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Patient Registration-Pediatric
St Patlent. ) |

- | ParenUResponsible Party- If different |
2 E ey miatd Patient Relstiohahip [ | Paret [ |Guardian '

i.egal Last Name

Legal First Name, Middle
Nick Name R
SSN i i

Date of Birth
Sex Omaie [ Fomale
Child Lives With (I Mother [ Father [ Gm.ndpa;enl O Guardian
L. o Mother/ Guardian

Date of Birth
Address
Apt/Bldg/Suite #
City, State, Zip

Home Phone
Work Phone
Mobile Phone
Email Address

Employer Name

Address T P S S S o - ¥ o - b it Y . iy = =Ty =
City, State, Zip

’ : 1

Emergency Contact (Other than ParentiGaardian) | paason for visit
Name
Address
Home Phone Who referred you?
Work Phaone Permission to leave voice mail @ primary phone number?
Mobile Phone U Yes DI No
Primary Insurance ‘Secondary, Insurance

Insurance Company
Primary Policyholder Name
Primary Policyholder DOB
Primary Policyholder Sex | O Mate [ Female

) If none, do you need help finding a
Primary Care Physician Primary Care Physician? 3 Yes {1 No

Person responsible for payment of bill: 1 Mother [ Father [ Guardian or Other S

Authorization, Assignment of Benefits, and Referral Medical Release

| hereby authorize the release of medical information including complele medical records, test results, and billing information to my insurance company,
and to other medical professionals and medicat care institutions that | may be referred to for treatmeant. | understand that this informalion will be used to
review, investigate, or make payment of a claim, and to review records for quality improvement initiatives. audit compliance, utitization management, and
complaint resoiution. | authorize payment directly to Carolinas Physictans Network for alt medical or surgical benefils otherwise payabie to me under terms
of my insurance. [ understand that | am tinancially responsible for ali co-payments, co-insurance, deductibles, and non-covered services. A photocopy of
this authorization shall be considered as effective and as valld as the original.

Signed: Date:

CHS-021A (3108}




EMERGENCY CONTACT: (Other than Mother or Father)

Name (Last, First, Middle)

Relationship

Home Phone Number Work Phone Number Cell Phone Number

AUTHORIZATION, ASSIGNMENT OF BENEFITS, AND REFERRAL MEDICAL RELEASE:

[ hereby authorize the release of medical information including complete medical records, test results, and
billing information to my insurance company, and to other medical professionals and medical care institutions
that I may be referred to for treatment. [ understand that this information will be used to review, investigate, or
make payment of a claim, and to review records for quality improvement initiatives, audit compliance,
utilization management, and compliant resolution. I authorize payment directly to Carolinas Physicians
Network for all medical or surgical benefits otherwise payable to me under terms of my insurance. I understand
that [ am financially responsible for all co-payments, co-insurance, deductibles, and non-covered services. A
photocopy of this authorization shall be considered as effective and as valid as the original.

Date / /

Signed:

Office UseOnly:




@

South Charlotte Primary Care

Carolinas HealthCare System

Pediatric History

Chart #
Patient’s Full Name: Patient’s Date of Birth:
EA Y HIST:
Mother’s Full Name: Date of Birth:
Occupation: Phone #: { )
Cell #: ( )
Father’s Full Name: Date of Birth:
Qccupation: ___ Phone #: ( )]
Cell #: ( )
Parent(s) marital status: U Single J Married (3 Separated { Divorced U widowed
Your relationship to patient: [ Mother L Father Q stepmother U Stepfather O Grandparent 0 Other
Patient’s Siblings:
Name: Date of Birth: Name: Date of Birth:
Name: Date of Birth: Name: Date of Birth:
Name: Date of Birth: Name: Date of Birth:

Type of Water: (O City water T Well water
Are there smoker’s in the patient's household: I NO 0 YES wha: Does patient attend daycare: LINO 3 vEs

BIRTH HISTORY

Mother’s age at delivery: Patient’s Birth Weight: Patient’s Birth Length:

Type of Delivery: [ Vaginal O C-section  Patient born: (J # Weeks early D Ontime O # Weeks late

Did patient have any problems:

Type of infant feeding: U Breast (1 Formula

L DICAL T
Please indicate which of the patient’s family members has the following conditions:

MEDICAL CONDITION RELATIONSHIP MEDICAL CONDITION RELATIONSHIP

O Diabetes 8 Obesity

Q Convulsions Q) Migraine Headaches

LJ High Blood Pressure W High Cholesterol

J Allergies . _— O Tuberculosis —
O Heart Disease /Stroke Before Age of 60 QO Asthma

& Cancer 0 Alcoholism/Drug Abuse

SCP-916 (6/08)



EATIENT HISTORY

¢ Hasthe patient ever had any serious or chronic illness? (e.g.: Asthma, Allergies, Diabetes, Seizures) Ono Ovyes
if so, what and when?
*  Has the patient had any operations or hospitalizations? ONo O Yes
If 50, what and when?
¢ Is the patient allergic to any medications, foods, insects, etc? ONo D es
if s0, what?
* Do you have questions ur concerns regarding the patient’s development? OnNe O ves
If 50, what?
* Doyou have any questions or concerns regarding the patient’s behavior? ONo  Qves
If s0, what?
ONo Oves

* Do you have any questions or concerns regarding the patient’s school performance?

If 50, what?

Date:

Parent’s Signature:






