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NEW PATIENT QUESTIONNAIRE

Patient Name: Date of Birth: Sex: M F
Address:
Home Phone: Cell Phone: Other Phone:

Email Address:

How did you hear about our practice?

Parent #1 Name (mother / father): Date of Birth:

Parent #2 Name (mother / father): Date of Birth:

Emergency Contact (other than parent):

Relationship to Child: Phone:

Primary Insurance

Name of Insurance Co: Policy/ID#: Group#:

Insurance Mailing address:

Subscriber Name Date of Birth: Relationship to patient:

SS#: Employer: Effective date:

Secondary Insurance

Name of Insurance Co: Policy/ID#: Group#:

Insurance Mailing address:

Subscriber Name Date of Birth: Relationship to patient:

SS#: Employer: Effective date:

| understand that, even though | may have some type of insurance and authorize this office to submit charges on behalf of
my child, | am also responsible for payment. | hereby assign the doctor, all payments for medical services rendered on my
dependent. | am aware that copayment is required at each visit, and if there is no insurance coverage, payment in full
is required for services provided unless prior payment arrangements have been discussed. | will also be responsible for

all collection fees, should my account be assigned to a collection agency.

Signature: Date:




Patient Name: DOB

Parent #1 Name (mother / father): Age:
Occupation: Highest Level of Education Completed:

Parent #2 Name (mother / father): Age:
Occupation: Highest Level of Education Completed:

Parents’ Marital Status: married single divorced separated widowed re-married significant other
Who lives in the home with this child? Number of adults: Number of children:

How long has child been in your care?

Emergency Contact Name/Telephone Number:

Please list the names and birthdates of patient’s siblings: (please circle to indicate if sibling is a brother or sister)

(Brother / Sister) Name: Date of Birth: Health Status:
(Brother / Sister) Name: Date of Birth: Health Status:
(Brother / Sister) Name: Date of Birth: Health Status:
(Brother / Sister) Name: Date of Birth: Health Status:
Pets: Yes / No Type and #: Type of Home: Apartment Trailer-Home House
Smokers in Household? Yes/ No Who? Water Source: City Well Bottled County

What children’s health reference books do you have in your personal library?

Is your child up-to-date on immunizations?

MEDICAL HISTORY

Pregnancy History Y N Pregnancy History Y N
Medications (Please List) Smoking

Street Drugs (Please List) Vaginal Infection

Alcohol Urine Infection

Other Problems (Please List)

Birth History Comments

How long was the pregnancy (in weeks)?

Where was the baby born?

What was the baby’s birth weight / length?

How long did the baby stay at the hospital?

Was the delivery vaginal or by c-section?

Did the baby have any problems?

Patient’s Medical History Y |N Er?(;]vc Dates & Comments

Has your child ever been hospitalized overnight?

Has your child had surgery? (example: circumcision)

Does your child have any allergies? To what?

Does your child get regular dental care? Dentist’s name:

Is your child on any medications? Please list.

Has your child gone to an ER this past year?

Has your child ever had any of the following:

Ear Infections

More than 2 strep throats

Pneumonia
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Patient Name:

DOB

Heart problems

Chickenpox

Any major iliness

Reaction to any immunizations or medications

Urinary tract infection

Wheezing

Family History: Please check if blood relatives have the following diseases/conditions or are taking any meds.

Maternal =
mom’s side

Paternal =
dad'’s side*

Alive & Well
Deceased
Asthma
Cancer/ TYPE
Cystic Fibrosis
Thyroid
Problems

High
Cholesterol
Diabetes

(Type 1 or 2)

Heart attack/

bypass

Kidney/Urine

Infection
Allergies

High Blood
Pressure

Anemia/ Sickle
ADHD/ Learning

Cell
Problems
Seizures
Emotional
Problems

Born w/ Heart

Problems

Mom

Dad

Brother(s)

Sister(s)

Maternal*
Grandmother

Maternal
Grandfather

Paternal*
Grandmother

Paternal
Grandfather

School / Daycare Behavior History

Don’t
know

Dates & Comments

Child’s school or daycare & Grade:

Does child attend special classes or receive special help?

Does your child have problems with:

Frequent nightmares

Difficult to control / behavior problems / fighting a lot

Trouble making friends

Bedwetting or stooling problems

Vision / Hearing

Appetite

Name of child’s previous doctor:

Phone #:

Address:

Are there any specific issues you would like to discuss with the doctor?

By signing below, | affirm that | am the parent/legal guardian of the patient and all info above is true to my knowledge:

Signature: Date:

Physician Signature:
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Consent to Treat

I (or my legal guardian or parent) hereby authorize the physicians of Schoolhouse
Pediatrics to provide medical care reasonable by today’s standards.

Patient Name (please print):

Date of Birth:

Signature of Patient/Legal Guardian:

Date:

Assighment of Benefits

I hereby assign to Schoolhouse Pediatrics any insurance or other third-party
benefits available for health care services provided to me. | understand that
Schoolthouse Pediatrics has the right to refuse or accept assignment of such
benefits. If these benefits are not assigned to Schoolhouse Pediatrics, | agree
to forward Schoolhouse Pediatrics all health insurance and other third-party
payments that ! receive for services rendered to me immediately upon receipt.

Signature of Patient/Legal Guardian:

Date:
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Consent Form
Consent to the Use and Disclosure of Health Information
for Treatment, Payment, or Healthcare Operations

| understand that as part of my healthcare, this organization originates and maintains health records
describing my health history, symptoms, examination and test results, diagnoses, treatment, and any
plans for future care or treatment. | understand that this information serves as:

s a basis for planning my care and treatment

» a means of communication among the many health professionals who contribute to my care
« a source of information for applying my diagnosis and surgical information to my bill
e a means by which a third-party payer can verify that services billed were actually provided

» and a tool for routine healthcare operations such as assessing quality and reviewing the
competence of healthcare professionals

| understand and have been provided with a Notice of Privacy Practices that provides a more
complete description of information uses and disclosures. | understand that | have the right to review
the notice prior to signing this consent. I understand that the organization reserves the right to change
their notice and practices and prior to implementation will mail a copy of any revised notice to the
address 1’ve provided. | understand that | have the right to object to the use of my health information
for directory purposes. | understand that | have the right to request restrictions as to how my health
information may be used or disclosed to carry out treatment, payment, or healthcare operations and
that the organization is not required to agree to the restrictions requested. | understand that | may
revoke this consent in writing, except to the extent that the organization has already take action in

reliance thereon.

f request the following restrictions to the use or disclosure of my health information:

Accepted Denied

Signature: X

Date:

Signature of Patient or Legal Representative Witness

Notice Effective Date or Version
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PRACTICE POLICIES

Our office is open Monday-Friday, 8:30 a.m. - 5:00 p.m. and Saturday from 9 a.m. - noon for urgent care visits by
appointment only. We are closed for lunch 12:00 p.m. until 1:30 p.m.

Appointment Scheduling & No-Show Policy

We will try our best to schedule your appointment at the most convenient time possible. As a courtesy, we attempt to
contact every patient to remind them of their appointment; however, it is the responsibility of the patient to arrive for
their appointment on time. Cancellations must be received 24 hours in advance. A failure to present at the time of a
scheduled appointment will be recorded in our appointment scheduler as a “no-show.” The first time there is a “no-
show,” the patient will be sent a letter alerting them to the fact that they have failed to show up for an appointment
and did not cancel the appointment. If there is a second “no-show” within six months, a fee of $50.00 will be billed to
the patient, not the insurance company. This fee is required to be paid prior to scheduling the patient’s next
appointment. Three “no-shows” in 1 year result in the termination from our practice.

Nurse Practitioners

Our practice does employ certified Nurse Practitioners who undergo rigorous national certification, periodic peer
review, clinical outcome evaluations, and adhere to a code for ethical practices. Additionally, they promote quality
health care and improve clinical outcomes. Nurse practitioners, in collaboration with health care providers, provide a
full range of primary, acute, and specialty health care services including: ordering, performing, and interpreting
diagnostic tests such as lab work and x-rays, diagnosing and treating acute and chronic conditions, prescribing
medications and other treatments, counseling, managing patients’ overall care, and educating parents and patients on
disease prevention and positive health and lifestyle choices. Patients may be booked with our nurse practitioner,
especially for same day acute visits, in order to provide our patients with rapid diagnosis and treatment. Parents do
have the right to request an appointment with a doctor; however, the appointment availability may require a 24 hour
wait.

Copays & Collections

Copays, coinsurances, and deductibles are due at the time of service. Payment is required for past-due balances prior
to your next visit. You may be asked to reschedule your appointment if you are unable to make payment. We accept
cash, checks, and credit/debit cards. There is a $30 fee for returned checks. Accounts that are unpaid after 90 days
are turned over to a collections agency. An additional $30 fee is added to account balances once they are turned to
collections.

Referrals

A referral from your provider may be made to an outside specialist. Most referral requests must be approved by your
primary care provider, and may require a scheduled office visit. If your insurance does not require an authorization for
your referral, you should contact the specialty office directly for your appointment. If your insurance does require
approval, we will coordinate the referral for you within 48 business hours. Please be aware that once our office
submits a referral, it may take up to 72 hours for insurance approval.

HIPAA

The federal government requires us to share our Privacy Notice, which is posted at the front desk and throughout our
practice. Please review the Privacy Notice, which explains policy on sharing patient information for treatment and
billing issues.

Laboratory Services

Labs that we do not perform in the clinic are sent to CPL Laboratory. Therefore, if your insurance does not pay the
full amount, you may receive a bill from CPL/Quest/Seton Laboratory. If you have a question regarding your bill,
please call the number listed on your bill. Please communicate with your provider if you have any questions about
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your lab tests. Laboratory and all other test results may take up to one week. Your provider will contact you by
telephone or by mail with your results once you receive them.

Termination From Our Practice
Our office values its patient relationships and wants to protect our patients’ rights. We will only terminate patient
relationships with cause and after careful consideration. Reasons for termination include: repeatedly not showing for

scheduled appointments; not complying with recommended medical care; being hostile or abusive to staff; or not
paying bills in a timely manner.

I have reviewed and agree to the above policies.

Parent Signature Date

Patient Name DOB



FINANCIAL ARRANGEMENTS AND MEDICAL INSURANCE

We are committed to providing your children with the best possible medical care. If you have medical insurance, we
are eager to help you receive your maximum allowable benefits. Our office has available a list of current contracted
insurance providers. We file insurance only with those companies with which we have a contracted agreement. The
following is information we hope will help you understand our insurance and office policies.

Fee for Service: Our office has a “fee for service” policy. This means that if you are a self-pay account (either no
insurance or insurance that we do not file), payment is due in full at the time of service. There is a 20% discount
programmed into these self-pay fees to offer the greatest amount of assistance possible. If we file to your insurance,
any deductible amounts or co-pays are due at the time of service as well.

After-Hours Telephone Calls: For your convenience, a medical provider is available to answer after hours telephone

calls. Unfortunately, most insurance companies will not pay for this service. The charge is $30.00 (subject to change)
and will be billed directly to you, not to your insurance company. We will provide you with a receipt if you would
like to pursue reimbursement with your insurance plan.

Week-end Hours: Our office is open on Saturday for urgent care to help our families avoid an emergency room visit.
An additional charge applies for these after-hours services. The fee is $20. We will file these charges with your
insurance plan; however, it may be “non-covered” which means you will be responsible for payment.

Health Forms: These requests are best managed at the time of your child’s well check. Our staff may complete forms
at other times as long as your child has had a well child examination within the previous year. There is no charge for
this service at the time of the well check; however, a charge of $5.00 will apply at any other time for the first five
pages. Each additional page will cost $.50.

ADD/ADHD Medication Refills: Schoolhouse Pediatrics is happy to refill ADD & ADHD medications over the
phone under the conditions that: a) the child has had their annual blood work and b) that they are up-to-date with

the ADD/ADHD evaluation required every six months. There is a $5.00 fee associated with picking up the
prescription outside of an appointment. If the medication is refilled during a consult or evaluation, there is no charge
to the patient.

Covered Benefits: Not all procedures or supplies ordered by the doctor may be considered a covered benefit. Some
policies do not cover well child visits or immunizations. Also, some insurance companies arbitrarily select certain

services they will not cover. In accordance with our “fee for service” policy, this means that any charges for services
not covered by your insurance company are due at the time of service or billed after your insurance denies coverage.

Financial Arrangements: We realize that temporary financial problems may affect the timely payment of your
account. If such problems arise, we encourage you to contact our billing department for assistance in the
management of your account. You must contact our billing office before the appointment is scheduled to arrange a
budget agreement. They may be contacted at (512) 600-0748.

Account Guarantor: In divorce situations, it is the policy of our office that the parent who brings the child in for the

visits is the guarantor of the account (the parent responsible for payment of the account). We are unable to negotiate
settlement of your medical bills between you and your ex-spouse.

If you have any questions, we will be happy to assist you.

SIGNATURE: Date:

Printed Name:
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TRANSFER IN

Authorization for Release and Disclosure of Protected Health Information

Indicate name of physician, hospital, medical center or lab that you are requesting records from:

To: Fhone #: Fax #:

Address: City/State/Zip:

I am requesting that the medical information for patient names {listed below} be transferred to:

Dr. Elizabeth Reidy
Schoolhouse Pediatrics
4201 Bee Caves Road, Suite C-100
Austin, TX 78746

Please release the following information:

Problem List Lab Reports immunization Record
Progress Notes Medications Specialist Reports
History & Physical Exam X-Ray Reports Other (Specify)

This information is necessary for the foilowing purpose:

Continued Patient Care Personal Use Attorney / Legal
Insurance Other (Specify)

Patients to be established:

Name: Date of Birth:
Name: Date of Birth:
Name; Date pf Birth:
Name: Date of Birth: _

| understand that the information in my child’s 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 alcohe! and drug abuse, /

authorize these records to be faxed to 512 327 1156.

Signed: : Relationship: Date:
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Why do we continue to discuss vaccines?
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WELCOME TO THE PATIENT PORTAL

The doctors and staff at Schoolhouse Pediatrics wish to welcome you to the Patient Portal! The Patient Portal
will provide a secure method of communication between the office and the patient. It is a non-critical means
of communication and can also be used to access your child’s medical record.

Do not use the portal to communicate emergency information!
Call 911, go to the emergency room, or call the office immediately.
Schoolhouse Pediatrics will provide you with a username and a temporary password. Once you access the

Patient Portal, you will be asked to select a new password. Do not worry, if you forget it, you can call the office
and have them reset your password.

Once our staff has created your login, you will receive an email from the Patient Portal (portal@sevocity.com)
with an access link. Save this link to your Favorites list so you can access the portal later.

If you wish to send a message to the office without calling, you can send a message via the Patient Portal
confirming appointments, requesting non-urgent prescription refills, and updating your demographic or
insurance information. The Patient Portal can also be used to access immunization records, medication lists,
and information from your most recent visit to Schoolhouse Pediatrics!

Our staff may send you messages as well regarding normal lab results and information about your prescription
requests and the possible need to schedule an appointment.

Keep in mind that the portal is NOT for emergencies or urgent needs! It is meant for non-critical
communications only. Our office staff will respond to Patient Portal messages during normal business hours.
Please contact our on-call doctor if you have medical concerns while our office is closed.

I have reviewed and agree to the above policies for Schoolhouse Pediatrics’ Patient Portal. | agree to the usage

of the Patient Portal to enhance the communication process between Schoolhouse Pediatrics and myself.

Further, | understand the Patient Portal is certified HIPAA Security compliant.

Parent/Patient Signature Date
Relationship to Patient Email Address
Patient Name DOB

Patient Portal Consent Form



