Patient’s Name ____________________________________________    ______________

                                       First                                           Middle                             Last                                   Date of Birth
SSN # ________-_______-__________

______________       

M   or    F  






                 
                    Age                                            
      Gender
Parent(s):
Do both parents live in home?  Yes  No
             Marital status:   M   D    S
Mother/Guardian _________________________________________ SSN _____-____-_______   DOB ____/_____/_____ 

                                                       First

M.I.                         Last
Work # (_____)______-_______  Cell # (_____)______-_______   Home # (_____)______-_______  
Email ___________________________________   Occupation ______________________   Employer ______________________
____________________________________________________________________________________________________________________________________________________________________
Father/Guardian _________________________________________ SSN _____-____-_______   DOB ____/_____/_____ 

                                                       First

M.I.                         Last
Work # (_____)______-_______  Cell # (_____)______-_______   Home # (_____)______-_______  
Email ___________________________________   Occupation ______________________   Employer ______________________
____________________________________________________________________________________________________________________________________________________________________
Mailing Address _____________________________________________________________________________________

                                                                                                                              City                                                           State                          Zip Code

Billing Address  _____________________________________________________________________________________
(if different than above)
                                                                                                             City                                                           State                          Zip Code

Social History:    How long have you been in Richmond?  ________    Where are you previously from?  ________________
Siblings
                               Age                 School/Daycare
           Medical Problems

_______________________________     _______     _________________________    ________________________
_______________________________     _______     _________________________    ________________________

_______________________________     _______     _________________________    ________________________

_______________________________     _______     _________________________    ________________________

_______________________________     _______     _________________________    ________________________

Family History:    (Please check all that apply.)

_____
Coronary artery disease

_____
High cholesterol
_____   Heart attacks
_____   Diabetes
_____
Congenital problems

_____
Asthma

_____   Retardation
_____   TB
_____
High blood pressure

_____
Kidney Disease
_____
Cancer

_____   Other: ________
_____
Crib death


_____   Allergies
_____
Seizures    
_____________________
                                                                                                                                 
Prenatal History:      Pregnancy weeks______     Birth weight _____lbs _____oz    Place of Birth   __________________
Vaginal or Cesarean 







     Mother:
Complications:  Infection, Hypertension, Diabetes, Other: 


     Alcohol
Yes   No










     Smoking
Yes   No
Medications: (Other than prenatal vitamins):                                                          Drugs  
Yes   No
Medical Information: 








Preferred Pharmacy:
Medication Allergies ________________________________________________________

Latex Allergy _______ Seasonal Allergies ________________________________________
Previous Physician (s) _________________________________________________________
Name________________________  Past or Present Illness _________________________________________________________


Hospitalizations/Surgeries ______________________________________________________
Location ______________________
Chronic Medical Problems ______________________________________________________               

Current Medications ___________________________________________________________         Phone #_______________________
Does an immediate family member smoke?   

Yes   No
Is your child exposed to the smoke on a regular basis?   
Yes   No
                                                                                                                                  Turn Over
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ACKNOWLEDGEMENT OF RECEIPT OF NOTICE

As required by the Privacy Regulations, I hereby acknowledge that I have read a current copy of Associates in Pediatrics “Notice of Privacy”.

As required by the Privacy Regulations, the staff of Associates in Pediatrics has explained the “Notice of Privacy Practices” to my satisfaction.  

As required by the Privacy Regulations, I am aware that Associates in Pediatrics has included a provision that it reserves the right to change the terms of its notice and to make the new notice provisions effective for all protected health information that it maintains.

As required by the Privacy Regulations, Associates in Pediatrics may not use or disclose you or your child’s Protected Health Information, except as provided in our Notice of Privacy Practices, without your authorization.

Please list any individuals that may have access to your child/children’s protected health information and may acquire medical attention for your child/children.
1. _______________________________________________________________

2. _______________________________________________________________

3. _______________________________________________________________

4. _______________________________________________________________

* I authorize Associates in Pediatrics to provide treatment for my child/children.  This includes when they are brought to the office by an adult designate of the legal guardian or they are a self transporting teenager.    

* This includes authority to provide immunizations?    Yes     No

___________________________________________________

Patient’s Name (PRINT)

___________________________________________________
_____________________

Parent/Guardian’s Name if patient is under 18 years (PRINT)



                    Relationship to Patient

___________________________________________________
_____________________

Signature





          


                                    Date

How did you hear about our practice? __________________________________________________________________
We welcome you to our practice.  We will strive to provide the best in pediatric care to your child/children.

Dr. Keith Derco, Dr. Tamara Sutherland, Dr. Tamara Charity-Brown and Staff


                         12/29/06 kdc                      
