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PATIENT INFORMATION > e

: We are required to collect the

s . fO"OWiI‘Ig information foreach
Dateof Birth: . ... Sex; IM LI F T Other : patient,

Home Address; ---------------------------------------------------------------------------------------------- ; Please CDmplete thiS Section
CHY e State: . .. Zip . before returning the form.

: Thank you.

: Pharmacy:

PARENT ARDIAN TN ATION

Primary Familv Email: ........................................................................................ g Your Preferred Language:
Primary Family Phone: (____ Y. May W Lot this number? Y or N

May we leave a message at this number?

ParentName:..... ... ... ... . Date of Birth: ... :

MobilePhone: () Work Phome: () . . © Your Child’s Race/Ethnicity

+ (select one primary)

May we feave a message al this number? _ May we leave a message at this number? :
: IO American Indian/Alaska Native

Home Address (#fdifferent): ... .o :
QoY e State: ... ZiD o : O Asian

L * O Black/African American

Social Security# DL#: : [ Caucasian/White

ParentName: . Date of Birth: : M Hispanic

Mobile Phone: () . . WorkPhone: (). . . : M Muitiracial

May we leave a message at this number? _ HMay we leave a message at this mumber?. : 8 Unknown

Home Address (/Fdifferenty _...... ..o {OOther

GV e State: ... I . [ Decline to answer

LU

Social Security#: DL#: el
Policy HOlder: e Relationship to Patient;

Patient's Insurance:

Flan Name/Policy #/Address/Insured's name & DOB

Who has custody of the child:

For any restrictions to records access, fegal documentation is REQUIRED!

Please present all insurance cards & photo ID of parent/guardian/caregiver @ each visit.
Thank you for choosing us as your child's healthcare providers. We are committed to your child's health!
All minor patients must be accompanied by an adult, who is responsible for any payment due at the time of service.

I have read the above information and hereby authorize payment directly to Covington Pediatrics. 1 hereby give my consent for
treatment for the above named child and authorize the release of any medical information necessary to process claims for payment.

Name (pring) Signature Relationship to Patient Today's Date

Reviewed and Revised 122116/122717/010819/22621/010522 032323
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FUMNCTIONAL AND INTEGRATIVE MEDICINMNE

Your answers on this form will help your child’s health care provider better understand your child’s medical concems and conditions. If you are
_uncomfor’rab]e with any questions, do not answer it. If you cannot remember specific details, please approximate. Add any notes you think are
important. ALL QUESTIGNS CONTAINED IN THIS QUESTIONNAIRE ARE OPTIONAL AND WILL BE KEPT STRICTLY CONFIDENTIAL.

Patient’s Name: ’ ‘ Date or Birth;_/__/ Date;

Person completing fornt: Relationship;

Did the mother have problems during the prenancy(high blod prere high ug ete)? Ysl___l o |

Did the mother take any medicines, drugs, or smoke clgarettes during pregnancy? Yes ) No [}

If yes, please explain;

Where was the child born? [J Home [ Hospital [] Other:

 Length of pregnancy? Length af labor?

Delivery type? Vaginal [ C-Section [ Days in hospital? NIGU? Yes [J No[J
If in NICU, list reasons why:

Birth Weight: Birth Length:

Problems at or soon after birth; -
Jaundice Yes T No[J  Unknown [
Birth Defects Yes [ No 1 Unknown{J
Breathing Problems Yes (] NoJ Unknown [J
Was the newborn screen (“PKU") done? Yes [0 Ne D) Unknown [

Any problems with the PKU?
Did the mother receive antibiotics during delivery? Yes [ Noid Don'tknow
Did the mother test Group B Strep positive? Yes I Nol] Don'tknow[]

Did the baby receive the Hepatitis B shot in the hospital?  Yes [1 No[J Don't know [J

‘DEVELOPMENTAL HISTORY. @ .

Please list the age at which this child:

Started cooing ) Sat without help Started to say words
Pulted up on fumiture Started to walk

Do you have any concerns about the child’s behavior or development? Yes (1 Mo [J

If yes, please describe:

Whu li\.rs in hg childs home?

‘Nams / Relationship Age Occupation
Name / Relatichship Age Gcoupation
Name / Relationship, Age Occupation
Name / Relationship Age Occupation
Name / Relationship Age Occupation

Does anyone smoke? Inside T Outside [T Nons [0 What kind of water does your child drink? Well T City 7 Bottled (1

School/Day Care Provider;

Do you have any pets? Yes[] No[d if so, what kind?

Are thera guns In the home? Yes 1 No O Are they locked? Yes T3 No 3 Don't know [

PEDIATRIC NEW PATIENT FORM



Are lmmunizations (shots) up fo date? Yes [0 No[J Don't Know [

* Do you have a shot record? Yes[J Na[J

Where have shots been given in the past?

Has the child ever had a high fever, screaming fit, or seizure after shots? Yes (3 No[”] Don't Know [

> Please list any allergles to medicine or food:

73 No allergy to medication, food, latex or iodine

»-Please list any medicine the child takes every day:

Has the child ever stayed in the hospital overnight? Yes (] No(J

if yes, piease explain why:

Has the child ever had any surgerfes? Yes 1 No[]

If yes, piease explain why:

Identlfy any medical problems the child has {example: asthma, ailergles, or ADHD): None [J

Indicate who has had the pmlem: M = mother, F = father, C = child, $ = sister, B = brother,
MGF/MGM = maternal grandfather/grandmother, PGF/PGM = paternal grandfather/grandmother,
MA/MU = maternal aunt/uncie, PA/PU= paternal auntungle

"1 Asthma

Ol Allergies

O] Trouble with anesthesia

[]] Birth defects (such as a hole In the heart, spina bifida, or Down Syndrome, atc.)

{1 Cancer

[ High biood presstire

[J Heart attack under age 50

{1 Diabstes

[ Blood disorders (hemophtliafiree bleeders, sickle cell disease, ste.)

CJADHD / learning problems

] Mental retardation

(1 Gystic fibrosis

[ Tuberculosis (TB)

[1 Stomach disease {crohn’s, ulcerative colitis, cellac disease, elc.)

[_1Thyroid problem

7] Seizures

(1 Rheumatologic disease (lupus; rheumatoid arthritis, ete.)

[ Mental health issues {depression, anxfaty, bipolar,etc.)

{1 Substance abuse {aleohol or drugs)

(1 Babies in the famlly die sarly of SIDS or other problems

(L] Passing cut

(] Sudden unexplained death

1 Other

PEDIATRIC NEW PATIENT FORM



Covington QPodlintises

FUNCTI‘ONAL AND INTEGRATIVE MEDICINE

5211 Highway 278 NE
Covington, GA 30014
Phone:770—787~7444 Fax: 770-787-5050 )
Patient Name: Patients Date of Birth:

Juliana Nahas MD -

PLEASE INITIAL ALL REQUESTED INFORMATION BELOW;

—General Medica) info Lab Reports e X-T8Y/ Radiology Reports

——Mental Heaith (from to ) Alcohol/Drug (from to

HIV (from __to —} ST0's {from 1o )

e Other:

Please provide us with FORMER PROVIDER'S information befow:

Physicians Nama:

Addrgss:

City, State, Zip:

Phone: Fax:

If the requestis to RELEASE T ANOT}JEB PROVIDER please provide the information below:

Physicians Name: _

. Address;

Clty, State, Zip;

Phone: Fax:

This authorization expires orin 6 months, whichever is shorter. Authorization is syb

Jectto revocation at any

time. Once HIPPA information is disclosed to anotherentity the information may be subjected to future use and

disclosure withouyt protection offered by HIPPA,

Checkone:lam the____ Patient {mustbe 18 or olde r} Parentor____ legalguardian with custody (Please

state relationship)

Slgnature; : Date:
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PATIENT HIPAA CONSENT FORM

Lunderstand that | have certain rights to privacy regarding my protected health information. These
rights are given to me under the Health Insurance Portability Accountability Act of 1996 (HBIPAA). |
understand that by signing this consent | authorize you to use and disclose my protected health
information to carry out:

e Treatment (including direct or indirect treatment by other healthcare providers involved in
my treatment)

e Obtaining payment from third-party payers (my insurance company)

e The day-to-day healthcare operations of the practice

i have also been informed of and given the right to review a secure copy of our Notice of Privacy
Practices, which contains a complete description of the uses and disclostres of my protected
health information and my rights under HIPAA.

lunderstand that you reserve the right to change the terms of this notice from time to time and that
I may contact you at any time to obtain the most current copy of the notice.

I understand | have the right to fequest restrictions on how my protected health information is used
and disclosed to carry out treatment, payment, and healthcare operations.

funderstand that | may revoke this consent, in writing, at any time. However, any use or disclosure
that occurred before the date | revoked this consent is not affected.

Print Patient Name: DOB:
Parent
Name: Signature

Relationship to Patient: Date:
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Consent to treat in Parental/Guardian Absence

Parent/Guardian Namse:

Patient Name: Date of birth:

In the event | am unable to accompany the above-named patient to Covington Pediatrics, |
authorize the following person (s) to serve as my representative and bring my child to the office for
treatment (ihcluding tests, procedures and immunizations) as recommended by the treating
provider. | authorize Covington Pediatrics, its providers and staff to provide medical information to
the following person (s) pertinent to my child’s immediate care as if | was personally present. |
understand that each person desighated will be required to provide a photo ID as proof of identity.
This authorization is valid for cne year and must be updated annually.

Name Relationship
Name Relationship
Name Relationship
Name Relationship

In the event we can not reach you in an emergency please list any emergency contacts.

Name/Relationship to patient Phone number

Name/Relationship to patient Phone number

Parent/Guardian Signature Date



COVINGTON PEDIATRICS LLC
FINANCIAL AND BILLING POLICIES

We appreciate your confidence in choosing Covington Pediatrics for your child’s healthcare needs. The following financial
policy is provided to avoid any misunderstanding and provide you with an outline of our expectations. Our providers follow
the American Academy of Pediatrics guidetines in their approach to care. We are committed to providing the best medical
care available.

Covington Pediatrics, LI.C- consent is hereby given for staff and providers to provide diagnostic procedures and to provide
such treatment and care as the treating provider may be necessary or appropriate. | understand that medicine is notan
exact science, and no guarantee has been made as a result of the treatment or care rendered,

Please note the party that brings the child to the office is responsible for the visit’s copay or deductible. We will not he
involved in parental court cases. Co-pays, coinsurance, and/or deductibles ate due atthe time of service, or the visit may
be rescheduled. Whoever brings the child to the appointment will be authorized to receive medical information,
information regarding the visit will be available on the patient portat,

Please note there are over 1000 plans, and itis YOUR' responsibility to become familiar with your plan, If you do not
understand your specific plan coverage, please call your insurance company or HR department at work. The number for
your ptan is listed on your insurance card.

You are expected to know if vaccines, well-checks, labs, and other procedures are covered or might fall inta your
deductible. ltis your responsrblllty to know If your well-checlk is made within the timeframe allowed by your insurance
company. PLEASE REMEMBER we'are' contractuaily obligated by yourinsyranee, company to:collect your ¢o-pay,
deductible; and or co msurance at the tlme of sewrce. Your.cox pay, deduntlble or [le%! |nsurance may be reqwred ateach
follow—_up__msg_t; Madical care not covered by your plan is due in fult at the time of the visit.

Covington Pediatrics will bill your insurance company as a courtesy to our patients. Please remember that your insurance
is a contract between you and the Insurance company, not the doctor. You are responsible for balances after primary
insurance has been paid and payment is due in fult upon receipt of the statement. We participate in most plans, but if we
do accept your insurance, you will be responsible for the charges at the time of your visit. If there are changes to your
policy or a coordination of benefit issues and insurance takes the payment bacl, you will be responsible for the balance.
Batances and/or unpaid claims over 60 will be required to be paid in full or financial arrangements will have to be made
before any further appointments will be scheduled,

wxirk\We do not file Automobile, General kiability, or Homeowners Insurange**#++x

You must report ALL insurance coverage correctly. Failure to do so will resultin Tull patient responsibility as well as
insurance fraud. INVALID insurance information causing the claim to be returned will be subject to a $25.00 refiling fee.
Unless other arrangements are made with our financial department we will refer unpaid hills over 80 days 10 a collection
agency. Unpaid batances that are sent to collections will result in family dismissal from our practice. All accounts sentto
collections will be charged $25.00 or 25% of the balance whichever is higher. If your family is sent to collections a second

time, we wilt NOT accept you back as a patient.



{initials) PAYMENT PLANS: If you are having difficulty paying your balance in full, please
contact our financial department for arrangements. We must have signed payment plan and
you must be paying regularly to keep your account from further action. Missed and declined
payments will be subject to the balance being due in full. We ¢an keep your credit card on file
securely for automatic monthly payments.

(initials) CANCELLATION AND MISSED APPOINTMENTS: Appointments are confirmed
prior to your appointment date, it is YOUR responsibility to make sure we have the correct
contactinformation. If an appointment is cancelled with a 24-hour notice no fee will be charged.
If you cancel within 24 hours or miss an appointment {no-show) a $50.00 fee will be charged.
After 3 missed appointments your family will be dismissed from the practice.

{initials) LATE APPOINTMENTS: Late appointments cause arriving on time appointments
to be late, We ask that you arrive on ime for your appointment, if you are more than 15
minutes late we may ask you to reschedule, Continuous late appointments may resultin a
discharge from the practice,

{initials) PAYMENT RESPONSIBILITY: By signing helow, the adult who signs a miror chitd
into the practice accepts final responsibility for payment. We will send statements to the
guarantor listed on your registration sheet, but time of service payment and final payments
are the responsibility of the accompanying adult. Parents are responsible to communicate with
each other about the treatment plan and payment issues. You will be able to receive a
summary of each visit via the patient portal which may be used for parental communication.

(initials) VACCINE POLICY: We believe in vaccinating children according to the AAP
(American Academy of Pediatrics) and the CDC. We encourage all patients to vaccinate their
children.

FOR EACH VISIT PLEASE BRING:

1. Currentinsurance card
2. Driver's license
3. Co-pay, deductible, co-insurance

We accept cash, Visa, Mastercard, Discover, and American Express. We do NOT accept checks,

By signing below, the responsible party acknowledges that he or she has read and understood
the financial policy of Covington Pediatrics and is bound by the terms and conditions set forth
therein. You also understand that failing 1o sign may result in a discharge from the practice.

Signature of parent or Responsible party (or patient >18 yrs) Date

Patient Name: Date of birth:




TELEHEALTH CONSENT FORM

lunderstand that Anytime Padiatiics offers an opportunity for me to connact via tetemedicine with one of my
child’s providers at Covington Pediatrics LLC. | understand the purpose of this service Is to seek medical
advice and guidance for the care of my child who does not have an emergency condition as outlined in a prior
document, | also understand that at any time if [ feel | cannot wait for a visit or feal fy child's condition has
become an emergency then | will cail 971 and/or seek emergent care.l understand that telemedicine is the
use of video communication and other technologies by a healthcare provider at a remote location to deliver
services to an individual located at a different physical location than the provider. | understand that, unlike a
traditional in-person medicat consultation, the provider at the remote location will not have the ability to use
senses such as touch or smellin assessing my child’s condition. The provider is also unable to use
instruments that aid in making a diagnosis and unable to do any testing.

tunderstand that telemedicine provides benefits including improved access to specialists and an efficient
means of assessment but there are also several unique risks associated with telemedicine, which inciude,
but are not necessarily limited to:

e Interruption or disconnection of the audio/video connection resulting in incomplete or delayed
assessment

* Delayin care resuilting from communication service or equipment failure
¢ Inadequate visual resclution resulting in incomplete assessment

* Incomplete communication of medical history resulting in adverse drug interactions, allergic
reactions, or other adverse results,

In addition to these risks, | understand that the remote provider evaluating my child does not have the
opportunity to meet with my child in person and must rely an information provided by me, my child or the on-
site provider. | understand and acknowledge that the remote provider cannot be responsible for advice,
recommendations, and/or decisions based an incomplete or inaccurate Information provided by me, my
chitd or athers. Just as with a traditional in-person medical consultation, 1 understand that | will be financially
responsible for any charges for my child’s telemedicine visit. lunderstand that my telemedicine visit may not
be covered by my insurance plan.My child and { have had the oppartunity to review this information and
additional information on the website prior to any form of payment being collected. By signing this form, |
indicate that | have chosen to praceed with the telemedicine visit for my child.| understand thal the remote
provider is a provider at Covington Pediatrics LLC. Covington Pediatrics LLC or Anytime Pediatrics will
maintain a record of this telemedicine visit and | may obtain a copy of that record as provided in the Anytime
Pediatrics’ Notice of Privacy Practices.! consent to the healthcare provider | am connectsd with to providing
healthcare services to my child via telemedicine. As long as this consent has not been revoked by me, it
remains in effect. The physiclan may provide healthcare services to my child via telemedicine pursuantto
this consent without the need for me to sign another consent form.

Patient Name; DOB:

Parent/Guardian Signature; Date:




