SUMTER PEDIATRICS LLC

Patient Information Date:
Name: /] COMale OFemale Race:
Last First Date of Birth
SS#: Insurance: ID#:
Name: /] OMale OFemale Race:
Last First Date of Birth
SS#: Insurance: ID#:
Name: [ OMale OFemale Race:
Last First Date of Birth
SS#: Insurance: ID#:
Name: /] COMale OFemale Race:
Last First Date of Birth
SS#: Insurance: ID#:
Preferred Method of Communication: Phone Web Portal Printed  (circle one)
Email Address:
Parent/Legal Guardian Information
Name:
Last First Middle
Address: Cell Phone:
City: Email:
State: Zip: Birth Date: / /
Relationship to child: Social Security # / /
Employer: Work Phone:
Spouse/Other Legal Guardian Information
Name:
Last First Middle
Address: Cell Phone:
City: Email:
State: Zip: Birth Date: / /
Relationship to child: Social Security # / /
Employer: Work Phone:
Signature Parent/Guardian Date

Please turn the page over for more questions



SUMTER PEDIATRICS LLC

Consent to Treat
We follow the guidelines of the American Academy of Pediatrics in the treatment recommended for your child. | authorize
any physician or clinical staff member of Sumter Pediatrics to provide medical treatment for my child/children. This
includes hospitalizations, injections, anesthesia, immunizations, referrals and emergency treatment. Immunizations will
be administered as recommended by the American Academy of Pediatrics and the Centers for Disease Control (CDC). If
you do not wish for your child to receive immunizations, you must discuss this with the physician.

Financial Policy
We will file insurance as a COURTESY; however, YOU ARE ULTIMATELY RESPONSIBLE FOR YOUR CHILD’S CHARGES.
Itis your responsibility to:

Bring your insurance card and photo LD. at every visit.

Pay your Co-Payment and/or any deductibles at each visit. Payment can be made by cash, check or credit card. We
accept VISA and MasterCard. We do not bill for Co-Payments.

Pay in full for any medical care or services that are not covered by your insurance plan.

2. If your child has insurance that we do not participate with, or your child does not have insurance, payment in full
is expected at the time of service.

3. Your insurance plan may require you to choose a PCP (Primary Care Provider). You will need to choose a
physician from our practice. If your insurance card lists another physician’s name, we will see your child, but you
will be required to pay at the time of service until the PCP has been changed to one of our physicians.

4. Secondary Insurance: We will file secondary insurance.

5. You are financially responsible for all charges incurred in your child’s care and treatment if not covered by the insurance
plan. Not all services may be covered by your plan.

6. If you have questions about your insurance, we are happy to help. However, specific coverage issues should be
directed to your insurance company member services department. The telephone number is located on your
insurance card.

7. Failure to meet your financial obligations with this office could lead to dismissal from the practice. Any
outstanding balances may be sent to an outside collection agency.

8. To protect your child’s records, we ask you to provide our office with a driver’s license or other picture
identification. Annually, or as changes occur, we will ask you to update and sign our Registration Form. We will
scan your insurance card, ID, and Registration Form into your child’s electronic medical chart.

9. In cases of divorce and/or separation, the legal guardian will be held responsible for paying any balance
originating from that visit. If you provide legal documentation that someone other than the legal guardian is
financially responsible and you provide billing information for that responsible party, we will attempt to bill that party.
However, if the balance is unpaid by that person, you will be held responsible for the balance on your child’s
account.

Signature of Understanding and Consent: | have read, understand and consent to the abowve policies of Sumter
Pediatrics.

Childs Name: Date of Birth:
Childs Name: Date of Birth:
Childs Name: Date of Birth:
Childs Name: Date of Birth:
Signature of Parent/Guardian Date

Please turn the page over for more questions



PATIENT ACKNOWLEDGEMENT OF UNDERSTANDING OF SUMTER PEDIATRICS, LLC
NOTICE OF PRIVACY PRACTICES

In 1996, Federal law was passed regarding the Privacy Regulations created from the Health Insurance
Portability and Accountability Act of 1996 (HIPAA). This was created as a direct result of the electronic filing

and exchange of health information while protecting a patient’s privacy.

Parent’s Name: SSN:
Patient's Name: DOB:
Patient’s Name: DOB:
Patient’s Name: DOB:
Patient’s Name: DOB:

| understand the patient’s health information is private and confidential. | understand that Sumter Pediatrics LLC works
diligently to protect the patient’s privacy and preserve the confidentiality of the patient’s personal health information.

| understand that Sumter Pediatrics LLC may use and disclose the patient’s personal health information to help to provide
health care to the patient, to handle billing and payment, and to take care of other health care operations. | understand that
sometimes the law may require the release of this information without my permission. These situations are very unusual.
Sumter Pediatrics LLC has a detailed document called “Notice of Privacy Practices”. This document contains more detailed
information about the policies and practices protecting the patient’s privacy. | understand | have the right to read the “Notice”
before signing this acknowledgement. | understand Sumter Pediatrics LLC will change and amend the Notice as it deems
necessary without individual notification. | understand the most recent amended notice will be available for review for

parents/guarantors.

Within this Notice of Privacy Practices is contained a complete description of my privacy/confidentiality rights. These rights
include but are not limited to access to my medical records, restrictions on certain uses, receiving an accounting of
disclosures as required by law, and requesting communication be by specified methods of communications or alternative

action.

Sumter Pediatrics LLC has established procedures which help them meet their obligations to patients. These procedures
may include other signature requirements, written authorizations, reasonable time frames for requesting information, charges
for non-routine needs, etc. | will assist Sumter Pediatrics LLC by following these procedures if | chose to exercise any of my

rights described in the “Notice of Privacy Practices”.

My signature indicates | have been given the chance to review a current copy of Sumter Pediatrics LLC “Notice of Privacy

Practices”.

Signature Relationship to patient Date



Authorization for Use/Release of Health Information
By signing this form, I authorize the use, release or disclosure of protected health information described below:

Records going TO: SUMTER PEDIATRICS LLC Records coming From:

Name of person/organization

105 WALNUT STREET
MONTEZUMA, GA 31063

Address

Phone: 478-472-4633
FaX: 478‘472‘4637 City, State, Zip City, State, Zip

Phone

Please send this information by:

(date)
I authorize the following information to be sent to the address above:
Copies of all medical records for the period __/__/_ _to_ / /

______Copies of the information described below for the period _ /__/_ _to_ /_/ _
_____ Summary of entire medical records
_____ Office visits
____ Lab/x-rays
_____Immunization records
____Report from other physicians
___ Hospital Records
_____ Other: (please specify)

[ understand that this information may include any history of acquired immunodeficiency syndrome (AIDS), sexually
transmitted diseases, human immunodeficiency virus (HIV) infection; behavioral health service/psychiatric care;
treatment for alcohol and/or drug abuse; or similar conditions.

The following information should not be released, even if occurring during the dates above:

Name of child and Date of Birth Signature of Parent/Legal Guardian Date

Reason for record request:

Witness/SUMTER PEDIATRICS LLC



Patient Name: DOB:

FAMRY HISTORY: _
Flease indicate with a check { v ) family members who have had any of the following conditions:

Mom’s { Mom’s | Dad's | Dad’s { Momvs fMom’s | Dad’s | Dad’s

Medical Condition Admin. Mom | Dad | Sister {Brother| Mo { Dad | Mom | Dad | Sister [Brother| Sister | Brother
use only| 2 3 4 | s 6 7 18 L2 {13 | 14| 15
Alcohofism 33
Anemia 1
Asthma 5
Autism : 128
Autoimmune Disorder 34
Birth Defect/Congenital Anomaly 36

Bleeding Problem

Cancer, Breast 8

Cancer: Please Specify Type

Cancer: Please Specify Type

Depression 14
Diabetes 81
Eczema (Atopic Dermatitis) 17
Food Allergy 39
Genetic Disorder 19
Hay Fever (Allergic Rhinitis) 20
Hearing Disorder 21
Heatt Attack/Coronary Artery Diseasa 13
High Cholesterol (Hyperlipidemia) 22
High Blocd Pressure (Hypettension) 23
Immune Disorder 24
Inflammatory Bowel Disease (Crobns/UC) 58
Kidney Disease 25
Mental Retardation or Learing Disability 40
Migraine Headaches A
Psychiatric/Mental lliness 75
Scoliosis 78
Stroke 28
Substance Abuse 43
Thyroid Disorders 30
Tobacco Use 30.5
Tuberculosis 31

Death before age 56 of rsasons not listed above
Other:
Other: -




Name
Initial History Questionnaire

ID NUMBER

FORM COMPLETED BY DATE COMPLETED BIRTH DATE AGE

Household
Please list all those living in the child’s home. Are there siblings not listed? If so, please list their names, ages, and where
Relationship Birth Health they live.
Name to child date problems

What is the child’s living situation if not with both biological parents?

[J Lives with adoptive parents [ Joint custody [ Single custody

[J 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?

Birth History B Don't know birth history

Birth weight _____ Was the baby born at term? OR weeks  Was the delivery [ Vaginal [ Cesarean If cesarean, why?

Were there any prenatal or neonatal complications?
[OYes [ONo Explain

Was a NICU stay required? [JYes [JNo Explain Was initial feeding [J Formula [ Breast milk How long breastfed?
Did your baby go home with mother from the hospital?

During pregnancy, did mother [OYes [ONo Explain

Use tobacco [ Yes [INo Drink alcohol [0 Yes [ No

Use drugs or medications [JYes [JNo [JUsed prenatal vitamins

What When

General DK = don’t know

Do you consider your child to be in good health? [JYes [ONo [IDK Explain

Does your child have any serious illnesses or medical conditions? [JYes [1No [JDK Explain

Has your child had any surgery? [JYes [ONo [DK Explain

Has your child ever been hospitalized? [1Yes [ONo [IDK Explain

Is your child allergic to medicine or drugs? [JYes [JNo [JDK Explain

Do you feel your family has enough to eat? [JYes [JNo [IDK Explain

Biological Family History DK = don't know

Have any family members had the following?

Childhood hearing loss OYes [ONo [ODK Who Comments
Nasal allergies OYes [ONo [ODK Who Comments
Asthma OYes [ONo [ODK Who Comments
Tuberculosis OYes ONo [ODK Who Comments
Heart disease (before 55 years old) Yes [ONo [ODK Who Comments
High cholesterol/takes cholesterol medication [JYes [JNo [DK Who Comments
Anemia OYes [ONo [ODK Who Comments
Bleeding disorder OYes [OONo [ODK Who Comments
Dental decay OYes [ONo [ODK Who Comments
Cancer (before 55 years old) OYes [OONo [ODK Who Comments

(Biological Family History continued on back side.)

American Academy of Pediatrics

DEDICATED TO THE HEALTH OF ALL CHILDREN"

Initial History Questionnaire




Biological Family History (Continued from front side) DK = don’t know

Liver disease OYes [ONo [ODK Who Comments
Kidney disease OYes [0ONo [ODK Who Comments
Diabetes (before 55 years old) OYes [0ONo [ODK Who Comments
Bed-wetting (after 10 years old) OYes [ONo [ODK Who Comments
Obesity OYes [0ONo [ODK Who Comments
Epilepsy or convulsions OYes [0ONo [ODK Who Comments
Alcohol abuse OYes [ONo [ODK Who Comments
Drug abuse OYes [0ONo [ODK Who Comments
Mental illness/depression OYes [ONo [ODK Who Comments
Developmental disability OYes [ONo [ODK Who Comments
Immune problems, HIV, or AIDS OYes [ONo [ODK Who Comments
Tobacco use OYes [ONo [ODK Who Comments

Additional family history

Past History DK = don’t know

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

Chickenpox OYes [ONo [DK When
Frequent ear infections OYes [0ONo [ODK Explin
Problems with ears or hearing OYes [ONo [ODK Explain
Nasal allergies Yes [ONo [ODK Explain
Problems with eyes or vision Yes [ONo [DK Explain
Asthma, bronchitis, bronchiolitis, or pneumonia OYes [ONo [ODK Explain
Any heart problem or heart murmur Yes [ONo [ODK Explain
Anemia or bleeding problem OYes [ONo [ODK Explain
Blood transfusion OYes [ONo [ODK Explain
HIV Yes [ONo [ODK Explain
Organ transplant Yes [ONo [DK Explain
Malignancy/bone marrow transplant OYes [ONo [ODK Explain
Chemotherapy [OYes [ONo [DK Explain
Frequent abdominal pain OYes [No [DK Explain
Constipation requiring doctor visits OYes [ONo [ODK Explain
Recurrent urinary tract infections and problems OYes [ONo [DK Explain
Congenital cataracts/retinoblastoma OYes [ONo [DK Explain
Metabolic/Genetic disorders OYes [ONo [ODK Explain
Cancer OYes [ONo DK Explain
Kidney disease or urologic malformations OYes [No [DK Explain
Bed-wetting (after 5 years old) OYes [ONo DK Explain
Sleep problems; snoring OYes [ONo [DK Explain
Chronic or recurrent skin problems (eg, acne, eczema) OYes [No [DK Explain
Frequent headaches OYes [ONo [ODK Explain
Convulsions or other neurologic problems Yes [ONo [ODK Explain
Obesity Yes [ONo [ODK Explain
Diabetes OYes [ONo [ODK Explain
Thyroid or other endocrine problems Yes [ONo [ODK Explain
High blood pressure Yes [ONo [ODK Explain
History of serious injuries/fractures/concussions OYes [ONo [ODK Explain
Use of alcohol or drugs Yes [ONo [ODK Explain
Tobacco use Yes [ONo [ODK Explain
ADHD/anxiety/mood problems/depression OYes [ONo [ODK Explain
Developmental delay Yes [ONo [ODK Explain
Dental decay OYes [0No [ODK Explain
History of family violence OYes [No [DK Explain
Sexually transmitted infections OYes [ONo [DK Explain
Pregnancy OYes [0ONo [ODK Explain
(For girls) Problems with her periods OYes [No [DK Explain

Has had first period [JYes [INo Age of first period
Any other significant problem

This American Academy of Pediatrics Initial History Questionnaire The recommendations in this publication do not indicate an exclusive course of treatment or serve as
is consistent with Bright Futures: Guidelines for Health Supervision Of a standard of medical care. Variations, taking into account individual circumstances, may be appropriate.

lnfants Children, and Adolescents, 3rd Edition. Copyright © 2010 American Academy of Pediatrics. All 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 permission from the publisher.
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