PATIENT REGISTRATION
PATIENT: The person seeking medical care.

Last Name: First Name: MI:

Street Address: City: State: Zip:

Home Phone: SS# (if known): Sex: M F
Date of Birth: Guardian (if other then parent):

Who is financially responsible for this patient?

FAMILY INFORMATION:

Mom’s Last Name: First Name: MI: _ Date of Birth
Mom’s Address Same as Patient: Y N If no, please fill in below.

Street Address: City: State: Zip:
Home Phone: Work Phone: Cell Phone:

Mom’s SS#: Mom’s Employer:

Dad’s Last Name: First Name: MI: _ Date of Birth
Dad’s Address Same as Patient: Y N If no, please fill in below.

Street Address: City: State: Zip:
Home Phone: Work Phone: Cell Phone:

Dad’s SS#: Dad’s Employer:

Marital Status of Parents: [ ]S,[ 1M, []D. If divorced, who is custodial parent?
Are there any special custody arrangements that we need to be aware of?

PRIMARY INSURANCE: SECONDARY INSURANCE:

The insurance company that will be billed first. The insurance company that will be billed second.
Insurance Company Name: Insurance Company Name:
Phone number: Phone number:
Mailing Address: Mailing Address:
City: State: Zip: City: State: Zip:
Group #: Group #:
ID#: ID#:
Policy Holder name: Policy Holder name:
Emergency Contact Name: Phone: Relationship:

(other than parents)

CONSENT TO TREAT:

I, acting as a guardian to the above named patient, hereby give my consent for the above patient to receive
medical evaluation and treatment by the provider’s at Step by Step Pediatrics.

Signature: Printed Name:

REORDER #06-15492



Step by Step Pediatrics

HEALTH HISTORY
NAME
SEX RACE SOCIAL SECURITY NUMBER DATE OF BIRTH
[1 MALE [ ] FEMALE
Please list all people in the household:
NAME DATE OF BIRTH OCCUPATION EDUCATION

Father
Mother
Other
Other
Other
Other
Have there been any recent major changes or stresses in the child’s life? CJYEs [INO
If YES, Explain
Does child go to a baby sitter, preschool or day care regularly? CJYEs [INO
BIRTH HISTORY:
Birth Weight Length Place
During the pregnancy did the mother see a doctor regularly? [1YES [INO
During pregnancy did the mother: (If YES, Explain) Explanation
Have any medical problems? [1YES [INO

Smoke or drink? O YEs [INO

Use any medications? [Oyes [INO

Use alcohol or other drugs? [J YES O No

Have problems with labor/delivery? [1YES [INO
How long did the baby stay in the hospital after birth?
PAST MEDICAL HISTORY:
Is the child’s general health: [JGcooDp [JFAIR []POOR Explanation
Does the child have any allergies? OYes [INO
Is the child taking any medications? [1YES [INO

Please list any hospitalizations, operations, serious illnesses or accidents with dates:

Date:

Date:




Has the child ever had any problems with the following. If YES, please explain.

Eyes/Vision

Feet

Digestion/Nutrition

Ears/Hearing

Urine/Kidneys

Joints
Skin
Lungs
Teeth
Heart

Seizures

Repeated Infections

FAMILY HISTORY

Have any of the child’s brothers or sisters died?

If YES, give age and cause

[1YES
] YES
] YES
[1YES
] YES
] YES
] YES
] YES
] YES
] YES
] YES
] YES

[1YES

O No

LINO

LINO

O No

LINO

LINO

LINO

LINO

LINO

LINO

LINO

LINO

LINO

Have any of the child’s blood relatives had the following diseases? If YES, please list family member.

Heart Disease

Tuberculosis

High Blood Pressure

Kidney Disease
Allergies/Asthma

Cancer

Diabetes

Mental/Emotional Problems

Sickle

Cell

Seizures

DEVELOPMENT

Do you have any concerns about the following? If YES, please explain.

Development

Behavior

Eating Habits

Sleeping Habits

School Experience

Bathroom/Toilet Habits

Discipline

Other (explain)

IMMUNIZATIONS

Up to date?
Reviewed By:

[ YES

O No

] YES
[1YES
[1YES
] YES
[1YES
[1YES
] YES
[1YES
[1YES
] YES

] YES
[1YES
] YES
] YES
[1YES
] YES
] YES
[1YES

LINO

O No

O No

LINO

O No

O No

LINO

O No

O No

LINO

LINO

O No

LINO

LINO

O No

LINO

LINO

O No

Date:
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Patient Consent for Use and Disclosure
of Protected Health Information

As parent/guardian of , | understaraswatof my childOsealthcare,
Step by Step Pediatrics originates and maintains health records. These records describe history,
symptoms, examination and test results, diagnoses, treatment, and any plans for future care or treatin

| have been provided with a Notice of Infieation Pacticesthatdescribesisesand disclosures of my
childO#rotectedHealthinformation (medical record). | understand that | havetheright to reviewthe
notice prior to signing this consent.

With my consent, Step by Step Pediatrics may call (including leaving voice mail messages), mail, or e-
mail my home regarding items that assist the practice in carrying out treatment, payment, and health care
operations, such as appoimm remnders, laboratory results, and insurance stem

| understand that Step by SteplRgricshastheright to changat notice and practicesand,prior to
implementation, will mail a copy of any revised notice to the address that | have provided.

| understandhat| havetheright to requestestrictionsasto how my childO$ealthinformationmaybe
used or disclosed to carry out treat) paynent,or health care operatisandthat Stepby Step
Pediatricds notrequiredto agee to the restrictiongquested. | understatithtl may revokethis
consent in writing, except to the extentthat Stepby StepPediatrcs has already taken action. If | donot
sign this consent or revoke it, Step by Step Padsanhay decline to provide treatment to my child.

| fully understand and | consent to Step by Step PediatricsO use and disclosafemy childOs Botected
HealthInformationto carryouttreatrment, payment, and healthcare operations.

Parent/Guardian Date



Authori zation for the Useor Disclosure of Health Information

Patient name: Date of birth:

I request release of my child’s health information

From: Office Name:
Doctor’s Name:

Address:

Phone#:
Fax#:

To:  Step by Step Pediatrics
4633 E. Chandler Blvd, Ste. 100
Phoenix, AZ 85048
Phone (480) 776-0440
Fax  (480) 776-0444

The health information to be used/ disclosedincludes: (check all that apply)

! All health information including but not limited to AIDS/HIV and other

communicable disease information, behavioral health care/ psychiatric care, alcohol and
or drug abuse treatment, if any, unless specifically accepted:

Health information relating to the following condition:

! Health information for the date(s):

Immunization record

This authorization ends (check only one)

on this date

6 months from the date of authorization (this is default if no box checked)

I understand I do not have to sign this authorization in order to get health care benefits. I
understand that I may revoke this authorization in writing at any time except to the extent
that Step by Step Pediatrics has acted in reliance upon this authorization. Once the office
discloses health information the person or organization that receives it may re-disclose it

as privacy laws may no longer protect it.

Signature of parent/legal guardian Date:

Relationship to Patient




