-

ON: NEW PATIEN

ATTENTT TS
Welcome +o PALMETTO Pediatrics! As

Kondabala, and Dr. Rau are our phy

there are some forms for you to fill
following documents,

\ou ay already know, Dr. Parikh, Dr.
sician providers. As a new patient with us,
out for vour child. We also need +he

1 Parent/Guardian TD (Driver's License, Tdewtification card, etc.)
2.Child’s Social Security card

2.Child’s Insurawce card

4.Child's vaccine record (ITfitis out of state)

5 Previous medical records

Once again, Thank You for Choosiy

9 Palmetto Pediatrics as your child's Medical
Homelll



PATIENT INFORMATION @LEASE FRINT)  TODAYS DATE

Name: DOB.
- LAST FIRST MIDDLE
ADDRESS:
STREET cIrY STATE a3
P o p /
HOMEPHONE( ) CELL{ ) WORK( )
S8.# SEX AGE
RESPONSIBLE PARTY
Name: _ ) = D.OB.
LAST FIRST MIDDLE
ADDRESS:
STREET CITY STATE ZIP
Home Phone { ) Cell Phone () Work Phone{ )
Marital Staius: SIM/W/D  S.S.# uc#
INS QMCE']NFOMA TION
Primary Ins. Name Secondary Ins. Name
Ins. Address " Ins. Address
Name of Insured Name of Insured
Insured’s LD. # Insured’s LD. #
Group # D.O.B. Group # D.OB.
Relationship to Patient Relationship to Patient
Employer Name Employer Name
Emplover Address Emplover Address
In case of Emergency, who should be notified? Phone
Pharmacy of choice: v Phone
EMAITL ADDRESS FOR WER PORTAL :

1mﬂlmizememlmofmuﬁcﬂmdpﬂmﬂinﬁxmaﬁoanmaqmmmfuﬁngphysidm,tocmnﬂmifwandasnwewmytom
i ims, i ini MuﬁcaidPMOauuﬂmmtlalsowﬂaoﬂzepaymmtofmedieﬂbmeﬁmwdmphysicim

Parent Signature: Date:
Ianﬂnzizefollowingpawnstobﬁngmychﬂdformedion!cm&lautboﬁzeﬂlemwcesswmedicalmords.
Name SSN

1.

2,

3.

4.

5.

Date:

Parent Signature:




CHILD HEALTH HISTORY

(BIRTH THROUGH 10 YEARS)
PATIENT NAME: ’ ] Male [ Female DOB : j
ALLERGIES CURRENT MEDICATIONS
| DRUG: PRESCRIPTION :
2 OVER THE COUNTER :
L.OPL: JYER THE COUNTER :
FRENATAL AND DELIVERY HISTORY FAM]LY HE’FORY
MO’I'HER'SABEATPRBGNANCY: [ AIDS O BIRTH DEFECTS O MUBCULAR DYSTROPHY
ILLNESS DURING PREGNANCY; [ DIABETES 0 HEART DISEASE DO MENTAL ILINESS
| MEDS DURING PREGNANCY : D CANCER w_gm_\smmmmm —,
BIRTH WEIGHT: APGAR: 0 CONVULSIONS DHIGH wmsgmo_m_n_xe) D) THYROID DISEASE
TYPE OF DELIVERY : [ ALLERGIES 01 KIDNEY DISEASE | 0 TUBERCUILOSIS
WHERE DELIVERED : 0 ASTHMA 0 ANEMIA / BLOOD DISORDER [ ALCOHOL/DRUG ABUSE ]
COMPLICATIONS : 00 MIGRAINE 3 PSYCHIATRIC £ NONE
GROWT!BANDDEVELOPM.ENT
PHYSICAL AGE AGE | COMMUNICATION | AGE
Smiles Coos ] SOCIAL BEHAVIORAL |
P for Objects R FRIMARY LANGUAGE -
lls or Lo st Tosnsiation/ Boering Toparod oo
Wallks TR Babbies Grade in School : Performance in
| YRS 4 School:
in Feeds gelf First wonds
Catches a ball Toilet trained Uses sentences Circle sctivity: day care preschool
| Jumps rope WS tri Reads words after schoal
Rides 8 bicyd Dresses siif Tells AGESBYEARS & UF ;
Do you smoke 7 O Yes [ No K yes, # of ym
Drink alcobol ? O Yes 0 No Amountiday
Jweek
PAST HISTORY Teke street drugs or smoke mavjuns [ Yes
3 Recurrent Ear Infections [0 Le=d Poisoning No .
3 Freguent colds/Sore Throats I3 Sickle Cell Anemia/Blood Scanally ective? O Yes ) No Using
Disond Yes CINo
L1 Asthma / Bronchitis 0 Seimwes
3 Tonsillitis 3 Stomach problems
: 3 Heart Muommur
3 Chicken Fox 3 Bed Weiti:
| O] Injuries: ) Surgesies:
| 0 Blood Trmsfision() O Hospitalised:
LAST'TB SCREENING O Pos (+) [ Neg(-) | Immmization’s upto0aie SV e
Performed - [No
Immunization Record Available [ Yes 3 No
0o, bring record )
Do member of or close contact have tuberculosis? [ YES O NO —’

