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DEPARTMENT OF PEDIATRICS

PATIENT INFORMATION



CHART #____________________ DATE___________________

NAME___________________________________ 

ADDRESS____________________________________________

CITY____________________________________

STATE___________________ ZIP________________________

TELEPHONE #_____________________________

(EMERGENCY #) ______________________________________

SS#______________________________________

Date of birth ___________________________________________

SEX: MALE OR FEMALE        RACE: _________________
REFERRING DOCTOR__________________________________


PRIMARY CARE DOCTOR______________________________   PHONE #____________________________________

MOTHER’S INFORMATION

NAME___________________________________________
ADDRESS____________________________________________

CITY______________________________________

STATE_______________
ZIP______________________

TELEPHONE #___________________________      WORK #__________________________ CELL#______________________

SS#_____________________________________
DATE OF BIRTH_______________________________________

PLACE OF EMPLOYMENT___________________________________ ADDRESS_______________________________________
FATHER’SINFORMATION

NAME__________________________________________
 ADDRESS________________________________________

CITY__________________________________________   STATE___________________ ZIP___________________

TELEPHONE#_________________________________ WORK #______________________ CELL#_________________________

SS#______________________________________________ DATE OF BIRTH____________________________________

PLACE OF EMPLOYMENT__________________________________________      ADDRESS______________________________

PRIMARY INSURANCE



                SECONDARY INSURANCE

NAME OF INSURANCE__________________________________
NAME OF INSURANCE________________________

SUBSCRIBER’S NAME__________________________________    
SUBSCRIBER’S NAME________________________

RELATION TO PT______________________________________

RELATION TO PT_____________________________

CONTRACT #__________________________________________
CONTRACT #________________________________

POLICY #______________________________________________                 POLICY #___________________________________

GROUP #_______________________________________________    
GROUP#____________________________________

MEDICAID #____________________________________________
MEDICAID #________________________________

STATE OF______________________________________________
STATE OF__________________________________

SPECIAL HANDLING OF INSURANCE CLAIMS: (IF MAILED TO SPECIAL ADDRESS)

PRIMARY INSURANCE ADDRESS



SECONDARY INSURANCE ADDRESS
____________________________________


___________________________________________

_____________________________________________

___________________________________________

_____________________________________________

___________________________________________






Patients SS#_________________________







DOB_______________________________







Medical Record #_____________________







Account #___________________________

BY SIGNING BELOW, I HEREBY ACKNOWLEDGE 

RECEIPT OF THIS PRIVACY NOTICE.

___________________________________ 


________________________

Print Name of Patient




Date

Signature of Patient or Patient’s Representative

___________________________________                     __________________________

Print Name Of Patient’s Representative

       Representative’s Relationship

(If Applicable)                                                                       to Patient (if Applicable)

After a good faith attempt to obtain an Acknowledgement of receipt, the patient or representative refused or was unable to sign the Privacy Notice for the following reason: ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

________________________________________


__________________

Signature of USA Health System Representative


Date
USA PHYSCIANS GROUP

	PATIENT NAME:

	DATE OF BIRTH:
	MEDICAL RECORD #


1. FINANCIAL RESPONSIBILTY

The undersigned, in consideration of medical services to be rendered by USA Physicians Group to the below-named patient, does hereby agree to pay USA Physicians Group on demand for said services and incidents on behalf of such patient.

_______________________________________                   ____________

Signature of patient or Patient’s representative

      Date

2. ASSIGNMENT OF INSURANCE BENEFITS
I hereby authorize direct payment of medical and surgical benefits, including major medical attending to USA Physicians Group. I understand that I am responsible to USA Physicians Group for all charges for services.

_______________________________________  

________________

Signature of Patient or Patient’s Representative

DATE

Print name of Patient’s Representative (if Applicable)

Representative’s relationship to Patient (if applicable)
USA PHYSICIANS GROUP

CONSENT FOR MEDICAL EXAMINATION AND TREATMENT OF MINOR

I give permission for______________________ (child’s name) born on______________ (date of birth) to receive services at the University of South Alabama Health Services Foundation Department of Pediatrics. I understand that he/she may receive examination, tests and immunizations. I understand that I will be expected to follow plans that are mutually agreed upon between the health staff and me. I certify that I am legal guardian and I can exercise all parental rights for said child.

Signature of Parent/Legal Guardian___________________________________

Date________________________

PERSONAL REPRESENTATIVES ACTING ON BEHALF OF PATIENT

The following individual can also serve as personal representative for the child and may exercise all parental rights for_______________________________(child’s name)

____________________________________                              _____________________

Name of Individual






Relationship

___________________________________                              ____________________

Signature of Parent/ Legal Guardian




Date

PERSONAL REPRESENTATIVES PRIMARY BE SHARED WITH

I authorize the University Of South Alabama Department Of Pediatrics to share protected health Information (PHI) with the following individuals regarding the care and treatment of ________________________________ (child’s name).

_______________________________________                   _______________________

Name of Individual





Relationship to Child

______________________________________

_______________________

Name of Individual





Relationship to Child

_____________________________________

_______________________

Name of Individual





Relationship to Child

__________________________________________            ________________________

Signature of Parent/Legal Guardian



Date

	NAME:
	
	DATE: 

	

	Please write Yes or No in each category and the name of the diagnosis where it applies. 

