PEDIATRIC ASSOCIATES OF PAOLI

NEW PATIENT MEDICAL HISTORY FORM
Patient Name: ________________________

I. Birth History *answer this section only if child is being seen before 5th birthday
      Hospital of birth   ___________________________________________________

      Problems during pregnancy  ___________________________________________

       _________________________________________________________________

      Born within 2 weeks of due date?      yes  /  no               Birth weight  __________

      If no, then how many  weeks was the child at birth? ________________________

      Vaginal delivery or C-section  ( circle one )

      Problems  at delivery?    yes  /  no        If yes then describe briefly
         _________________________________________________________________________________________

      ________________________________________________________________

      Problems after delivery?   yes  /  no   i.e. jaundice, poor feedings, heart murmur, admitted to NICU

      ________________________________________________________________

      ________________________________________________________________

 II. Past Medical and Surgical History     *if yes then briefly explain
      Allergic to any medicines or has allergies?   yes  /  no

      _______________________________________________________________

      Ever been hospitalized or been operated on?   yes  /  no

      _______________________________________________________________

      Does the patient see any other doctors or health care providers?    yes  /  no

      _______________________________________________________________

      Does the patient have or ever had any medical problems?   yes  /  no

      i.e. heart murmur, recurrent ear infections or strep throat, seizures, allergies, asthma, pneumonia, ADHD etc.

      _______________________________________________________________ 

      _______________________________________________________________

      Does the patient take any prescribed medications regularly now or in the  

      past?   yes  /  no    ________________________________________________

      _______________________________________________________________

      In the past five years has the patient ever “blacked-out”, fainted, had
      dizziness or a concussion, unusual shortness of breath or chest pain?  yes / no

       _______________________________________________________________

       _______________________________________________________________

 III. Family and Social History

       Do any family members on either side have a history of the following: 

         ( please circle )   high blood pressure, high cholesterol, heart attacks, strokes,

                                           asthma, allergies, eczema, cancer, diabetes, tuberculosis

         Does anybody in the family smoke?   yes  /  no             Any pets?   yes  /  no

       Are the mother and father living together?   yes  /  no

       Who else lives in patients’ house?  i.e. mom, dad, step-father, siblings, ½ siblings etc.

                *Please write all siblings’ names and date of birth

           _______________________________________________________________

        _______________________________________________________________

                                                 ___________________________               _________                                                                                                                                

                                                    Signature of parent or patient                        Date
PEDIATRIC ASSOCIATES OF PAOLI

FAMILY REGISTRATION FORM

Please complete this form in order to ensure proper billing of our services 

DATE: __________

Last Name: __________________________

Address  ____________________________

Home Phone #: ___________________


   ____________________________ 
Cell Phone #:  ____________________


   ____________________________                                    

   ____________________________

Please indicate if there is another family name used:  _____________________________

LIST ALL NAMES OF CHILDREN IN PRACTICE:


DOB 
1. __________________________________________________________________

2. __________________________________________________________________

3. __________________________________________________________________

4. __________________________________________________________________

5. __________________________________________________________________

6. __________________________________________________________________

7. __________________________________________________________________

MOTHER: ______________________________DOB_____________ SS# ___________

Address:  You may indicate same as above      

            _________________________________Home Phone #: _____________________


_________________________________      


_________________________________

Employer: ______________________________Work Phone # ______________________

Address:   ______________________________       

     ______________________________

FATHER: ______________________________DOB_____________ SS# ____________

Address:  You may indicate same as above  
 Home Phone #: ____________________

            _________________________________


_________________________________      


_________________________________

Employer: ______________________________ Work Phone # _____________________

Address:   ______________________________

     ______________________________

Emergency Contact ___________________________________________

Address:  _______________________________City _____________________ St.___ Zip______

Home Ph# _____________________________      Work Ph# ___________________

                          INSURANCE INFORMATION

DO YOU HAVE MEDICAL INSURANCE?   YES _________  NO _________

Please give the receptionist your card so they may be copied and kept on file.

PRIMARY CARRIER ______________________________________________________________

Address: _____________________________________________  Phone # __________________

ID/CERT# ____________________________________________ Group # __________________

Subscriber name: _______________________________________ Subscriber DOB ___________

Relationship to patient: __________________________________  Effective Date:   ___________

PEDIATRIC ASSOCIATES OF PAOLI

PAOLI WEST PROFESSIONAL PARK

17 INDUSTRIAL BLVD.  SUITE 204-B
PAOLI, PENNSYLVANIA   19301
R. E. Kienzle, M.D.                     Andrew Forman, D.O.                G. Edward Kienzle, M.D., Emeritus

______________________________________________________________________________________

Family Financial Responsibility Policy

As a result of the confusing insurance company reimbursement policies today, we need to have an easily understood financial responsibility policy.  First of all, we need your help in making sure we have your current insurance information.  This will enable us to bill the insurance company correctly. At each office visit we need you to show us your present insurance card.  Secondly, this office will submit the insurance claim to the primary insurance company only.  If this claim is denied, we will research why the rejection occurred and either resubmit to insurance or bill you the appropriate balance.  After the second denial of a resubmitted claim, the appropriate balance becomes the responsibility of the patient and is to be paid to us directly.  You may, of course, contact your insurance company for reimbursement.

Anytime your family’s health insurance plan is changing, please contact our billing office immediately to make sure we accept your new insurance and have your updated information, so we call bill properly.

I understand that I am ultimately responsible for any charges not covered by our health insurance plan.  This applies to everyone in my family who is treated by Pediatric Associates of Paoli.

NO NEW HMO PATIENTS

I understand that Pediatric Associates of Paoli is no longer accepting patients in HMO plans that are not fee for service. I also accept that if I switch to one of these plans,  Pediatric Associates of Paoli may request us to find another provider in a timely fashion.

Patient or Patient’s Agent Representative and Guarantor Signature


Date

PEDIATRIC ASSOCIATES OF PAOLI

VACCINE ADMINISTRATION INFORMED CONSENT RECORD

Patient Name ___________________________

DOB _______________
 I have been given copies of the CDC-VIS (Center for Disease Control - Vaccine Information Statements) and copies of  the Vaccine Information Forms regarding the vaccines to be administered to myself or my child. (Copies are also available at www.cdc.gov/nip/publications/vis)  I have had a chance to ask questions that were answered satisfactorily. I understand the benefits and the risks of these vaccines and ask that the appropriate vaccines be given (at the appropriate ages and intervals) to me or the person named above, for whom I am authorized to make this request.
 AUTHORIZED VACCINES (not limited to)

DTaP, DTP, DT, TdaP ( Diptheria - Tetanus - Pertussis ) 

OPV, IPV ( Polio )

HIB ( Hemophilus b influenza )

Hepatitis B

MMR ( Measles - Mumps - Rubella )

Varicella ( Chicken Pox )

Influenza ( Flu shot )

Pneumococcal Vaccine

Rotavirus Vaccine

Hepatitis A Vaccine

Meningococcal Vaccine

HPV Vaccine

                            __________________________________________________________

                                      Signature of Parent / Guardian                                 Date

PEDIATRIC ASSOCIATES OF PAOLI

HIPPA FORM
I have received the Notice of Privacy Practices
_____________________________________________     

SIGNATURE

_________________  

DATE
