First Middle Tast ~ ] " First Middle Tast
b R ‘R_elAatior;ship
Date of Birth _ Sex Fo Mo o
(month/daylyear) ’ ' - 'l Date of Birth Sex FOoO MD
e B3 ' ' ' (month/day/year)
Mother’s First Name (CAR Pumposes) | Jives in Patients Household: YO N O (fNo, address needed)
Social Security # ' . '<'Soeial Security. #
) : . ) Same as Patient o
Home Address - .| Home Address
City State Zip C 1ty State Zip
Mailing Address : ' Maﬂmg Address
City State Zip SR e} A State Zip
Home Phone Message . L Ho,'rr‘i',e Phone Message
Employer Name ' ) ' Employer Narﬁe
Address ' _ - | Address’
City State Zip ‘ Crcy , State Zip
Work Phone e Work Phone
Email address ' _ ’ 'Email address
Marxtal Status (please ¥ one) Mamed O Smgle o WldOW(“:d ] Seprated o Dlvorced ! Court Order o (prov1de copy)
Income § Weekly o Monthly o Yearly o Household size
Employed in Agriculture  Yes o No ®© If“Yes™ Seasonal o Migrant o
Emergency Contact Relatlonshlp (Ifothetthan parents) Phone# ( )
Type of Insurance Coverage o Medi-Cal o Medicare o Prlvate Health Insurance i None o Other

A Please provide receg’uomst wrth a copy of Xour Insurance 1D card ’

Patxents Signature . 7 o Date
Responsible Party’s Signature R Date
Witness ' - Date

For office use only:

" Patient Name: : © MedicalRecord #
Eng_pt_intake, revised 1/14 LA : .




+

PEDIAY RIC HbAL I'H HISTORY

(Ages 0 18 years)

Date of Birth

{month/day/year)

Questions

Yes | No
1 Where was your child born? :
2 Were there any problems during your pregnancy’? h‘ yes, expiam
3' Was your delivery Vaginal or C-Sectzon’7 Was there any problems’? I yes, explain:
4 Was your child born premature? If yes were there any problems?
5 What was your child's birth weight? : Birth length’7
6 Does your child have a primary care physxman’? Who? - Date of last exam:
7 Does your child have a dentist? Who? _ | Date of last exam:
8 Is your child currently taking any medicatier!is? List,
9 Has your child ever been hospitalized? Why? . Where?
10 Has your child had any serious iﬁjuries"? Wt\en? - Where?
11 Has your child had any surgeries? When? Where?
12 Does your child have any allergies to medications?

Does your chﬂd have any aliergxes torfoed, Asthma Hxves Eczema or Hay Fever? Other

1# Yes | No Questions # Yee No Questions
14 Preblems walking 22 Nursed as an infant? How long?
18 - Problems toilet training o '23 Problems with diet
18 Problems with colic ’ 24 Use/d any special diets
17 Problems in school 25 Attended a special school or classes
18 Problems with sleeping ' 26 Nightmares
19  Problems with bedwetting .27 Discipline or behavior problems
20 | Problems with nail biting : 28 Ever seen a Psychologist
Problems with weight/height 29 Speech Therapist or Speech teacher
'7 Questzons T | # Yee No Questions
30 ggﬁi d)éo?ur child have difficutt menstrual 32 Is your child taking birth control?
31 | At what age did your child start her first period? 33 Has your child had a miscarriage or abortion?

Medical Record Number




# | Yes | No Questions # | Yes No

Questions
34 Head ' 40 Kidney/bladder
35 Eyes 41 Lungs/asthma/bronchitis/pneumonia
36 Ears/nose/throat . 42 Bones/muscles/joints
37 Heart/murmur/high blood pressure 43 Anemia
38 | Stomach/constipation L. |44 Skin/rashes
39 » Wear glasses or contacts? . _ 45 |

Wear dental bridges/plates/braces?
| A

# | Yes | No Questions i Yes | 'No

# | Yes | No Questions #. Yes | No | Questions

46 : Hepatitis 49 - Diabetes

47 Chickenpox 50" Had a Seizure

48 Dizzy or passed out during or after exercise? | 51 Been unconscious/had a concussion

# | Yes | No Questions #°| Yes | No

Questions
52 Father health problems .1 54 Brothers/sisters How many:
53 Mother health problems B5 | . Brothers/sisters health problems

