PATIENT INFORMATION FORM

Today's Date: Appointment Time: Appointment With:
. . {Rendering Physician)
PATIENT PROFILE
Patient Name:
Last First Mi Telsphone Number
Date of Birth: Sex: UM OF Nextof Kin:
Name Telephone Number
Address:
City State Zip
Patient SS#: - - Hospital born at. Delivery: Cesarean /. Normal
Weight at Birth: Ibs ozs OB-Gyn: Complications at birth:
RESPONSIBLE PARTY
Insured’s Name: ,
Last First Mi Relationship Telephane Nurmber
Employer:
Name Telephone Number
Insurance Carrier:
Name Telephone Number
Insured’'s SS#: - - Group #: Policy L.D.#:
ADDITIONAL PARENT INFORMATION
Parent's Name:
Last First Ml Reiationship Telephone Number
Employer:
Name Telephone Number
Insurance Carrier:
Names Telephons Number
Insured’'s SS#: - - Group #: Policy I.D.#:
REFERRALINFORMATION
Referred by: Previous Physician:
Name Name
Medical records requested If yes, date requested:
from previous physician: B Yes ONo

| authorize the release of any medical or other information necessary to process a claim. | permit that a copy of this

authorization be used in the place of the original. | authorize payment of medical benefits to this practice on my child’s
behalf for covered services rendéred. | requést that payment be made directly to this practice.

Signature: Date: :
ADDITIONAL INFORMATION

Other Child(ren) Information:

Name Name

DOB DOB

Pharmacy of Choice:

CONFIDENTIAL



EDINBURG CHILDREN'S CLINIC
LIVANIA ZAVALA MD, PA FAAP
4709 SOUTH JACKSON
EDINBURG, TEXAS 78539

CONSENT FOR MEDICAL TREATMENT/LABS/PROCEDURES/IMMUNIZATIONS/
VACCINES/INJECTABLES

THE PARENT(S) OR LEGAL GUARDIAN(S) OF CHILD/CHILDREN WITH DATES
OF BIRTH AS LISTED BELOW: '

Patient’s Name DOB:
Patient’s Name DOB:
Patient’s Name DOB:
Patient;é-Name : DOB:
Patient’s Name DOB:
Patient’s Name DOB:
Signature:

Date: ’

I/We do hereby grant/consent medical treatment only when accompanied by parent/parents,

legal guardian/guardians unless otherwise authorized in writing and brought in at time of
service



EDINBURG CHILDREN'S CLINIC
LIVANIA ZAVALA MD, PA FAAP

4709 SOUTH JACKSON
EDINBURG, TEXAS 78539
NOTICE OF PRIVACY PRACTICES POLICY (HIPPA)
PATIENT NAME: DATE OF BIRTH:
PATIENT ADDRESS:

STREET /P. O. BOX

APARTMENT #

CITY, STATE ZIP CODE

PLEASE CHECK OR RESTRICT ALL THAT APPLY:

TELEPHONE NUMBERS: HOME:

WORK:

CELL PHONE:

VOICE MAIL / ANSWERING MACHINE:

FAX #:

OTHER:

PRIVACY RESTRICTIONS (IF ANY):

TELEPHONE:

MAIL:

FAX#:

MESSAGING:

VOICE MAIL / ANSWERING MACHINE:

OTHER:

SIGNATURE OF PARENT OR LEGAL GUARDIAN:

DATE: _




Name

1D KUMBER

BIRTH DATE AGE

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 he/she see the parent/parents not in the home?

Birth History.

Birth weight

Was the baby born at term? Early? Late?

If early, how many weeks' gestation?

Did mother have any illness or problem with her pregnancy?
O Yes 0 No Explain

During pregnancy, did mother

Smoke [J Yes OO No

Use drugs or medications (3 Yes O No
What When

Drink alcohol OO Yes O No

"General

Was the delivery 0 Vaginall [0 Cesarean! »

If cesarean, why?

Did your baby have any problems right after birch?

O Yes O No  Explain
Was initial feeding O Breast O Bottle?
Did your baby go home with mother from the hospital!

0 Yes 1 No  Explain

Do you consider your child to be in good health?

Does your child have any serious illness or medical condition?
Has your child had sarious injuries or accidents?

Has your child had any surgery?

Has your child ever been hospitalized?

Is your child allergic to any medicines or drugs?

§

Developre

ng:’
Are you concerned about your child’s physical development!

Are you concerned about your child’s mental or emotional development?
Are you concerned about your child’s attention span?

If your child is in school:

How is his’/her behavior in school?

0 Yes O No Explain
O Yes [J No Explain
O Yes [0 No Explain
O Yes O3 No Explain
0 Yes 0O No Explain
O Yes O No Explain

R
[0 Yes OO No Explain
O Yes O No Explain
O Yes 0O No Explain

Has he/she failed or repeated a grade in school?

How is he/she doing in academic subjects?

Is helshe in special or resource classes?




Have any family members had the following: T

Deafness

OYes O No Who Comments
Nasal allergies O Yes 0O No Who Comments
Asthma OYes 0O No Who Comments
Tuberculosis OYes O No Who Comments
Heart disease (before 50 years old) O Yes 0O No Who Comments
High blood pressure (before 50yearsold) (1 Yes [ No Who Comments
High cholesterol O Yes O No Who Comments
Anemia O Yes O No Who Comments
Bleeding disorder O Yes [ No Who Comments
Liver disease O Yes 0O No Who Comments
Kidney disease O Yes 0O No Who Comments
Diabetes (before 50 years old) O Yes O No Who Comments
Bed-wetting (after 10 years old) 3 Yes ONo Who___ Comments
Epilepsy or convuisions O Yes DO No Who______ Comments
Alcohol abuse O Yes [ No Who Comments
Drug abuse OYes 0O No Who Comments
Mental illness OYes [ONo Who______ Comments
Mental retardation 3 Yes 0O No Who __— Comments
immune problems, HIV, or AIDS OYes O No Who Comments

Additional family history

Does your child have, or has he/she ever had:

Chickenpox O Yes

O No  When

Frequent ear infections 0 Yes [ No  Explin
Problems with ears or hearing O Yes O3 No  Explin
Nasal allergies O Yes O No  Exphin
Problems with eyes or vision O Yes [0 No  Exphin
Asthma, bronchitis, bronchiolitis, or pneumonia O Yes O No  Exphin
Any heart problem or heart murmur O Yes O No Explain
Anemia or bleeding problem O Yes [0 No  Explain
Blood transfusion O Yes [ No  Exphin
Frequent abdominal pain O Yes [0 No  Explain
Constipation requiring doctor visits O Yes O No  Explain
Bladder or kidney infection O Yes O No  Exphin
Bed-wetting (after 5 years old) O Yes O No  Exphin
(For girls) Has she started her menstrual periods? O Yes O No  When
(For girls) Are there problems with her periods? O Yes [ No  Explain
Any chronic or recurrent skin problem O Yes 0O No  Explain
(acne, eczema, etc)

Frequent headaches 0O Yes O No  Explain
Conwulsions or other neurologic problem O Yes [ No  Explain
Diabetes O Yes 0O No  Explin
Thyroid or other endocrine problem [l Yes [ No  Explain
Any other significant problem O Yes [0 No  Exphin
Use of alcohol or drugs 0O Yes O No  Explain




