JMH Pediatrics
PLEASE PRINT
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PREFERRED METHOD OF CONTALT

I authorize IMH Pediatrics’ staff to leave madical information pertaining to the care of my child{ren) by the following methods and will assume
responsibility to notify INMH Pediatrics whanaver this infarmation changes, In addition to madical information co ncerning agpointment confirmation,
rescheduling of appointments and nurses fullow-up may ba laft by the following mathods,

MOTHER [ TEXT # [ pHowe caLL i mE

Message
Authorization

FATHER [ texTa_ [] pHONE CaLL ¥ _ [Jenamin

ook ke ok ok STOP S

If you have more than one child please take this sheet back up to the receptionist befare continuing,
She will make a copy for each child’s chart and return them to you to fill out the remaining infarmation.

FiahsT, MIQOLE, LAST NARME | Lo 5L | = F) RACE ETMMICITY | PREFERRED PIGYIDER

Patient
Info

As a service to you, our patients, we file insurance claims. Please be aware communication about copays and
coinsurance with your insurance campany is your responsibility,

| AGREE to pay my known portion and/or co-pay at the time services are provided. | also agree to pay any additional
portion denied by my insurance campany.

| understand that JMH will not forward bills to other parties regardless of court rulings or divorce decrees, The adult that
regularly brings the child is responsible for co-pays and daductibles,

Guarantor Signature: Date: Tima:




JMH Pediatrics

Designation of Personal Representative

As required by the Health Information Portability and Accountability Act of 1996 (HIPAA), vou have a
right to nominate one or more persons to act on your behalf with respect to the protection of health
information that pertains to you or your child. By completing this form you are informing us that ¥l
wish to designate the named person(s) as your or your child's personal representative, You may
revoke this designation at any time by signing and dating the revocation of your copy of this form and
returning it to this office,

Designation:

L, (print name), hereby nominate the following person(s) to act as
my or my child’s personal representative with respect to decisions involving the use and/or disclosure
of health information that pertains to me or my child. Qur office requires a PARENT to accompany
any child under the age of 18 for all New Patient, Well Child and /or Vaccination or Injection

Visits

! Please check the applicable box indicating if we may discuss your child's health | Hiseusg: 0 Financial

i status or financial {bill) matters with your selection|s) below. |, Heakh i (Bill}
Information |

Relationship: | Mame: | Fhane #; [ves [es
e O no
Relationship: | Name: Phane #: . [ves | [O¥es
| I | O Mo | C No
: Relationship: | Mame: | Phone #: [dves | DYe_s
i : . C Mo Owe
, — - - j m——————— e
i Relationship: | Name: | Fhone #: | Cves Clves
I I:‘ Mo J_El Mo

The authority of this person when acting as my personal representative is restricted to the marked
functions, Representatives may accompany a child to “sick” visits only. ]MH Pediatrics reserves the
right to collect copays that are due at the time of service from the designated representative,

Guarantor Signature: Date:

Time:

(or patient, if 18 or older)

wRAEhE STOP whRRhk

If you have more than one child please take this sheet back up to the receptionist before continuing,
She will make a copy for each child’s chart and return them to you to fill out the remaining information.

Patient Name:

[Print Name)
Revocation:

Male / Female DOB;

[ understand that by signing this Revocation Section of my copy of this form and returning it to JMH
Pediatrics, [ revoke this designation, I further understand that any such revocation does not apply to
the extent that persons authorized to use and/or disclose my or my child's health information have

already acted in reliance on this designation.

Guarantor Signature: Date:

Time:

[ patient, if 18 or older)
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Do you consider vour chils to be in gocd health? D Yes [Ma [JDontwnow Explain: =
Dioes yvaur child have any special health care reecs?  [Jves [JHa CJoan't know  Explain:
Has your child aver bean hospitaized? [ ey D Ma D Can't know  Explair:
I5 yaur child allergic to madicire or drugs? Ores OQHe CJoort kraw  Explain:
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| Mame | Belationship to | Birth DatefAge BlFuli-term  [JPreterm weeks [lPost-term _ wesks
foes ol $oamnr] Chiid | ) | Dulvery: Ovaginal  [cesarean [JAeasan:

o | Any complications during oirth or after birk? DND D"f’as

=2 = : e Explain:

Cid the baby reed Lo go to the MICU {neanatal intensive care unit)?
— 1 [Me Oves Explain:

‘Dluring pragnangy, did the mathes;

T T : - — Take praratal vitarmins? (ves e Elunknawn
| = J Smoke o use s-cigaretizs? Ovee e Cunknown

rirsk @l 2 d
Flzase list other siblings nat living in the home, Drirck a,c::;-.nnl. Oves Do Dursncwn
Llsi marijuana? rvas ; Eve  Ounknown
| Mame Birth Date/Age | Where are they living? | Use llich drugs? Oves " OMe  Dlurknown

| Take othar madications? El‘r'es Csa DUr'Hnw.-n

If yes, nlzase list:

| Bicod typae:
T
| | hctner L] Unkrown
Baby: E Unkncwn
Goas the child live with both bislegical parents? FlYes DMz
It ri, what is the child's surrent living situation? Mather's lab results:
Olsirgle-parent custedy  Lloint eustody [ adeptive ramily Hecatitis B Dros Oreg Dlunknown
Clextser farmily membars: e [CIFester cara . Opos Cves Dlunknrown

Group B streptococcus [3B3) Oras O Mag DL.Inlmuwn
How aften dees the child have visitation with parentis) nat living n the homae?