Questions
56 Diabetes - k 60 Convulsions
57 Allergies 61 " Heart Disease
58 B o 62 Cancer
59 | . A.LD.S/HIV ' |63 Hepatitis

# Yes | No | . ‘ Qufestib,ns.

64 Are you or your children exposed to domestic abuse/violence?

65 Does your child have any other diseases or medical conditions NOT listed on this form? If so, please explain:
66 What is your child’s last primary care doctors address:

67 Where did your child live before coming to thié area? When did you move here?

68 Is your child able to perform activities of daily living. (ADL)? If no, please explain:

89 Any special comments about your child?

70 Do you have any religious, cultural, physxcal or other factors that might influence your care? If so, please list:

To the best of my knowledge, | have answered every questlon completely and accurately. | will inform my provider of any

change in my health or medications.

Patient or Guardian’s Signature (if under 18)

Date

oniall new illnesses é,r,e:‘.,g'_dcumenﬁ_té‘_'c'j_ on:the ongoing probie

it



Date (Fecha):

Patient Name (Nombre del Paciente):

Date of Birth {Fecha de..Nfad‘smfanto): ‘ - Family Size [Tamafio de familia};

Annual income {Ingreso.anual de

Race {(Raza)

American Indiar/Alaska Natwe
Asian (Asiatico)

Black/African American (Negro[Afroamencano)

Hipanie/Latino {HispanoiLatine)

- Native Hawaiian {Native de Hawai) R
Other Pacific Islander (De las Islas del Pacn'" oo}

White (Blanco)

Refuse to Report (Se niega a reporfer) .

familia): §

‘Ghack Here
{Marque aqui)

(lndi@.Amé‘_ricéhéméiiva dé Alaska)

0000606 o

Migrant Worker (Trabajador Migrante).

Not:a Farmworker (No-es campesmo) e el ' o)

Migrarit (Migrarite)

Seasenal (Trabaja temporadas) | o 0

Homeless {Estado de Hogar)
~ Not Homeless (Tiene hogar)
Deubling Up Vive con otra fam
Shelter (Vive en refugio)
$Street (Vive-en la calle/earro)

Transitional (Hogar de transxcmnftempora[) et

ilia)

o ¢

(o S e B o Qi @

Public Housing (Assstenc:a de Vivienda Pablxca)

No
Tenant Based Vousher-(Cupen

Public Housing {(Programa de Vivierda Pub 1ca)

Other (Otra)

School Based Health Center(C

de Renta (Seccron 8)

o n o 0

entro Med:co Escolar)

-If yes check here Sies 8i, ‘margue agui - _j, . o

Veteran (Veterano Militar)

lyescheckhere  SiesSi marque aqui = S 0

Language Barrier (Necesita Interprete) o |
If yes check here Sies i marqueaqui . - T )

Flddebipdodobbad e e i oo i

frofosfind-ordrefimfrne choatcnfeoteifiisfiset oo iistuide dostanfinfeedistank i b b bbbtk dodonbo ok b e b2 D
(e s 2o B

For O_ff‘ ce-Use Only: Medical Record Number

SAS/Forins/UDS démo theadgrffootet) B/12, 8/22/12
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ACKNOWLEDGEMENT OF RECEIPT PRIVACY PRACTICES NOTICE AND ADVANCE
HEALTHCARE DIRECTIVES INFORMATION

RECONOCIMIENTO DE RECIBO DEL AVISO DE LAS PRACTICAS DE PRIVACIDAD Y DIRECTIVAS
POR ANTICIPADO SOBRE LA ATENCION DE LA SALUD :

L have received a copy of Fastirack Pediatrics Prxvacy
Practices Notice and Advance Health Care Directives 1nformat10n : !

b

Patient’s Signature | Date
Signature of Parent or Patient’s Representative : Date
/
Yo, reconozco que he I'SClbldO una copia del aviso de las Practzcas

de Privacidad Y Directivas por Anticipado sobre la Atencién de la Fasttrack Pediatrics.

Firma del Paciente L Fecha

Firma del padre del paciente o algun representante o - Fecha

Patient Name : o DOB



¥

Notice of Privacy Practices

We are committed to protecting your personal Health information in compliance with the Federal law.
We may use or disclose your personal health information for these purposes.

For Treatment, Payment, Health Care Operations, Appointment Reminders, Health Related Services and
Treatment Alternatives, Fundraising Activities, Individuals Involved in Your Care or Payment for Your Care,
Research, Organ and Tissue Donation, As Required By Law, To Avert a Serious Threat to Health or Safety,
Military and Veterans, Workers” Compensation, Public Health Activities, Health Oversight Activities, Lawsuits
and Disputes, Law Enforcement, Coroners, Health Examiners and Funeral Directors., National Security and
Intelligence Activities. Protective Services for the President and Others, and Inmates.

You have certain rights with respect to your personal health information:

Right to Inspect and Request a Copy, Right to Amend, Right to Receive an Accounting of Disclosures, Right to
Request Restrictions, Right to Receive Confidential Communications, Right to a Paper Copy of this Notice.

Changes to this Notice:

We reserve the right to change this notice and to make the changed notice effective for all of the health
information that we maintain about you, whether it is information that we previously received about you or
information we may receive about you in the future. We will have available a copy of our current notice in our
facility. Our notice will indicate the effective date on the first page, in the center of page. We will also give you
a copy of our current notice upon request. '

Complaints:

If you believe your Privacy rights have been violated, you may file a complaint with us or with the Secretary of
the Department of Health and Human Services. You may file a complaint by mailing us a written description of
your complaint or by telling us about your complaint in person or over the telephone:

T. Odunlami, Office Administrator
Fasttrack Pediatrics

1133 SE 18" P1. Ste 1

Ocala, FL 3441

(352) 433-2633



Patient name; . ' - . Date of birth: / /

' mo) G | o)
Screening Checklist for Contraindications to ‘
Vaccines for-Children and Teens .

"For parerits/guardians: The following questions will help us determine which vaccines your child mfiay
be given today. if you answer “Ves” to any question, it does not necessarily mean your child should not be
vaccinated. It just means additioral questions must be asked. Ifa question is not '

clear, please ask your healthcare provider to explain it Yes No gz:g::
l.. Is the child sicktoday? ’ . ] O O
2. Doesthe child have allergies to medica’cior;s,‘fé'alad, a v'a;cdne component, or latex? O O O
3. Has ;:he child had 2 serious reaction to-a vacciﬁe ivn {fxe past? - d D‘ O

4, Hasthe child had health problem with lung, heart, kidney or metabolic dissase 7 o o
(e.g., diabetes), asthma, or a blood disorder? Is he/she on long-term aspirin therapy?

¥ 0
3¢ ifthe child to be vaccinated is 2 through 4 years of age, has a healthcare - o O
provider told you that the child had wheezing or asthma in the past 12 months?

6. - If your child is a baby, have you ever been told he or she has had irtussusception? O O - D

. 7. Has the child, a sibling, or a parent had a seizure; has the child had brain or other |
a O O
¥ nervous system problems? : L

8. Doesthe child have cancer, feukernia, HIV/AIDS, or any other immune system problem? [T O O

9, Inthe past3 months, has the child taken medications that weaken their immune

" system, such as cortisone, prednisone, other steroids, or ariticancer drugs, or had O 0 0
X radiation treatments? ) : ‘ %
3 . .
{0, Inthe past year, has the child recelved a transfusion of blood or blood producs, o o o
or been given immune (gamma) gobulin or an antiviral drug? :
H. Is the child/feen pregnant or is there a chance she could bé;:ome pregnant during o o o
the next month? : ' 3
712, Has the chiid received vecinations in the past 4 weeks? . : O u) O
Form completed by: Date:
Form reviewed by: Date:
Bid you bring your child’s immunization record card with you? . . ves[l noJ

Chis ‘import'ang to have 2 persdnal record of your child’s vaccinations, ¥ you dort't have one, ask the child's healthcare provfider
# 10 give you one _with all your child’s vaccinations.on i, Keep it in 2 safe place and bring it with you every time you seek medical
care for your child, Your child will need this documént to enter day care or school, for smployment, or for international travel,

Teshnical contert raviewed by the Ceptars for Dissase Conrol und Prevention
munize.org » wwwvaccineinformation.org |
www Imemnize.org/eatg.d/p4080,pdf « ftem #P4050 (1/15)

IMMUNIZATION ACTION COALITION Salnt Paul, Minnesota » 531 -6«%%9069'- www.im



: o
Nombre def paciente: Fecha de nacimiento: [/

(me) (@0 (o)

Cuestionario de contraindicaciones
para vacunacion de nifios vy adolescentes -

7o . . ) , . i
Aslos padres/tutores: Las sigulentes preguntas nos ayudarén a determinar cusles vacunas Je podremos |
dar hoy a su hijo, St contesta™'sf" a alguna pregunta, so no siem pre quiere decir que no deben vacunar a su

hijo. Simplemente quiere dedr que hay que hacerle més preguntzs, Si alguna pregunta no esté clara, pida a%_su
profesional de la salud que se la-explique. ' ' :

Si No  Nosabe

I, {Esta enfermo hoy el nifio?

: O O O
b X : H

2. {Es alérgico e nifio a algln medicamento, alimento, a alglin componente de las 0 O 0
vacunas o al Jatex? ' . ,

3. {Tuvo alguna vez &l nifio alguna reaccién serfz a una vacuna en el pasado? O oo

4. iHa tenido el nifio algln problema de salud como enfermedad de los pulmones, g
: f def corazén, de los rifiones o metabdlica (como diabetis), asma o un trastorno O o O
de la sangre? {Estd en terapia de aspirina a largo plazo?

5. Sielnifio que va a ser vacunado tiene entre 2 y 4'afios de edad, de dijo algln

- profesional de la salud en fos dlimos 12 meses que el niﬁoﬂtuvo sibllanclas © asma? = = =

6.5 Si el nifto es bebé, le dijeron alguna vez que m\/o.iniigs.u:scepéién? o 4 [

7. nifio, uno de sus hermanos o padres, ha, 'tenic.?bv'corj\'/t'lisk?‘hé‘s; ha tenido el nific O o O
problemas del cerebro o alglin otro problema del sistema nervioso? .

8. ({Tiene el nifio céncer, leucemia, VIHAIDA o dgin Giro pr&blema del sisterna inmunclégicor [ g O

En los Gltimos 3 meses, ¢ha tomado el nifio medic‘amer}‘cqh que debiliten su sisterna
5y

. inmunoldgico, tales como cortisone, prednisond, otros ésteroides o medicamentos 0 r ; .
contra el céncer, o le han hecho tratamientos de radiacién?

Durante el afio pasado, ie hideron al nifio una transfusion-de sangre o de productos de o o . 0
ta sangre, o le dieron inmunoglobulina o gamaglobulina o alglin medicamento antiviral? N

P, (Esth la niffa/adolescente embarazads o hay alguﬁa posibilidad de que quede

;? embarazada durante &l préximo mes? - oo D

12. {Le aplicaron alguna vacuna al nifio en las Gltimas 4'sernanas? , O 0 X
Formularic llenado por: Fecha: ‘
Formulario revisado por: Fecha:

éT;ajo el comprobante de vacunacién de su hijo? ] ' sid no [J :
5 importante que tenga un comprobante de vacunacion'personal de las vacunas de su hijo. St no lo fiene, pidale al profesional de la
salud de'su hjjo que le dé uno con todas las vacunas de 2 su hijo, Guérdejo en un lugar seguro v iévelo todas las veces que su hije
reciba atencidn médica, St hijo necesiterd este docurnento Importarite por el resto de su vida para ingresara la guarderz o a escuela,
para empleos © para viajer 2l extranjero. SRR S

Transition by Tanscend, Davis, CA Www.immunize.orgleatg.dip4080-01pdf ¢ kem #P4050-0'l Sp:%nlsh 5/14)

Immunization Action Cealition + Saint Payl, Minnesota * (851) §47-3009 -, WWwW.immurize.org

* Wwwivacdineinformation.org
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Form

Decision to Not Vaccinate My Child
I am the parenr/guardiaﬁ; of the child named at the botrom aof this form,
child be vaccinated against the diseases indicated below. I have been give

My healthcare provider has recommendéd that my
1 a copy of the Vaccine Information Statement (VIS)

that explains the benefits and risks of receiving each of the vaccines recommended Jor my child. I have carefielly reviewed and -

considered all of the information
and ackrowledge the Jollowing.

"+ I understand that some vaccine-preventable diseases (e.g.,

measles, mumps, pertussis [whooping cough]) are infecting
unvaccinated U.S, children, resulting in many hospitaliza~
tions and even deaths,

* I understand that though vaccination has led to a dramatic
decline in the number of U.S. cases of the diseases listed
below, some of these diseases are quite common in other
countries and can be brought to the U.S. by international
travelers. My child, if unvaccinated, could easily get one of
these diseases while traveling or from a traveler,

¢

Tunderstand that my unvaccinated child could spread disease
to another child who is too young to be vaccinated or whose
medical condition (e.g,, leukemia, other forms of cancer,
immune system problems) prevents them from bein g vac-

cinated. This could result in long-term complications and
even death for the other ¢hild,

* I understand that if every parent exempted their child from

vaccination, these diseases would return to our community
in full force,

* Tunderstand that my child may not be protected by “herd” or
“community” immunity (i.e., the degree of protection that is

given to me, However, I have decided not to have my child vaccinated at this time. I have read

the result of having most people in 2 population vaccinated
against a disease). : ¢

* I understand that some vaccine-preventable diseases such

as measles and pertussis are extremely infectious and have -
been known to infect even the very few unvaccinated people
living in highly vaccinated populations.

T understand that if my child is not vaccinated and conse-
quently becornes infected, he or she could experience serious
consequences, such as amputation, pneumonia, hospitaliza-
tion, brain damage, paralysis, meningitis, seizures, deafness,
and death. Many children left intentionally unvaccinated have
suffered severe health consequences from their parents’ deci-
sion not o vaccinate them.

T understand that my child may be excluded from his or her
child care facility, school, sports events, or otheréorganized
activities during disease outbreaks, This means that I could
miss many days of work to stay home with my child,

Tunderstand that the American Academy of Pediatrics, the
American Academy of Family Physicians, and the Centers
for Disease Control and Prevention all clearly support pre-

(Dr/Numse Inftials) guardian}

™)

doctor or nurse
{Dr./Nurse inltinls)

venting diseases through vaceination. ) &
VIS Vaceine I decline this vis Vaccigeé b 1 decline this
. < ghven | vecommended by vaceine . . given | recommended by vaceine
Vaccine / Disease (v) | dostorornurse. | it of peny Vaccine / Disease

(Initials of parent/
guardian)

Diphtheria-tetanus-pertussis (DTaP) Meningococeal (MCV)

Faemophilus influenzae type b (Hib) Varicella (Var)

Hepatitis A (HepA) Pneumococeal conjugate (PCV)

Hepatitis B (HepB) Polio, inactivated (IPV)

Human papillomavirus (HPV) Rotavirus (RV)

Influenza Tetanus-diphtheria (Tg)

Measles-mumps-rubella (MMR)

Tetanus-diphtheria-pertussis (Tdap)

In signing this form, T acknowledge I am refusing to have my child vaccinated against one or more diseases listed above; T have

placed my initials'in the column titled “I decline tlrlis vaccine” to indicate the vaceine(s) [ am declining, I understand that at any
time in the future, I can change my mind and vaccinate my child.

Chi;d’s name;

Date of birth:
Parent/guardian signature; Date: S
Doctor/nurse signature: Date:

wwwimmunize,org/aitg &/p4059.0df ¢ ttem #P4059 (10/13)

Immunization Action Coalition * 1573 Selby Ave. * St Paul, MN 55104 « (651) 647-9009 » www.immunize.org Mvw,vaccb"\einformatibﬂ.org



M@ase fan in patxents Informaotion @nﬁ ot least phone number of your pre§ermd
- : ' pharmmy. ’

Patient's Name: . - DOB:

Pharmacy ;N@m;e:

Address:

Phone Nw_ﬁmb&r:

i

PARENT/ GUARDIAN EMAIL:



