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Today's Date:

Name of Patient: Patient’s Date of Birth

Is your child a new patient? Yes No...if so, is this a new problem? No Yes

REASON FOR VISIT:

PAST MEDICAL HISTORY: None Yes...if so, please list child’s prior and current illnesses and injuries.

PAST SURGERIES OR HOSPITALIZATIONS: None Yes...if so, please provide procedures and dates performed.

CURRENT MEDICATIONS:  None Yes...if so, please list:

Name of Pharmacy you use: Phone Number:

ALLERGIES to Medications, Foods, Latex, Other: No Yes...if so, please list

FAMILY HiSTORY (age and health status) Parents:

Siblings:
REVIEW OF SYSTEMS (Please indicate if your child has a health problem in any of the following areas)
No Yes System Circle Conditions (if present) or Fill in for Other Conditions
|| || Eyes (Glaucoma, Glasses)
| | Ears/Nose/Throat (Deafness, Otitis, Sinusitis)
| | | | Heart (Murmur, Valve Defect)
: : Lungs (Asthma, Bronchitis, Tuberculosis)
: : Abdomen (Hepatitis, Colitis)
: : Kidneys/Bladder (Reflux, Incontinence, Infections)
: : Muscles/Bones (Fractures, Joint Problems)
[ ] [ ] Skin (Rashes, Eczema, Unusual Birth Marks)
] [ ] Neurologic (Seizures, Headaches, Delay, Cerebral Palsy)
| | Psychologic (ADHD, Depression, Anxiety)
| | Endocrine (Diabetes, Thyroid Disease, Obesity)
| | Hematologic (Anemia, Sickle Cell, Leukemia, Lymphoma)
| | Infectious/Inflammatory  (HIV, Recurrent Infections)

BIRTH HISTORY
Born On Time? Yes No...if so, at how many weeks gestation was patient born? weeks
What was the birth weight? Pounds Ounces
Was patient born via C-Section?  No Yes...if so, why?
Did baby present in the Breech position? No Yes

Were there any complications with the pregnancy/delivery?  No Yes...if so, why?

DEVELOPMENTAL HISTORY

Age when first: Sat independently [Girls: Age at first menstruation?
Crawled What grade is your child in?
Walked Hand your child writes with?  Right Left
Talked - Involved in sports? No  VYes...if so, please list:
Most recent Height [ feet inches] and Weight [ pounds] of your child.
Does your child smoke? __No ___Yes

Additional Comments:

The past medical history and review of systems was reviewed by:
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Please complete the following information regarding the patient and return it to Check-In

Guarantor Name: Guarantor Date of Birth:

Mailing Address: City, State and Zip:

Phone Number: Relationship to patient:

Email: Social Security #:

Who has legal custody of this patient? __ same as guarantor (if other, please fill out below)
Name: Date of Birth:

Relationship to patient: Contact Number:

Authorization of Protected Health Information (PHI)

This form is used to authorize Pediatric Orthopedics of Southwest Florida to disclose protected health
information to the person(s) designated below. This will also allow these individuals to bring your child for
follow up appointments.

Name: Date of Birth:
Relationship to patient: Contact Number:
Name: Date of Birth:
Relationship to patient: Contact Number:

Privacy Practices Acknowledgement

I acknowledge receiving the privacy practices notice and have been given the opportunity to review it.

Child Name: Child Date of Birth:

Parent Signature: Date:
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Notice of Privacy Practices

If you have any questions about this Notice, please contact our Privacy Officer*. This notice of Privacy Practices describes how we may use and
disclose your protected health information to carry out treatment, payment or healthcare operations and for other purposes that are permitted
and required by law. It also describes your rights to access and control your protected health information. Protected health information is
information about you, including demographic information, that may identify you and that relates to your past, present or future physical or
mental health or condition, and related health care services.

We are required to abide by the terms of this Notice of Privacy Practices. We may change the terms of our notice at any time. The new notice will
be effective for all protected health information that we maintain at that time. We will provide you with any revised Notice of Privacy Practices on
our website, send a revised copy to you in the mail or provide you with a copy at our next appointment.

Uses and Disclosures of Protected Health Information

Your protected health information may be used and disclosed by your physician, our office staff and others outside of our office that are involved in
your care and treatment for the purpose of providing health care services to you. Your protected health information may also be used and
disclosed to pay your health care bills and to support the operation of the physician’s practice.

Treatment: We will use and disclose your protected health information to provide, coordinate or manage your health care and any related services.
In addition, we may disclose your protected health information from time-to-time to another physician or health care provider who, at the request
of your physician, becomes involved in your care by helping with your health care diagnosis or treatment to your physician.

Payment: Your protected health information will be used, as needed, to obtain payment for your health care services.
Healthcare Operations: We may use or disclose, as needed, your protected health information to support the business activities of your physician’s

practice. We will share your protected health information with third party “business associates” that perform various activities (e.g. billing,
transcription services) for the practice.

Your Rights

You have the right to inspect and copy your protected health information. This means you may inspect and obtain a copy of your protected health
information about you that is contained in a designated record set for as long as we maintain the protected health information. A “designated
record set” contains medical and billing records and any other records that your physician and the practice use for making decisions about you.

You have the right to request a restriction on your protected health information. You may also request that any part of your protected health
information not be disclosed to family members or friends who may be involved in your care or for notification purposes as described in this Notice
of Privacy Practices. Your physician is not required to agree to a restriction that you may request. If your physician believes it is in your best interest
to permit use and disclosure of your protected health information, your protected health information will not be restricted.

You have the right to request to receive confidential communications from us by alternative means or at an alternative location.

You may have the right to have your physician amend your protected health information. In certain cases, we may deny your request for an
amendment. If we deny your request for an amendment, you have the right to file a statement of disagreement with us and we may prepare a
rebuttal to your statement and will provide you with a copy of such a rebuttal.

You have the right to receive an account of certain disclosures we have made, if any, of your protected health information.

You have the right to obtain a paper copy of this notice from us upon request.

Questions or Concerns about our Privacy Practices

You may contact our Privacy Officer at 239-432-5100 for further information about the complaint process, Federal Statute prohibits all medical care
providers from taking any retaliatory action against you if you file a complaint about privacy practices.

15821 Hollyfern Court e Fort Myers, FL 33908 3361 Pine Ridge Road e Suite 202, Naples, FL 34109 5115 US Highway 27N, 100, Sebring, FL 33870
Phone 239-432-5100 e Fax 239-432-5135 e www.PedsOrtho.net
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