referred specialists and to my insurance company if applicable.  I allow fax transmittal of my child’s medical records.  I authorize and request that insurance payment be made directly to Nuestros Niños, Our Kids Pediatrics should they elect to receive such payments.

I have read and fully understand the above consent for treatment, release of medical information, insurance authorization and account financial responsibility.

Date  __________________________
Signature _______________________________________________________________________
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Patient Medical History
Today’s Date: _______________

Child’s Birth Name and Last Name: _________________________________________________________________________






 (First Name)




(Last Name)


Gender:  ○ Male
○ Female





Birthdate:      /       / 
 

Birth  History:

Type of delivery:         ○Vaginal   ○ C-Section  

Child’s Birth Weight:______ lbs. _______ oz.   Birth Length:  _______in. 

Did this child have any problems in the hospital such as trouble breathing, blue spells, yellow jaundice, trouble feeding, etc.?

○ Yes
○ No  
If yes, explain: ________________________________________________________________________________________

___________________________________________________________________________________________________________________

Was (is) the child breastfed?  ○ Yes
○ No 

Did (does) this child have any problems with breast of formula feeding?  ○ Yes  ○ No    If yes, explain:  _____________________________

___________________________________________________________________________________________________________________
Child’s Medical History:

How would you describe your child’s health?  
○ Good
○ Fair
○Poor



Has this child had any reaction to medicines?
○ Yes
○ No
If yes, explain _____________________________________________

Has this child ever been hospitalized for any reason?
○ Yes
○No
If yes, for what? ___________________________________________

Is this child on any medications? 


○ Yes
○ No  


If yes, what are the medications?  _______________________________________________________________________________________

Does this child have any recurrent illnesses or health problems?
○ Yes
○ No  


If yes, what are they?  _________________________________________________________________________________________________

Has your child been diagnose of any hearing or vision problems?  
○ Yes
○ No  

Are there any emotional problems in the family?



○ Yes
○ No  


If yes, what are they?  _________________________________________________________________________________________________

Are there any problems with alcohol or drug abuse in the family?

○ Yes
○ No  
If yes, what are they?  ___________________________________________________________________________________________________________________

________________________________________________



________________________________

Signature of Person Completing Family Medical History



Relationship to Patient
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Authorization to Disclose Protected Health Information

I ____________________________________________________ authorize Nuestros Niños, Our Kids Pediatrics to use or disclose specific information medical condition. 

About my child/self__________________________________________.   



I hereby authorize Nuestros Ninos Our Kids to use and disclosure of the protected health information to the purpose and extent stated above. This authorization may be revoke at any time. In order to revoke the authorization, the patient/parent/legal guardian must notify Nuestros Ninos, Our Kids Pediatrics.  Nuestros Niños, Our Kids will not condition treatment, payment, enrollment or eligibility for benefits on the execution of this Authorization. The protected heath information used or disclosed as a result of this authorization may be subject to disclosure by the person or entity receiving such information and will no longer be protected by the federal privacy regulations. 

This Authorization is given without promise of compensation. The parent/legal guardian and the patient release to Nuestros Niños, Our Kids Pediatrics any right, title and/or interest of any kind they may have in the information or images produced. By signing bellow, I authorize Nuestros Niños, Our Kids to use or disclose any medical information specified in this authorization.

The above statement must be signed to be valid. A copy of this authorization can be provided to the individual completing this form.  Please indicate below if you would like a copy for your records.

Yes, please 

 No, thank you 
Patient Name: ______________________________________ 


______________________________
   










Relationship to Patient
Signature: _________________________________________ 




                              Patient/parent/Legal Guardian 




Date: _________________________


Consent to Obtain External Prescription History

I _____________________________ whose signature appears below authorize Nuestros Ninos, Our Kids Pediatrics to view external prescription history via external sources regarding the above-mentioned patient.  I understand that prescription history from multiple other unaffiliated medical providers, insurance companies, and pharmacy benefit managers may be viewable by my providers and staff here, and it may include prescriptions back in time for several years.     







MY SIGNATURE BELOW CERTIFIES THAT I HAVE READ AND UNDERSTAND THE SCOPE OF MY CONSENT AND THAT I AUTHORIZE THE ACCESS.

________________________________________________



________________________________

Signature of  Patient/Parent/Guardian Giving Consent



Relationship to Patient

Date: ________________________
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~ Authorization to Release / Receive Medical Records ~

Date:  ________ / ________ / ___________

Medical Facility:________________________________________

Address: ______________________________________________

Phone # (      ) ____________________

Fax # (      ) ____________________


Patient’s Name:_________________________________________  DOB: _____ / _____ / _________

I (Print Name) ___________________________________________ I understand this authorization will include release of all medical records including HIV records, Psychiatric Medical Illnesses, Drug/Alcohol abuse records, Venereal Disease and any other statutory protected disease This authorization and consent will expire ninety (90) days following the date signed. I understand I may revoke this authorization and consent at any time except to the extent that action has previously taken in reliance hereof.

Parent Signature: ________________________________________         Date: ___________________

_____ Lab & X-Ray Results

_____ Immunization Records

_____ Medical Records

Please mail the photocopies or fax to the following:

NUESTROS NIŇOS OUR KIDS PEDIATRICS

_____ 777 Franklin Road, Marietta, GA 30067

Office Phone #: (770) 732-6007    Fax #: (770) 732-8242
Updated 05/2018

2
File: New Patient Forms - Complete


[image: image7.png]A 4
%‘ strog
Nifnos
Our Kids Pediatrics



[image: image8.png]FAMILY HISTORY

PatientMame:

Patient DOB:

Today's Date:

Eamily
Members

Yesrot
B

Disbetes

stroke

Cancer

Obesity

Seizures

Thvroia

Droblems

Mother

Father

Sisterts)

Brothe

Patern
Grandmot

Grandmot
her

Notes.