Alter birth, did the baby get:

Witamin K shot7 [ ves Ene O Unknown
Erythramycin eye alrtment? Oves Cna DL.Ir'hann
Hapatitis B shot? Oves Eua O Unknawn

Haw was the bany fed? [ Bottle fermuia T2ttt braast milk

D Breaztfed  How long was baby bregstfed?

Did baby ga home with biclegical mether fram bospital atter birth? [ ]vas
D Mo Explain:
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American Academy of Pediatrics

DEDICATED TO THE HEALTH OF ALL CHILDREN®
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Initial History Questionnaire

Has your child evar had ary of the foilowing preblems? DK = Dan't know

! Gondltion

DK | No

Yes |

Details _ |

[ Eya problems, cataracts, or relinoblastorma

\Vision impairment or corcerns

Maszal allergies (dust, pets, or
envireamanta)

Fraguant ear nfectians

Haaring loss or concarms

Multiple cavilies or prablems with testh

Freguent calds ar gore throats

Agihima, wheezing, ar breathing problems |

Brerchitis, pronchiolitis, ar preumania

Heart murmur ar othar heart problems

High blocd pressure

Frequant stomach pain

Canstipation needing medical treatment

Food allergios or intalerance
| {eg, milk, ghuten)

Faading is5ues or underwaight

Owerweight ar chasity

Urinary tract infecticnz

Bead-watiing (aftar & years ald)

Kidney, uretar, or bladder prokiems

Sarious injuries or fraciures

Bona, joinl, or muscle problems

| Fraquent headaches or dizziness

Corcussian or head injuny

Cenvulsions, seizurss, or naurolegical
issUas

Slzap problerms or graring

Skin rashes, eczema, o hives

Acna

Thyroid or ather andocring probiems

| Cizhatas

Matzbalic/gansatic disorcars

Aremia or bleeding problems

Cancer ar chemotharaoy

Bone marrow o organ transplant

PAGE 2 of &
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Initial History Questionnaire

Mame:

Hawe ary of your child's parents, grandparents, aunts, uncles, beothers, or sistars ever had any of the following conditions? CK = Don't know

= ~ Condiion DK | Mo [ Yes |  who? | "0 Detalls T
Anamia or bBleeding problems | | .
Astkma | I o
| Allargies = - | ]
i Alconcl use problema - | - - | o ]
E Bad-watting [after age 10 y=ars) B o _: ]
i Cancer before age 55 years] - | N ]
Childhaod hearing loza o | o - B
Dental dacay or muh-ple;x;'i.t-in;s | . =
iJ;[.;#L!E-::-.iCI'I_E#' al-'n-t;ety | i B o ]

I Developmental disakbilily

Ciabeies |

bFeart gttack [myacardizl infanztion)

| High blacd pressure

Feart diseasa (before age 55 years) | ‘ o Gt
High chalasters | I

HIV or AIDS i E

| Kidney diseass

Lwer diseasa

Martal health conditions

Dheaity | | ' ]

| Seuuras or epllepsy

! Stroke i 1

| Substance vse problems

| Budden death (before aga 50 yoars)

Thymoid ar olher endocrine diseasa :

To'nacoo use prodlams

Tuberculess

Vision or eye prablems | B

Other medical probiems [Please list,)

& B e kel R e
4 Mi m\kﬁ;ﬁﬂﬁ* o

Caonsistent with Bright Futyres:
Guideiines for Health Superdsion of
Infants, Children, and Adalescants,
‘ 4ath Editlan

.