O HIV + persons
Dﬂmncluspasons

D Residents of musing homes
D Institationali

O IV / street drug users

or
Cmawhhminm in past 5 years.
Have you or or any member of your family or close contact traveled outside the country ?
Frequently ( Bvery 2-3 Yyears ) exposed to the following:

Completed by:

Narse / Doctor Signature:




PALMETTO PED:

LATRICS

RECETPT OF NOTICE OF PRIVACY PRACTICES

WRITTEN ACKNOWLEGEMENT FORM.

T, (Patient’s Name), have reviewed/received a copy of
PALMETTO PEDTATRIC'S Notice of Privacy Practice.

Farent Signature

Date:



CONSENT FOR TRANSFER OF BIOLOGICAL SPECIMEN

Florida law (Section 817.5655, Florida Statutes) prohibits the sale or transfer of 2
person’s biological specimen from which DNA can be extracted to a third party
without the express consent of such person. -

During the course of your care at , it may be
medically necessary to obtain a blood, urine, stool, tissue or other type of biological specimen
for analysis. This analysis will not involve the examination of your DNA to identify the presence
and composition of genes in your body. After the analysis has been performed and the sample
is no longer needed, it will be stored as medical waste and then transferred to a third party for

disposal in accordance with all local, state and federal requirements.

It may also be the case that a biological specimen (such as blood, urine, hair, bodily fluids, etc.)
from you may be deposited on medical instruments, bedding, clothing or other objects. These

objects may then be transferred to a third party for cleaning or disposal.

By signing this document, you affirmatively state that it is your intentional decision to consent

to the transfer of any and all biological specimens collected by or deposited with
to a third party as set forth

above. This consent does not authorize the sale or transfer of a biological specimen for the
purpose of DNA analysis.

Signature of Patient

Printed Name of Patient

"Personal Representative

Date

P 7: HCO Forms: CONSENT FOR TRANSFER OF BIOLOGICAL SPECIMEN

HIPAA Compliance Kit: Step-by-Step: Ste
mm@HipaaComplianceKit.com

HIPAA Compliance Kit by HITECH Compliance Associates, Inc.




PALMETTO PEDPTATRICS

210 9™ Street Drive West,
Palmetto, FL 34224
PH: A41-721-3900
X A41-721-7403
Authorization for Release of WMedical Information
(Autorizacion para proporcionar Twformacion Wedica)

Datel/Fecha:

T hereby give my permission +o +ransfer all medical records form:
Yo por este medio doy mi permiso de +ransferir +odos los historiales medicos:

(Name of Previous Doctor) (Nombre Del Wedico Avterior)

(Phone number[Fax vamber) (Numero de +elefono/Numero de fax)
T hereby release the facility from any liability which may arise because of the use of +he informartion contain in +he records released.

Yo por este medio relevo a esta empresa de cualguier responsabilidad que puede surgir como resubtado de uso de la informacion contenida en los

documentos remitidos.
available parent/Guardian aarees +o reles ¢ the followina records also:
-Alcohol & drug abvuse cases

“Psvehiatric/Psyechogical Treatments
HIVIAIDs Tests resutts & Diagnosis

Name of Patient: Date of Birth:
(Nombre del Paciente) (Fecha de Nacimiento)

Signature of Parent/Guardian:
(Firma del Padre/Wadre o Responsable)

Print Parewt's/Guardian’s Name:
(Nombre del Padre/WMadre o Responsable)

Signature of Witness:
(Firma del Testigo)

To receiving Agency: we prefer Hhat you fax Hhe medical records or mail a CD.

ibition o losure This information has been disclosed +o you from records whose confidentiality is protected. Any Further redisclosure is strictly
prohibited miless the patient provides specific written consent for +he subsequent disclosure of +his information. Consent is Subject +o revocation at any time.
WMEDICAL RELEASE FORM2018 palmetto peds

ibiti losure This information has been disclosed +o vyout from records whose confidentiality is protected. Any Further redisclosure is stricty
prohibited wnless the patient provides specific written consent for +ne subsequent disclosure of +his information. Consent is Subject +o revecation at any +ime.

WMEDPICAL RELEASE FORM2018 palmetto peds



