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5024 East Limestone Road, Suite F - Harvest, Alabama 35749

Phone: 256-262-0535 « Fax: 256-262-0536

Welcome to our practice!

We are pleased that you have selected our clinic as your child’s medical home. Please complete enclosed forms along
with your signature where indicated and return on the day of your appointment.

Appointments

e Inorder to provide better health to your child, it is our office policy to schedule new patient appointments
after we have received the medical records.

e Well child check or Annual Physical Exams need to be scheduled around your child’s birthday or as
recommended by the provider.

e Mostinsurance companies will cover one Well Child Check or Physical Exam per calendar year or once a
year.

e We see patients on an appointment basis only.

Medications, Blue cards, etc.
* Inorder to maintain a harmonious flow within the office, we do require a 24-72 HOUR NOTICE for any of the
following: Medication refills, Immunization/shot records, WIC prescriptions, physical forms, letters, school
excuses, and any forms that need filling out.

No Show Policy
e Any patient who fails to arrive for a scheduled appointment or fails to contact us 24 hours before the
scheduled appointment time to cancel is considered a “No Show”.
e 1° time: warning/reminder of No Show Policy
e 24" time: $25 fee charged per No Show
e 5" time: Patient may be dismissed from practice
* No Show fee will be parent/guardian responsibility and will not be billed to patient’s insurance company.

Insurance and billing

*  Your co-payment will be collected at the time of the visit.

* Our office participates in most insurance plans. If you are unsure about insurance coverage please contact
your insurance provider for clarification prior to appointment.

¢ If you do not have insurance coverage please discuss financial options with the office staff prior to your visit.

* Please remember that any balance that is not covered by your insurance company is your responsibility and
that your health insurance contract is between you and your insurance company. If you accrue an unpaid
balance with no effort to pay you will be denied medical treatment from our clinic.

e |tisyour responsibility to clarify that your insurance is active and that it does cover treatment.

Hours
Monday through Thursday 8:30am until 5:00pm
Excluding 12:00pm-1:00pm for lunch
Friday 8:30am until 12:00pm
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SUMMARY OF NOTICE OF PRIVACY PRACTICES

ur Legal Buty: Our Health System has a duty to protect the confidentiality of medical juformation about
you. This is a brief summary-of our Notice of Privacy Practices. We are required to provide you with Notice
explaining ways we may use and disclose your medical information and describing your lega.l rights and our
obligations regarding the use and disclosure of your medical information.

The Notice will be followed by:
- % The physician members of the hospital’s medical staff and credentialed, non-physician health care professionals

who may provide care in the hospital
» Al departments and units of the hospital '
> Any volunteers who perform volmteer work in the hospital, clinic, doctos’s oﬂice, or other health care entity
> All employees, steff and other personnel at the hospital, clinics, physicians® offices; and all outpatient locations
> Athens-Limestone Hospital ’

How We May Use and Disclose Medical Information About You: We may use or disciose identifiable

bealth information about you for many reasons, including but not limited to the following;

® Treatment, Payment and @ Public health purposes ® Workers’ compensation
Healthcare Operations ® Organ donation ¢ To wilitary command
® Activities of managed care . * Auditing . ) ‘avthorities
networks in which we . ¢ To avert a serious fhreat to & Lawsuits, administrative
participate health or safety hearings and nmews, and
o Activities of our affiliates * National security and disputes
® Appointment reminders protective services o As required by law
o Health oversight activities # To coroners, medical ‘® Law enforcement purposes
o Fundraising activities (unless examiners and funeral directors
you opt out) & Research directors
‘We may use or disolose certain limited information about you, tnless you object or réquest a limitation of the
disclosure, for:

® Hospital directories & Individuals involved in your care or payment

In general, other uses and disclosures of your medical information not deseribed in-our full Notice of
Privacy Practiceg will require your written authorization. For example, most uses and disclosures of
psychotherapy notes, uses and disclosures for marketing purposes and disclosures that constitute the sale of
PHI require an authorization:

Your Privacy Rights:
You bave the following rights with respect to your health information:
» The right to request confidential commuiications and alternative means of communication with you.
¥ The right to request resteictions on certain uses of your health information (including restncuon of your
information to your insurance company when you have paid in full)
» The right to inspect and copy certain medical information that we ma.mmn.
» ‘The right to tequest an emendment of your health information.
» Theright to an accountmg of certain disclosures of your health mformaton
¥ The right to receive notice of a breach of your unsecured health information.

g;hnnges to the Notice: We reserve the right to change the Notice. We will post any revised Notice in our
facilities and on our Webs:te at www. athenslimestonehosgltal com.

ax

Complaints: Ifyoun beheve your rights have been uolamd, you may file a written oomp}.amt with Athens-
Limestone Hospital please contact the Privacy Officer at 256.262.2142. To file a complaint with the Office for
Civil Rights, contact: U.S, Department of Health and Fuman Setvices 61 Forsyth St, SW + Suite 3870 « Atlanta,
GA 30323

of Our Complete Notice: Copies of our full Notice of Privacy Practices are available within our

facllltles at primary registration sites and on our website at www,a;l_mens!lmestonehosmtal com. We will be
happy to provnde ¥Ou a copy upon your request.

If you have any questions about this Summary Notice, please contaet the Privacy Officer at 256.262.2142.

Effective Date: 0412517
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Patient Information

Last Name: First name: Middle:

Birth sex: SSN#: Marital Status: DOB:

Race: Ethnic Group: Primary Language Spoken:

Address:

Home phone: Cell phone: Work phone:

Email address: Preferred Contact Method: Home/Cell/Work
Guardian/Father: DOB: SSN:

Guardian/Mother: DOB: SSN:

Preferred Pharmacy (name and location):

Emergency Contact information

Name: Relationship: Phone number:

Responsible Party Information (Insurance policy holder or Parent, if for a child)

Full Name: Relationship to patient:
Address:

Home phone: Cell phone: Work phone:
Date of Birth: Age: Marital Status: SSN:

Employer’s Name and Address:

Insurance Information

Primary insurance: Subscriber name:

Insurance address: DOB:
Policy/Contract #: Group #:

Secondary insurance: Subscriber name:

Insurance address: DOB:
Policy/Contract #: Group #:

| hereby authorize and direct payment to Tots & Teens Pediatric Clinic for medical benefits, if any, otherwise payable to me under
the terms of my insurance. | understand that | am financially responsible for the charges not covered by this authorization. |
understand that checks returned for non-payment will incur a $30 fee. | hereby authorize Tots & Teens Pediatric Clinic to release any
information inquired in the course of my examination or treatment to my insurance company for the purpose of processing claims
for medical services. | understand that regardless of my insurance status, | am solely responsible for payment of any services
rendered to me, or on my behalf, whether or not paid by insurance company.

Patient/Responsible party signature Date




Jennifer Lovell, CRNP

15024 East Limestone Road, Suite F - Harvest, Alabama 35749
Phone: 256-262-0535 - Fax: 256-262-0536

Athens Limestone Health Services, LLC/Tots and Teens Pediatric Clinic

Patient Name: DOB:

Due to THE PRIVACY CONFINDENTIAL ACT, please list the people that you approve to have access to Medical/Billing
information and if still a minor who can bring them to appointments:

Name: Relationship:
Name: Relationship:
Name: Relationship:
Name: Relationship:

Autharization to File Insurance

I authorize the release of medical information necessary to process claims. | permit a copy of this authorization to be used in place of
the original. | hereby authorize Athens Limestone Health Services/Tots and Teens Pediatric Clinic to apply benefits on my behalf for
the covered services rendered by the office, or by the office’s order. | request that payment from my insurance company be made
directly to Athens Limestone Health services/Tots and Teens Pediatric Clinic or to the party who accepts assignment. | certify that
the information | have reported with regard to my insurance coverage is correct.

Authorization to Leave Messages

I hereby authorize clinic staff to leave messages regarding my medical condition, such as lab reports, test results, medications, and
appointment reminders on my home answering machine or cell phone. By providing us with your landline, cell phone numbers, or
emails you give authorization to be contacted using these methods, as well as authorize such contact by our agents and assigns. This
authorization applies to any numbers or emails you may acquire in the future. We may also contact you by sending text messages.
Methods of contact may include using prerecorded/artificial voice messages and/or use of an automatic dialing device, as applicable.
This authorization will be in effect until | have given a written notice to the clinic.

Authorization to obtain Prescription History

| hereby authorize the clinic staff to electronically obtain my prescription history via SureScripts. This authorization will be in effect
until | have given a written notice to the clinic.

Acknowledgment of Receipt of Privacy Practices and Patient Rights

We are required by law to maintain the privacy of, and provide individuals with a notice of our legal duties and privacy practices with
respect to protected health information if you have any objections to this from, please ask to speak with our HIPAA Compliance
Officer in person or by phone at Athens Limestone Hospital.

Signature below is acknowledgement that you have received this Notice of our Privacy Practices and agree to all information listed
above. Signature below also indicates that you have received a copy of the Patient Rights & Responsibilities for Athens-Limestone
Health Services Clinics.

Signature of Patient or Patient’s Representative:

Relationship: Date:




Initial History Questionnaire

FORM (OMPLETED BY DATE COMPLETED BIXTH DATE

Household

Please list aif those living In the child's home. Are there siblings not listed? If so, please list their names, ages, and where
R P they live.
O p

What is the child’s living situation if not with both biological parents?
[ Lives with adoptive parents [ Joint custody [ Single custody
3 Lives with foster family

If one or both parents are not living in the home, how often does the child see
the parent(s) not in the home!

Birth History B Don'tkeow birth Hstory

Birth weight __Was the baby born at term? OR weeks  Was the delivery [Vaginal [0 Cesarean If cesarean, why!
Were there any prenatal or neonatal complications?
OYes OMNo Explain

Was a NICU stay required! [dYes [OINo Explain Woas initial feeding O Formula [J Breast milk How long breastfed?
Did your baby go home with mother from the hospitall

During pregnancy, did mother OYes [INo Explain

Use tobacco OYes OO No Drinkalcohel OYes ONo

Use drugs or medications [Yes [INe [ Used prenatal vitamins

Vvhat When

General DK = don'c know

Do you consider your child to be in good healthi [ClYes CINo [ODK Expﬁin

Does your child have any serious illnesses or medica! conditions? OYes [CONo O DK Bxplain

Has your child had any surgery! OYes OONo DODK Explan

Has your child ever been hospitalized? OYes ONo DO DK Explain

Is your child allergic to medicine or drugs? OYes ONo ODK Explain

Do you feel your family has enough to eat! OYes TOONoe DO DK Explain

Biological Family History 0¥ = don'tinow
Have any family members had the following?

Childhood hearing loss OYes ONo HDK Who Comments
Nasal allergies BYes ONo ODK Who Comments
Asthma COYes ONo [OIDK Who Comments
Tuberculosis OYes ONe ODK Who Comments
Heart disease (before 55 years old) OYes [ONo ODK Who . Comments
High cholesterolftakes cholesterol medication [Yes [ONo [ODK Who Comments
Anemia JYes [ONo [ODK Who Comments
Bleeding disorder CYes ONo DODK Who Comments
Dental decay OYes ONo ODK Who Comments

Cancer (before 55 years old) OYes ONo 0ODK Who Comments
' (Biological Family History continued on back side.)
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BiOIOgiCE’lE Family HiStOl‘y {Continugd from front s'ﬂ:{e:j DK = don't know

Liver disease OYes [ONe [ODK Who Comments
Kidney disease OYes ONo [DODK Who Comments
Diabetes (before 55 years old) OYes [INo [IDK Who Comments
Bed-wetting (after 10 years old) OYes ONo [ODK Who Comments
Obesity : OYes ONe ODK Who Comments
Epilepsy or convulsions OYes ONo [ODK Who Comments
Alcohol abuse OYes ONo ODK Who Comments
Drug abuse OYes CONe ODK Who i Comments
Menta! illness/depression OYes [CONo [ODK Who Comments
Developmental disability OYes CONo ODK Who Comments
Immune problems, HIV, or AIDS OYes ONo ODK Who Comments
Tobacco use OYes. ONe EDK Who Comments

Additional family history.

Past HiStOi‘y DK = don't know

Does your child have, or has your child ever had,

Chickenpox OYes ONe 0ODK When
Frequent ear infections OYes ONo ODK Explain
Problems with ears or hearing OYes DONo U[ODK Explain
Nasal allergies OYes ONo ODK Explain
Problems with eyes or vision OYes [ONe [ODK Explain
Asthma, bronchitis, bronchiolitis, or preumonia OYes [ONo [ODK Explain
Any heart problem or heart murmur [dYes [OONo ODK Explain
Anemia or bleeding problem OYes [ONo [ODK Explain
Blood transfusion OYes [ONo [JDK Explain
HIv OYes ONo ODK Explain
Organ transplant OYes [ONo ODK Bxplain
Malignancy/bone marrow transplant OYes [ONo UODK Bxplain
Chemotherapy OYes ONo TIDK Explain
Frequent abdominal pain OYes [ONo [OIDK Exphin
Constipation requiring doctor visits CYes ONo ODK Explain
Recurrent urinary tract infections and problems COYes [CINo [ODK Explain
Congenital cataracts/retincblastoma OYes OMNo ODK Explain
Metabolic/Genetic disorders OYes ONo ODK Explain
Cancer OYes ONo [ODK Explain
Kidney disease or urologic malformations OYes COONo [ODK Explain
Bed-wetting (after 5 years old} OYes [ONo ODK Explain
Sleep problems; snoring OYes ONo ODK Explain
Chronic or recurrent skin problems (eg, acne, eczema) OYes [ONo [ODK Explain
Frequent headaches OYes ONo ODK Explain
Convulsions or cther neurologic problems OYes ONo [ODK Explzin
Obesity OYes [ONo 0ODK Explain
Diabetes OYes ONo ODK Explain
Thyroid or other endocrine problems OYes [CONo ODK Explain
High blood pressure OYes [ONo [ODK Explain
History of serious injuriesffractures/concussions OYes ONo ODK Explain
Use of alcohol or drugs COYes ONo ODK Explain
Tobacco use OYes ONo ODK Explain
ADHD/anxiety/mood problems/depression OYes ONo ODK Explain
Developmental delay OYes [ONo [ODK Explain
Dental decay OYes ONe ODK Exphin
History of family violence OYes [ONe [IDK Exphin
Sexually transmitted infections OYes [ONo ODK Explin
Pregnancy OYes [OONo [ODK Explain
{For girls) Problems with her pericds OYes [ONo [ODK Exphin
Has had first period [OYes O No Age of first period
Any other significant problem _
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