Osteopathic Integrative Medicine, INC.

9600 W. Jewell Ave. STE3
Lakewood, CO 80232
Phone: 303-350-7990 Fax: 303-217-5708

Pediatric Patient Questionnaire

( Please Print)

Child's Name Today's Date
Parent(s) Name(s):
What do you want to be calied? Your child?
Date of Injury/ Onset of symptoms |
Duate of Birth Agt Height _ Weight
Chief Complint

I your child is able, circle the face that best describes histher symptoms:




BIRTH HISTORY;
Delivery (circleone):  Vaginal / C-Section Reason for C-Section:

Time Pushing (active labor):

Delivery: Howrs of Laber

Did mother have (circle): Medications Caffeine  Tobacco Alcohol/Street Drugs  Stresses
Medicines Used During Labor/Delivery:

Epidural: Yes / No  Pitocin augmentation: Yes / No  Forcepsor vecuum: Yes / No

Presentation: Vertex Breech Transverse

APGAR First Cry: Strong/ Weak/NoRecall Wi____ Ibs__ oz Length
Complications Mother:

Complications Baby:

Immediate to breast? Yes/ No Breestor Bottle Fed  Suck Strong? Yes/ No

Spit-up? Yes/ No Vomit? Yes / No

Formula name: changed? Yes/ No. Ifyes, to what?

Colic? Yes / No  Sleeps well? Yes / No # of howrs

Solid Foods? Yes/ No What Age? Feeds Self? Yes / No

Milestones Met?  Yes/ No If no, which?

Immunizations up to date? Yes No Reactions:

Food intolerances/allergios:
Drug Allergies:




List ALL medications/supplements/vitamins:

PMEX;
Diagnostic Testing? (i.. blood work, x-rays, allergy testing, efc.)

Treumes/Accidents/Injuries:

FAMILY HISTORY;
Describe current health, age, cause of death, illness, diabetes, cancer, hypertension, etc.,

LIVING?} AGE |ILLNESSES and/or CAUSE OF DEATH

MOTHER

FATHER

SIBLING 1

SIBLING 2

SIBLING 3

Parents Marital Status: Married / Single / Divorced / Separated

Child lives with:




REVIEW OF SYSTEMS

(Please chock hext to ths areas thal apply 16 your child,)

AR LI ONE RELP AN SN R

MM
Easy Brulsing
Any Dizziness
Any Ringing
Sputum Wheezing
History of Tuberculosis
Chest Pain 1Shortness of Breath Feet Ederns
Palpitations Heart Murmr
Gastreintestina) '
M Sm.llowllé M‘pﬂicn
Napsex Diarrhes Abdominal Pain
Vomiting {Bloating Bloody or Dark Swols
Reproductive
of first peri Excessive Menstrus irvegular peciods
Genlte-Urinary
Blood In Urine Unabie to Comrol Bladder Ilmhingwufim
{Urinsey Trnet lnfections

mmemdingpaﬁmtinfomaﬁonpackahmhewmﬁemdm&dimdmmepaﬁm
Physician Signature Date




WELCOME TO THE OFFICE OF
Osteopathic Integrative Medicine

INSURANCE BILLING:

We will bill your insurance company when appropriate for the services performed at our office. However,
you have ullimate responsibility for paymant of your account. Plaase fumish our office with all of the
necessary information required for billing your Insutance.

PATIENT PAYMENT:

Co-payment or payment for services not covered by insurance is required to be paid at the time of
service. $25.00 charge for ail returned checks. There will be & finance charge of 1.5% charged fo
acCounts more than a0 days old, 80 days without payment made to your account, will result is & 30%
collection agency fge based upon the full balance due and your account will be sent to our coliection
agsncy. At this ime we do not accept auto insurance, We do treat auto-accident patients through their
parsonal health insurance or through selft-pay. It is the responsibility of the patient to submit receipts for
any treaiment for reimbursement for their auto case,

APPOINTMENTS:

As a courtesy, you will be receiving a reminder phone call one day in advance of your appointment.
Please nolify our staff if you do not wish to be contacted or if you do not wish to receive a voice message
fegarding your appointment. In order to keep our schedule running smoothly, we ask that you arive for
You appointment on time. I You arrive more than 10 minutes late to an appointment, you may be re-
stheduled,

We require a 24-hour canceliation nofice. Cancelled follow-up appointments, with less than 24 hours

notice as well as no-shows, will be subject to e fee of $85.00 fee. Three late re-scheduiles, no-shows,
cancellations or combination thereof may result in a discharge of care.

MISCELLANEOUS:

our patients.

Please understand that prescripion refilis, authorization for services outside of our office, referrals and/or
special doctor requests may require a minimum of 48 hours to process. Please give our office enough
notice to process requests in a fimely manner.

If you have questions or concerns regarding these or other policies, please ask a member of our staff,
I have read, understand and agres to the provisions of this officefinanciaf policy,

Signed Date




NOTICE OF PRIVACY PRATICES (HIPPA})
OSTEOPTHIC INTA GRATIVE MEDICINE

The HIPPA privacy act went into effect on April 14, 2003.

The following is 3 basic Summary of some of your rights regarding how we may use and
disclose medica) information abous you:

For Payment: We Mmay use and disclose medical information about your treatment and
services to bill and colject Payment from you, your insurance Company or a third party
(i.e. auto insurance).

At this time we do not accept auto insurance, We do treat éuto-accideﬁt patients through
their personal heatth insurance or through self-pay. It is the responsibility of the patient
1o submit receipis for any treatment for reimbursement for their auto cage,

For Health Care Operations: Members of the staff may use information in your heaith

Tecord to assess the care and outcomes in your case and others like it. For example, we
may combine medical information about many patients to evaluate the need for new

There is more information about your HIPPA rights at the office. Please ask our staff 1o
provide a copy to You upon arrival,

Iacknowledge that I was informed of the privacy practice of Osteopathic
Integrative Medicine:

Date:

Patient’s Name:

Patient’s Signature

Staff Signature:




