HEART OF TEXAS PEDIATRICS

William Nesmith, M.D.

Stephen Chakmakjian, M.D.

Catherine Conner, M.D.

Joslyn Horn, C.P.N.P.

Nicole Sage, C.P.N.P.


I, ________________________________, authorize Heart of Texas Pediatrics to release medical 
information about my child, __________________________________,

to the following people:

1. Name____________________________   Relationship to Child: _____________________

      Phone #__________________________ 
2. Name____________________________    Relationship to Child: _____________________

      Phone #__________________________
3. Name____________________________    Relationship to Child: _____________________

      Phone #__________________________
4. Name____________________________    Relationship to Child: _____________________

      Phone #___________________________

5. Name____________________________    Relationship to Child: _____________________

      Phone #___________________________

I understand that Heart of Texas Pediatrics will ONLY release information to the people listed above and I am authorizing only those listed to schedule appointments for my child and to bring them to scheduled appointments. I am also authorizing for Heart of Texas Pediatrics to call the phone numbers listed above and leave a message on voicemail or to give information to persons in reference to my child’s care at this clinic in case of emergency if primary guarantors are not able to be reached.
___________________________________


______________________

Parent/Guardian Signature





Today’s Date
Heart of Texas Pediatrics

601 West Highway 6, Suite 102 
Waco, Texas 76710 (254)399-8364
PATIENT REGISTRATION FORM

Patient Information
	First Name:                 Middle Name:                 Last Name:                    Nickname:                          

	Date of Birth:              Patient SSN#:                 Male/Female:                


Primary Guardian/Parent (required)
	First Name:           M.I.         Last Name:                    DOB:               Relationship to Patient:           

	Primary Phone #:                 SSN#:                 Alternate Phone#:                 Work Phone #:

	Mailing Address:                                          City:                       State:             Zip:

	Street Address (if different mailing address):          City:                       State:             Zip:


 Guardian/Parent 
	First Name:           M.I.         Last Name:                    DOB:               Relationship to Patient:           

	Primary Phone #:                SSN#:                Alternate Phone #:                  Work Phone #:

	Mailing Address:(if different than primary guarantor)     City:                  State:                   Zip:


Insurance /Policy Holder Information
	Primary Insurance Company:      Group #:        Policy/Subscriber ID#:     Copay:    Effective Date:      

	Policy Holder Name:                    Information listed below needed if different than guardian:   
                                               DOB:                 SSN#                              Phone #                     

	Secondary Insurance Company:   Group #:         Policy/Subscriber ID#:    Copay:     Effective Date:             

	Policy Holder Name:                    Information listed below needed if different than guardian:   

                                               DOB:                 SSN#                              Phone #                     


	I authorize the release of any medical information necessary to process insurance claims and the release of information back to my physician. I also authorize payment of medical benefits to Heart of Texas Pediatrics for services rendered. In the event that my medical insurance does not pay for the services rendered, I agree to pay Heart of Texas Pediatrics the usual and customary fees for these services. By providing my signature below, I am also agreeing to be the contracted primary guarantor of this patient’s account.
Guarantor Signature:___________________ Printed Name:_________________ Date:_________


Heart of Texas Pediatrics

Patient Name:_______________________________       Date of Birth:________________
Pediatric History Questionnaire

	Family Member
	Name
	Birth Date
	Healthy?

	Father
	
	
	

	Mother
	
	
	

	Brothers or Sisters
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Others living in household____________________________________________________________________
Are natural parents living together?________ If not, please explain(married, divorced, widow): _____________
__________________________________________________________________________________________
Growth and Development
Was pregnancy normal or difficult?  If difficult, please explain:________________________________________
Birth Weight: _______  Was the baby full term? _______  If not, how many weeks early? ________

Did your baby have problems in the nursery? ______  If yes, please describe:____________________________
At what age did child:


Walk without help?________


Toilet trained?_________


Talk (two words together?)_________
Stay dry at night?__________
Hospitalizations, major illnesses, and injuries:
	Age
	Problem
	Hospitalized

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


Are there any problems that concern you about your child right now?

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Heart Of Texas Pediatrics
Patient Name: _______________________________ D.O.B._________________________

Any allergies to food or medication?______________ If yes, please list and explain reaction:

__________________________________________________________________________________________________________________________________________________________
List all medications and dosages child is currently taking, including vitamins & supplements:

_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Review of Symptoms: Indicate which of the following problems / conditions your child has recently had:

(_) Eye problems 


(_) Acne   



 (_) Stomach pain

(_) Wears glasses


(_) Eczema



 (_) Diarrhea

(_) Difficulty Hearing


(_) Rashes



 (_) Constipation

(_) Frequent nosebleeds

(_) Kidney/Bladder infection

 (_) Seizures

(_) Frequent sore throats

(_) Bedwetting



 (_) Learning difficulties

(_) Frequent Ear infections

(_) Painful periods


 (_) Behavioral Problems
(_) Pneumonia



(_) Irregular periods


 (_) Weight issues

(_) Asthma / Bronchitis

(_) Sexually Active


 (_) Other:_______________

Social History:

What does child do in spare time?______________________________________________________________

How much time does child spend watching T.V., playing video games, or using the computer? __________________________________________________________________________________________

How is He / She doing in school?_______________________________________________________________

Does He / She have good friends? ______________________________________________________________

Indicate any financial, interpersonal, or family problems you are worried about? __________________________________________________________________________________________

Family History: Indicate conditions which close relatives (parents, siblings, & grandparents)have:

(_) High Blood Pressure 

(_) Migraines



(_) Obesity
(_) Heart attack / Stroke

(_) Epilepsy



(_) High Cholesterol

(_) Eczema



(_) Mental Retardation

(_) Diabetes
(_) Hay Fever



(_) Psychiatric disorders

(_) Alcoholism

(_) Asthma



(_) Tuberculosis


(_) Other: 

Heart Of Texas Pediatrics

                                           Heart of Texas Pediatrics, PA

Acknowledgement of Receipt of HIPAA Policies & Procedures

& Office Policies & Procedures

Patient Name: ____________________________________


Date of Birth: ____________________________________
By signing this form, you acknowledge that Heart of Texas Pediatrics has made available a copy of its HIPAA Policies & Procedures, which explains how Protected Health Information (PHI) will be handled in various situations.

(_) I acknowledge that the HIPAA forms are available upon request  & I understand the information contained within Heart of Texas Pediatrics HIPAA Policies & Procedures.

Guarantor Signature_______________________________
Date____________
Relationship to Paitent _____________________________
Heart Of Texas Pediatrics

Patient Name: _______________________________ D.O.B._________________________

Policies & Procedures:

· APPOINTMENTS:

· If 3 or more appointments are missed without calling to cancel or reschedule those appointments, we have the right to terminate you AND any siblings from our practice for failure to comply with our policy.

· It is important that you arrive on time to your appointment. If you are later than 15 minutes, we will have to reschedule your appointment.
· Walk-ins will NOT be accepted.  Each patient must have an appointment scheduled in order to be seen.
· INSURANCE and BILLING:
·  Proof of insurance is needed at every visit unless already on file.  If no proof of insurance is provided, you will be responsible for payment which would be due at the time of service.  
· If your insurance plan requires a primary care provider to be listed (such as an HMO plan) a provider from our office or Heart of Texas Pediatrics must be listed as your primary care provider in order to be seen in our office on the day of service.  Please make sure this matter is taken care of before the time of appointment to avoid rescheduling of your appointment.
· It is the parent (guardian’s) responsibility to notify the office of any address, phone, or insurance changes.
· Please remember that insurance programs may not pay for all services depending on your benefit package.  It is patient responsibility to know your benefit plan, to know if your provider is network with your plan and to pay all co-pays, deductibles, or percentages due for services you request. 
· Please be aware that if your child is covered by Medicaid and Medicaid rejects your claim due to your child not being eligible for that month or service date, you will be responsible for the remaining balance.

· CONDUCT-

· If you display inappropriate behavior to our staff, including abusive language and threatening personal harm, we reserve the right to terminate your child(ren)’s care from our practice.

Signature____________________________________ 

Date____________
