Jupiter Pediatric Associates



     Pahokee Pediatric Associates

6650 W. Indiantown Road  #110







             185 S. Barfield Highway

Jupiter, FL  33458









      Pahokee, FL  33476

Phone:  561.575.9876









   Phone:  561.924.5155

Fax:  561.575.2858









       Fax:  561.924.7723
	PATIENT’S NAME & ADDRESS:  Please complete the following for your child.


LAST: ______________________________  FIRST: _____________________  MIDDLE: __________________________

MALE:  (    )    FEMALE:    (    )    SOCIAL SECURITY NUMBER: ____________________  DOB: _____________________

STREET ADDRESS: __________________________________________________________________________________

CITY: ____________________________________  STATE: ____________________  ZIP: _________________________

HOME PHONE NUMBER: ________________________  LANGUAGE SPOKEN AT HOME: ___________________________

NAME(S) OF SIBLING(S): _____________________________________________________________________________

	PATIENT’S INSURANCE:  Please complete the following for your child.


PRIMARY INSURANCE COMPANY: ________________________________HMO/PPO/HEALTHYKIDS/MEDICAID (circle one)
POLICY NUMBER: __________________________________  GROUP NUMBER: __________________________________

POLICYHOLDER’S NAME: ______________________________SS#_________________________DOB___/____/________
POLICYHOLDER’S RELATIONSHIP TO PATIENT: ___________________________________________________________

	PARENT INFORMATION:                            **MUST be filled out completely!!!!!!!***


MOTHER’S NAME: ______________________________________________  DOB: _______________________________

ADDRESS: (same as child)___________________________________________________________________________ _

CELL PHONE NUMBER: ____________________________  WORK PHONE NUMBER: _____________________________

EMPLOYER: ________________________________________________________________________________________

SOCIAL SECURITY NUMBER: ______________________________________ Primary Insurance Holder?  Yes____ No ____
FATHER’S NAME: ______________________________________________  DOB: _______________________________

ADDRESS: (same as child)____________________________________________________________________________

CELL PHONE NUMBER: ____________________________  WORK PHONE NUMBER: _____________________________

EMPLOYER: ________________________________________________________________________________________

SOCIAL SECURITY NUMBER: ______________________________________Primary Insurance Holder?  Yes____ No ____
PLEASE CIRCLE ONE   (IF APPLICABLE):  
CUSTODIAL PARENT IS:

MOTHER


FATHER

	EMERGENCY/ALTERNATE CONTACT:                    Authorized to bring child to appointment


Name: _________________________________  Cell__________________Work_________________
Name: _________________________________  Cell__________________Work_________________

Name: _________________________________  Cell__________________Work_________________

I authorize that the above information is complete and correct. I authorize emergency/alternative

contacts to bring my child to appointments and authorize medical care at the time of visit.

Signature:_________________________________ Relationship to patient____________Date_______

HIPPA, Records Release, Consent to Treat, Office Policy 2011 Update

Patient Name: ________________________________________________Date of Birth: ___________    

1. I authorize the use or disclosure of the above named individual’s health information as described below.

2. The following individual or organization is authorized to make the disclosure:
Authorized Provider : Jupiter Pediatric Associates, PA 6650 West Indiantown Road Suite #110  Jupiter,Florida     Zip:33458

3. The type and amount of information to be used or disclosed is as follows: (include dates where appropriate).

_X__ Complete health records
__X_ Lab results/X-ray reports

                  X__Other (please specify: Complete Medical Record, Demographics and Insurance Information

4. I understand that the information in my health record may include information relating to sexually transmitted disease, acquired immunodeficiency syndrome (AIDS) or human immunodeficiency virus (HIV). It may also include information about behavioral or mental health services and treatment for alcohol and drug abuse.

5. This information may be disclosed to and used by the following individual or organization: Insurance Carrier, Specialist Physicians, Laboratories, Pharmacies, Health Department

6. I understand that I have a right to revoke this authorization at any time. I understand that if I revoke this authorization I must do so in writing and present my written revocation to the health information management department. I understand that the revocation will not apply to my insurance company when the law provides my insurer with the right to contest a claim under my policy. Unless otherwise revoked, this authorization will expire one year from the date of signature  

7. If I fail to specify an expiration date, event or condition, this authorization will expire in one year. I understand that authorizing the disclosure of this health information is voluntary. I can refuse to sign the HIPPA portion of this authorization. I need not sign in order to assure treatment. I understand that I may inspect or copy the information to be used or disclosed, as provided in CFR 164.524. I understand that any disclosure of information carries with it the potential for an unauthorized redisclosure and the information may not be protected by federal confidentiality rules. If I have questions about disclosure of my health information, I can contact:

Deborah Mack, Administrator Privacy Officer for Jupiter Pediatric Associates, PA

A notice of Privacy Practices has been provided to you and you agree to the HIPPA releases



______________________________________

 Signature of patient or legal representative             
Date

Consent To Treat

· I authorize for my child, named above, to be treated by the staff of Jupiter Pediatric Associates, PA
___________________________________________                    _________________________________________

Signature of patient or legal representative                                      Date

OFFICE POLICIES

· No patient under 18 yrs is seen without parent/guardian or letter from parent authorizing all care/treatments to be given (16 & 17 only)

· Patients must be seen in office to receive prescriptions for illnesses. Refills may be provided to those who are receiving ongoing treatment but only at the discretion of a doctor or nurse

· Requested callbacks are completed by the end of our business day: this may be as late as 6pm

· Controlled medications must be requested 48 hours prior to the date of pick up. Patients with controlled medication must be seen for THIS condition every 90 days per Florida law

· All co-pays/payments are collected at sign in regardless of who is accompanying child to appointment 

· We will not tolerate rude or belligerent behavior  any time and reserve the right to discharge you from the practice if this takes place

I have read, and will abide by office policies stated above.
   __________________________________________________       Date:___________

Signature of patient or legal representative                                 

**PLEASE RETURN THESE FORST 2 PAGES WITH YOUR INSURANCE CARD
 AND ID TO FRONT DESK**
PAST MEDICAL HISTORY

PATIENT: ______________________________  DOB/AGE: _________________  TODAY’S DATE: __________________

	DRUG ALLERGIES:
	OTHER ALLERGIES:

	Has your child ever had a blood transfusion?          (  No          (  Yes


	HOSPITALIZATION AND SURGERIES:  Please complete the following for your child.

	Year
	Reason for hospitalization or type of surgery
	Outcome

	
	
	

	
	
	

	
	
	


	SERIOUS ILLNESS / INJURIES:  Please complete the following for your child.

	Date
	Type of Illness / Injury
	Outcome

	
	
	

	
	
	


	CHILD’S PAST MEDICAL HISTORY:  Does your child have now or has he/she ever had?

	NO
	YES
	ILLNESS
	
	NO
	YES
	ILLNESS
	
	NO
	YES
	ILLNESS

	
	
	Anemia
	
	
	
	Chronic Constipation
	
	
	
	Recurrent Ear Infections

	
	
	Asthma or Wheezing
	
	
	
	Eczema
	
	
	
	Recurrent Throat Infections

	
	
	Bleeding Problems
	
	
	
	Failure to Thrive
	
	
	
	Seizures

	
	
	Chicken Pox
	
	
	
	Hearing Problems
	
	
	
	Vision Problems

	
	
	Congenital Problems

(List under Comments)
	
	
	
	Hepatitis
	
	
	
	Vaccines up to date?

	Female Patients:      Your child’s menstruation began: (age) __________  Last menstrual period: (date) ______________

Pap Smear:  yes/no  Date of last Pap: ____________ Normal Pap:   yes/no


Medications Child is taking:

Medication & dosage______________________________________Prescribed By___________________

Medication & dosage______________________________________Prescribed By___________________

Medication & dosage______________________________________Prescribed By___________________

PHARMACY NAME & PHONE NUMBER

Patients must have ONE pharmacy on file for prescriptions

Pharmacy:_____________________________________ Location:_______________________________

Pharmacy Phone Number: (_______) ___________- _________________

FAMILY HISTORY
	Relation
	Name
	Age
	Significant Illnesses

	Child’s Mother
	
	
	

	Child’s Father
	
	
	

	Sibling
	
	
	

	Sibling
	
	
	

	Sibling
	
	
	

	Sibling
	
	
	


	FAMILY MEDICAL HISTORY:  ( parents, siblings and genetic disorders)

	NO
	YES
	ILLNESS
	RELATION
	
	NO
	YES
	ILLNESS
	RELATION

	
	
	Anemia
	
	
	
	
	HIV Positive
	

	
	
	Anorexia (Poor appetite)
	
	
	
	
	Kidney Disease
	

	
	
	Appendicitis
	
	
	
	
	Liver Disease
	

	
	
	Arthritis
	
	
	
	
	Migraine Headaches
	

	
	
	Asthma
	
	
	
	
	Mononucleosis
	

	
	
	Bleeding Disorders
	
	
	
	
	Psychological Illness
	

	
	
	Cancer
	
	
	
	
	Rheumatic Fever
	

	
	
	Chemical Dependency
	
	
	
	
	Seizures
	

	
	
	Chicken Pox
	
	
	
	
	Suicide Attempt
	

	
	
	Diabetes
	
	
	
	
	Thyroid Problems
	

	
	
	Heart Disease
	
	
	
	
	Tuberculosis
	

	
	
	Hernia
	
	
	
	
	Vaginal Infections
	

	
	
	High Blood Pressure
	
	
	
	
	Venereal Disease
	

	
	
	High Cholesterol
	
	
	
	
	
	


Comments:____________________________________________________________________________________________________

_____________________________________________________________________________________________________________

_____________________________________________________________________________________________________________

Other Providers treating your child (physicians, mental health, therapists etc)
Name:___________________________________________________________ Phone #:_____________________________________

Name:___________________________________________________________ Phone #:_____________________________________

Name:___________________________________________________________ Phone #:_____________________________________

Jupiter Pediatric Associates


            Pahokee Pediatric Associates

6650 W. Indiantown Road #110


    



                         185 S. Barfield Highway

Jupiter, FL  33478









      Pahokee, FL  33476

Phone:  561.575.9876









   Phone:  561.924.5155

Fax:  561.575.2858









       Fax:  561.924.7723
                                                  RECORD RELEASE 
As parent to:

Patient Name:_________________________________      DOB: __________________ 

Patient Name:_________________________________      DOB: __________________ 
Patient Name:_________________________________      DOB: __________________ 
Patient Name:_________________________________      DOB: __________________ 
I am requesting a copy of my childs medical record. Please fax vaccination records immediately.

I authorize Jupiter Pediatric Associates to obtain my child (children's) records from:

_____________________________________________

__________________________________

___________________________________

___________________________________________________       Date:_____________________

printed name

___________________________________________________      Relation:___________________

Signature

X
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