	
	
	

	Has the child’s father or mother been diagnosed or treated for the following:
	
	Has the child’s grandparents, aunts or uncles (both sides) been diagnosed or treated for the following:

	Sleep Apnea: Y N

	
	Sleep Apnea: Y N


	Heart Disease/High Blood Pressure (Congestive Heart Failure):


	
	Heart Disease/High Blood Pressure (Congestive Heart Failure):



	Lung, Stomach, Intestinal Diseases:
	
	Lung, Stomach, Intestinal Diseases:

	Thyroid Disease:


	
	Thyroid Disease:



	Diabetes:  Y N
Insulin:  Y N
	
	Diabetes: Y N
Insulin: Y N

	Skin/Joint Disease or Brain Disorder (Migraines, Seizures, etc):
	
	Skin/Joint Disease or Brain Disorder:



	Kidney Disease (Kidney failure or Dialysis):
	
	Kidney Disease (Kidney failure or Dialysis):



	Psychological/Psychiatric Disease: ADHD, ADD, Depression, Anxiety
	
	Psychological/Psychiatric Disease: ADHD, ADD, Depression, Anxiety

	Women’s medical issues: (Pregnancy, abnormal periods, Cysts in the ovaries ) 
 
	
	Women’s medical issues: (Pregnancy, abnormal periods, Cysts in the ovaries) 


	Mother: Age _____ Weight _______ Height ______
Father:  Age _____Weight _______ Height ______


	
	

	Weight Reduction Surgery:  Y   N
	
	Weight Reduction Surgery: Y   N

	OTHER:


	
	


The Pediatric Healthy Life Center                            
#1 - Family History 

	NAME:
	
	DATE: 

	
	
	

	Has your child ever been diagnosed or treated for the following:(Write Yes or No in each category and the name of the diagnosis where it applies)
	
	Does your child presently complain of the following: (Please circle all that apply)

	Ear, Nose, Throat Disease (Sinusitis, Sleep Apnea):


	
	Stop breathing during the night, Wakes gasping for air, excessive daytime sleepiness, feeling tired in the morning, snoring, sleep walking.

	Lung Disease (Asthma):


	
	Shortness of breath with activities or at rest, wheezing

	Heart Disease, High Blood Pressure:


	
	Chest pain, dizziness, palpitations, swelling of the feet, fainting, fatigue

	Stomach or Intestine Disease:
	
	Nausea/vomiting, abdominal pain, constipation, heartburn, diarrhea

	Joint Disease:
	
	Pain or swelling in: back, neck, hips, knees  Ankles, feet

	Brain Disorder (Migraines, Seizures, etc): 
	
	Headaches, poor vision, abnormal movements (shaking)

	Thyroid Disease:
	
	Increased thirst (going to sleep with a drink), increased urination during the day or at night, hair loss, intolerance to heat or cold. 

	Diabetes:
	
	

	Skin Disease:
	
	Rashes, chafing, skin abscess/boils, ingrown toenails, acne

	Kidney Disease:


	
	Painful urination, urgent urination, dribbling

	Psychological/Psychiatric/Learning disorder’s 

(ADHD, ADD, Depression, Anxiety, etc):


	
	Sadness, depression, anxiety, panic attacks, picked on at school, poor grades, Special Education (IEP)

	
	
	Eating behavior: Binge eating, secretive eating, comfort eating, picky eater (less than 7 food types)

	Gynecological(female)problems:


	
	First menstrual period: …………………..

Last menstrual period: …………………...
Are your periods heavy, painful, or irregular? 

Sexually active: Y N

	
	
	

	Any surgeries? Y N  Please explain:

	

	Current Medication (Please include over the counter medication and supplements):



	

	Allergies:

	

	Does the child or any family member smoke? Y N     
	       Use drugs? Y N

	

	OTHER:
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#4 – Present Medical History & Review of Systems
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Dear Parent/Guardian:





Welcome to the USA Pediatric Healthy Life Center. This is a specialty center devoted to providing family centered care for children and adolescents with medical problems associated with weight.  During your first visit your child will undergo intensive evaluations and education related to their medical needs.





Please complete the enclosed forms prior to your clinic visit. If the patient is 18 years or older at the time of their appointment they are legally defined as an adult. They will be asked to sign a release of information so that we may communicate with you, the parents.





Thank you for taking this important step to improve your child’s health. If you have any questions please contact our office at (251) 434-5038. We look forward to meeting you and your child.





APPOINTMENT SCHEDULED FOR











ON:











Anyone who is more than 30 minutes late, may have their appointment rescheduled.








Sincerely,




















Daniel Preud’Homme, MD, CNS, FAAP


Associate Professor of Pediatrics/Pediatric


Gastroenterology, Hepatology and Nutrition


Diplomate, American Board of Clinical Lipidology


Director of Clinical Services


The USA Pediatric Healthy Life Center�
Judy Blair-Elortegui, MD


Assistant Professor of Pediatrics and Internal Medicine


Program Director, combined Internal Medicine-


Pediatrics Residency Training Program


Director of Education and Preventative Health Services


The USA Pediatric Healthy Life Center�
�
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