WESTSIDE PEDIATRICS

707 S FRY RD, SUITE 275
KATY TX 77450

PHONE: (281) 578-5788  FAX: (281) 578-8008

NEW PATIENT INFORMATION

Child’s Gender: Date of
Name;: M/F Birth: /
Address: Home

Phone:
City: ZIP Code:

Name of Subdivision /
Apartiment Complex:

E-mail Address

Referred by:

Name of Father /° Name of Mother /

Legal Guardian: Legal Guardian:

Date of Birth: Date of Birth:

: / / ‘ / /

Drivers License #: ' Drivers License #:
. Occupation: Occupation:

Employer: Employer:

Work Phone; Work Phone:

Cell Phone: Cell Phone:

Insurance Co. Name: insurance Co. Name:

Palicy # \ Group # Policy # Group #
Mailing Address: Mailing Address:

City & State: City & State:

- Names & Ages of Other Children:

Names & Ages of Other Children:

Name of Previous Physician:

Name of Previous Physician:

PAYMENT IS DUE WHEN SERVICES ARE RENDERED

Person Responsible Emergency Notification
for Payment: Contact:
Address and Emergency

Phone Number;

-| Phone Number:




REQUEST FOR RELEASE AND TRANSFER OF
PATIENTS RECORDS TO WESTSIDE PEDIATRICS

The undersigned

SSN: legal Guardian/Parent of
“PARENTS SOC. SEC.# PRINTED NAME OF PATIENT

DOB: , I—Im'eby authorizes and requests:
PATIERT'S DATE OF BIRTH

7 NAME OF PATIENT"S PREVIOUS PHYSICIAN OR GROUP

ADDRESS OF PREVIOUS PRYSICIAN OR GROUP

PHONE RUMBER OF PREVIOUS PHYSICIAN OR GROUP

To release and transfer Patient records at their earliest convenience to:

WESTSIDE PEDIATRICS
707 SOUTH FRY RD. SUITE 275
KATY, TX 77450

PHL: (281) 578-5788

FAX: (281) 578-8008

SIGNATURE OF PARENT/LEGAL GUARDIAN DATE

PLEASE FAX SHOT RECORDS T0 281-578-3008 WITHIN 24 HOURS OF THIS NOTICE ALL OTHER
RB(})RDSCANBEMAIIEJ. Thank you.



Texas Departnrent of State Health Services
DPAMUNIZATION REGISTRY (Irmmmilrac) -
CONSENT FORM

(Please type or print clearly.}

& e s B o g
S MY OETRY RS ST SN N WholIY e

Fexas Immunization Registry

Departamento Estatal de Servicios de Salad
REGISTRO DE INMUNIZACION (TronTrac)
Formulario de CONSENTIMIENTO

[

(Sirvase escribir claramente a maguing o con letra de maolde.)

Child’s Last Name / Apcllido del nifio{a)

Child’s First Name / Nombre del nifio{a)

Child’s Middle Name / Segundo nombre del nifio(z)

Child’s Date of Birth / Fecha de nacimiento del nifio(a)
* Children under 18 years only / Solamente nivios menores de 18 afios

Chitd’s Geader / Género: (1 Mate /Masculino [_1 Female / Femenino

Mather’s First same / Nombre de Iz madre

Mother's Maiden Name / Nombre de soltera de la madre

Child’s Address / Direccién del nifio(a)

Apartment ¥ / Apdrtamento # Telephone / Teléforo

City / Ciudad

State a’ Estado

Zip Code / Cidigo postal County / Municipio

ImmTrac, the Texas irmupization registry, is a free service of the
Texas Department of State Health Services. The immunization registry
1 is a secure and confidential service that consolidates and stores your
child’s (undey 18 years of age) immunization records. With your
consent, your child’s immunization information will be included in
ImmTrac. Doctors, public health departments, schools and other
authorized professionals can secesy your child’s immunization history
to ensure that important vaccines are not missed.

The Texas ent of State Health Services encourages
your voluntary participation in the Texas immmnization registry.

El registro de inmunizacién (ImmTrac) de Texas, es un servicio gratis que
proporcionz ¢l Departamento Estatal de Servicios de Salud. El repistro de
inmunizacién ¢s un servitio seguro y confidencial que consolida y puarda. el récord
de inmunizaciones de su nifio (menor de 18 afios de edad). Con su consentimiento,
la informacion de la inmunizacién de su nifio serd incluids en ImmTeac. Los
doctores, departamentos de salud pibiica, escuelas y otres profesionales
autorizados pueden temer acceso al historial de inmunizacién de su nifio para
asegurar que las vacunas importantes no le falten.

El Departamento Estatal de Servicios de Salud le anitma g
participar voluntariamente en ¢l registro de inmanizacidn de Texas,

Censent for Registration of Child and )

Release of Immunization Records to Authorized Entities
{ understand that by granting consent below, I register my child in the
Texas Department of State Hesalth Services immunization registry and
authorize the registry to include my child’s inforroation in the registry
and to release past, present, and futute immunization records on my
child to a patent of the child and any of the following:
public health district or local health department;
* phiysician or health care provider, . .
+ insurance company, heaith mainicnance organization or payor;

schoot or child care facility in whioh the child is enrolled and/or
state agency having legal custody of the child. ]
I understand that I may withdraw the consent to include information
on my child in the InunTrac Registry and my consent to release
information from the registry at any time by written communication
to the Texas Department of State Health Setvices, Immunization
Registry, 1100 West 49th Street, Austin, Texas 78756.

Consentimiento Para Registrar 2l Nido(a) ¥ Para Poder Dar &
Comnocer 2 Entidades Autorizadas ¢l Récord de Inmaaizaciones del Nifio{a)
Entiende y acepto que al autorizar mi consentimiento en la parte inferior, registro
3 mi nifio{a) en ¢l registro de inmunizacién de! Departamento Estatal de Servicios
de Salud de Texas y autorizo al registro para que incluya la informacion de mi
nifto(?) en el registro y que ¢] récord de inmunizaciones de mi nifio(a) del pasado,
mesente y future sea dado a conocer a alguno de los padres del nifio(a), y 2
cuslquiera de los siguientes:
+ distrito de salud piiblica o departamento de saled focal;
» médico o proveedor de atencidn de salud;
* compafifa de seguros, organizacién para el mantenimiento de satud o pagador;
* escuela o centro de cuidado de nifles, en ef que el nifio(a) estd inscrito yo
+ ageacia estatal que tenga custodiz legal del nifio.
Reconozee y acepto que en cualquier momento puedo retitar mi consentimiente de
poder incluir 1a informacién. de mi nifto{a) en ¢l Registro immTrac, y también
Tetirar mi consentimiento pata poder dar a comocer Ja informacién dgl registro, por
medio de comunicacion escrita difigida a) Texas Department of State Health
Services, Immunization Registry, 1100 West 49th Street, Austin, Texas 78756.

(By my signature below, [ GRANT consent for registration. I wish to INCLUDE my child’s information in the Texas immunization registry. N
Al firmar abajo, YO AUTORIZO ¢l consentimiento para registrario. Desco INCLUIR la informacion de mi nifio en el registro de inmunizacion de Texas.
Parent, legal guardian, or managing conservator:
Alguno de Jos padres, totor legal o administrador de bienes: Printed Name / Escriba con letra de molde -

\ Date / Fecha Sigmature / Firma » J
Privacy Notfication: Wi few excaptions, youbevethe toequestand be nformed about Notficacién Sobre Privacidad: Ten soko porur sepciones, usted fene el deracho da solictar yde sar
mm%ﬂmmﬁw Ymgnmmmmmm inforrda sobwe la infomacdin que of Eviado do'Re v preusted, A it deba idarechoda
indonpation upon reguest. You also heve the right tn ask the state agency to comactanyinfeemation that | recibiry revisaria informacikinal requerifa, Usted también tiens el dorecho do pedir oo la agendis esiatal confia
isdaterminad tobe incomect. cuakquier infomadin que selia delemino seal 1 ) o
Seehitpwawvdshe.statebaes for mor infodretion on Privacy Notfication. (Reference; Govemwnentt | Dirfjaso a tip:iiwnedehis.state boug paramasinformetion sabre ki Nolificacon sobre privacidad.

Codo, Saction 852021, 552,023, 553,003 and 558.004) {Referencia Governmont Code, seccin 552,021, 852023, 559,00y 559.004)
Cruestions? / ;Tiene preguntas? (800} 252-9152 - (512) 458-7284 + www.ImmTrac.com Stock Ne. C-7
Revised 0572505

Texas Department of State Health Services - kmmTrac Group - MC 3946 - 1100 West 49* St - Austin, TX 78756

% Dopasemers of
¥ % State Health Services.

K o T Ao PROVIDERS REGISTERED WITH LnmTrac— please fix this signed (by parent) Consent
o7 L EXA . Form to fmmItac only if the chifd is not currently registered with ImmTrac.
Fax to; (512 458-7290 (Austing or toll free (866} 624-0180,




Initial History Questionnaire

Name

10 §UMBER

FORY (OMPLEEED 8Y OATE COMPLETED

Please list alt those living in the child’s home.

Birth
Coohnlodate

* Relationship’

-~ .- to child -

BIRTH DATE AGE
o e s e Y " :

Are there siblings not listed? If so, please list their names

and ages and where they live.

if mother and father are not living together or if child does

not live with parents, what is the child’s custody status?

If one or both parents are not living in the home, how often

does hefshe see the parent/parents not in the home!?

Birth weight

Was the baby born at termd Early? Late!

If early, how many weeks' gestation?

Did mother have any ifiness or problem with her pregnancy?

[ Cesareant

[ Vaginal?

Vas the delivery

If cesarean, why?

Did your baby have any problems right after birth?
{J Yes [J No  Explin

[0 Yes [0 Neo  Explais

During pregnancy, did mother

Smoke [ Yes [J No

Use drugs or medications [J Yes ] No
When

Drink alcohol [ Yes {] No

Yvhat

General _
Do you consider your child to be in good heakth?
Boes your cEiId have any serious iliness or medical condition?
Has your child had serious injuries or accidents?
"Has your child had any surgery?
Has your child ever been haspitalized?

Is your child allergic to any medicines or drugs?

WWas initial‘fe'eding [J Breaszz ] Bottle?

Did your baby go home with mother from the hospital?
[JYes [ No  Explain

] Yas

Explain

1 No
D Yes [0 No Explain
[JYes [3 No Exphin
[ Yes [1 No Exphin
[ Yes O No Exphin
0 Yes [0 No Exphin

_Development

Are you concerned about your child's physical development?

Are you concerned zbout your child’s mental or emotional development?

Are you concerned zbout your child's attention span!
If your child is in school

How is hisfher behavior in school?

) Yes I No Bxphin
{IYes O No Explain
{1 Yes [ No Exphin

Has hefshe failed or repeated a grade in school?

How is he/she doing in zcademic subjects?

Is hefshe in special or resource classes?

American Academy of Pgdiat_rics

DEDICATED TQ THE HEALTH OF ALL CHILDREN"

2

Initial History Questionnaire



WESTSIDE PEDIATRICS, P.A.
PEDIATRIC CONSENT FOR CARE

For the privacy and mnﬁdmﬁaihy of our patients, please list the names of individuals who have
the right to bring your child into the clinic.

| 4 ' _ - . gitve the following people

_ . (Nisne of parentfpoantiony ,
permission to make medical decisions and rights to confidential informetion (please include the
name of the second parent): .

Name

Simaﬂ’mw it/ Guardian | : Date

WESTSIDE PEDIATRICS PEDIATRIC CONSENT FOR CARE



R

PATIENT / PARENT / GUARDIAN CONSENT
FOR USE AND DISCLOSURE OF PROTECTED HEALTH INFORMATION

With my consent, WESTSIDE PEDIATRICS, P. A., may use and disclose protected health
information (PHI) about : ,hmﬁmﬁamfe;redtoas“l’aﬁmt”,m
carry out treatment, payment and healthcare operations (TPO). Please refer to WESTSIDE
PEDIATRICS® Notice of Privacy Practices for a more complete description of such uses and
disclosures. . |

IhavemezigiutomviewﬂwNoﬁceofPﬁvacmeaicespﬁorm signing this consent.
WESTSIDE PEDIATRICS reserves the right to revise its Notice of Privacy Practices at any
ﬁme.AwﬁmdNoﬁceofoivijrwﬁmmaybeublaimdbyfommdingawﬁmmmz

WESTSIDE PEDIATRICS,
707 S. Fry Rd, Suite 275
Katy TX 77450

Attn: Office Manager

With my consent, WESTSIDE PEDIATRICS may call my home or other designated location
andlemreamessagconvoioemailorinpemoninreferemetoanyitemsthat'assistthepr&cﬁce
mmngomm,smhasappommummmﬁmsandmwmw

W’:thmyoonsequESTSlDEPEDlATRICSmaymaﬂtomyhomeoroﬂmrdwignmd
bcaﬁmmyjmnsﬂmmﬂwprwuoemcmryhgmﬁm,smhmappohmnmtmminder
mmwﬁmmmrmmeﬁmmmmwmsmﬁmmmcsmum
MWituses'mdischswPaﬁm’stmedelﬂ:m:maﬁm(lemmyommm
paymmﬁmdhmlﬂmoﬂaﬁms(l%).ﬂoweva,ﬂmpmcﬁwisnﬁreqnﬁedmagmemmy
reqlmmdrw&icﬁms,butiﬁtdow,itisbouudbythisagtmnmt

By signing this form, I am consenting to WESTSIDE PEDIATRICS’ use and disclosure of
Palient’sPHIlncatrymxtTPO.Imymvokemymnsmtinwﬁﬁngexcqntoﬂzecxmﬂmtﬂm
pmcﬁcehasaheadymadccﬁsclminrdimmnmypﬁoreom If I do not sign this
- consent, WESTSIDE PEDIATRICS may decline to provide treatment to Patient. '

Signature of Patient or Patient’s Parent or Guardian Printed Name of Authorized Signer

Patient’s Name Date

HIPPA PHI Consent Form