PASE4 of 4 Amarican Acadamy of Pediatrics | Bright Futures | bltpsybrichtfuturss.a

ap.arg
Dawnizaded fram kitpaditooikits.sslutions.aap.org on 020062018 Terms of use; hitpi/solutions.aap.ormg/ssierms.aspx



Initial History Questionnaire

Has your child ever had any of the fellowing problems? D9 = Don't know

Conditian Dk | Mo | Yes | Details

Bload transfusicn

HIY or AIGS

Chickenpox or zeatzr [shingles)

Developmental delays speach or mator)

Schoal proslams or learning difficultiza

ADHD ar behavioral concams

Arxiaby, depressicn, or mood pretlams [

Tabacea, glaohal, or drug use |

Espoaurs to family wialarnce

|
Pragrancy or miscarrage ]

Saualty fransmitled infections

Females: issues with perads

Age of first perlad:

Otkar medicsl problams (Please list)

Has yaur ¢hiid aver had surgary? OIne [lves | yes, please provice details nelow,

Surgery/Procedure ! ﬁuta of Surgary'Child's Age Whera Completed ) I:Ietnlis_ _

Diker surglcal/procedural probiems (Pleasa list)

Amaorican Academy of Pediatics | Bright Futures | htpe:fferightiutures.aap.org FAGE 3 of £
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JOHNSON el
m MEMORIAL MLT:#-E mpleted by JMH Staff)
HEALTH M

FIM#:
Franklin, Indiana 46131 )

REQUEST AND AUTHORIZATION TO OBTAIN AND/OR RELEASE MEDICAL INFORMATION

I, the undersigred, hereby raguast and autharize disclosure of the indicated Medical Becords from the following facility, (Please check b
Johnson Memaorial Health (hospital and/er hospital cutpatient clinics):
o Hospital o Breast Center 0 Immediate Care  © Pain Relief Specialists  © Occupaticnal Health

0%

0 Oncology o Wound Healing

lohnson Memorial Health Physician Network (IMH physician offices):
OFamily Practica tinternal Medicine cOrthepadic Surgery/Sports Medicine nPediatrics cPulmanalogy  oSurgical Specialists oWomen's DB/GYM

0 Obtain / Release Medical Records From - Facility Mame: PH
Address: == City/Stata/Zip: FAXH:

SECTION 1 - PATIENT INFORMATION (Please Print)

First Mame; Middle Initial: Last Mame; Data of Birth:

address: City: State: Zip:
Prirmary Telephane Mumber; Alternate Telephane Mumber:

SECTION 2 = INFORMATION TO BE RELEASED [atals) of service to be raleased fram: N, / through i /
o Pertinant Medica! Records (dictations, labs, x-rays) O Emergancy (ER) Report O Itarmized Bill

0 Physician Office Notes (Dr. ] O Dischargs Summary / Instructions O Immunization Racard
c Rehatilitation / Therapy Records [PT, OT, Sgeech) o Operative (Surgery] Reaort o Patarnity Affidavit

o Pathalogy = Radiclogy Repart C Lab Rasults

o Consultation o Radiclogy Images/Films (o0 a C0) T Cardiclogy

o Return to School Note | Jraturndate | ) COVID status 0 Other:

w**saeclal Autharization*** Stote & Federal Laws protect the following heaith information,
If your medical recard may contain any of the protected health information below, please indicgte if youw would ke to have this date released,

Alcohal, Drug or Substance Abuse Bacords nYes o No
HIV Test ond Rasults y ol¥es oMo
Menta! Health Records 0 Yes C No

SECTION 3 — RELEASE INFORMATION TO THE FOLLOWING FACILITY/PERSOM 1 ta/Patient (or Lagal Reprasentative)

O Other {see below)
Company / Mame;

Attantion:

Address: City:

State: Zip:

Talephana Mumber: Ext: Fax Mumber:

SECTION 4 - PURPOSE OF RELEASE

o Personal { Patient Use* o Atterney / Legal Request® olnsurance® 0 Social Security / Disabiliny™

o Centinuing Care [ Physician 0 Wearkman's Comp 0 Schocl f Daycars o Other:
*Fees may be applied in accordance with Indiana Statute 7601AC 1-71-3 and Federal Rule 45 C.F.R. §164.524

SECTION 5 - ACKNOWLEDGEMENT AND CONSENT TO RELEASE HEALTH INFORMATION
#  This autharization will expire In £0 days from the date signed unless ctherwise specified hare:

¥ lunderstand that | have the right to revoke this authorization at any tima, In order to revoka this autherization, | must do soin writing and
present my writtzn revocation to the above named autharized entity. The revocation will not apaly to information that has already bean
relzased in respanse to this autharization. Alss, if agplicable, | understand that IMH may charge for medical record copies,

B

| understand that IMH cannot prevent re-disclosure of my information by the persar/company who receives my data as directad oy this
authorization. By signing this autherization, | releasz IMH from any and all liability resulting from a re-disclosure by the racipient,

® lunderstandthat my JMH record may contain data that was recaived from another facility & it may be releasad as part of this request,
Your signatura indicates that you have read and understand this form and you authariza release afl your IMH medical record as describegd ahove.

AR RA To Be Completed By IMH Release of Information Staff:
Patient Signature {or Legal Representative® #| Date Time Signature Verified Via: Phota ID___ Signature on File ___
* R alaticaship ta Matiznt . Provide documentation of authority ta act on ehalf of Patient Imitials of Staff Releasing Records: _ Date:




