Patient Information Sheet/Patient Privacy & Rights
Port Lavaca Clinic Associates

Patient Reviewed:
Employee Updated:

Patient Demographics

Person Responsible for Bill

Patient Full Name:
flFemale [ Male
Driver's License#:
SS#:

Address:

Phoneit:

Race:

Date of Birth

Ethnicity:

Preferred Language:_

Email address:

Responsible Party’s Full Name:
Address;__ i

Phone Number:
Social Security:
Date of Birth:

Relationship to Patient:

#*#* plaase [ist spouse and minor children under the age of 21 who you are responsible for *###

1 5 ! 2, 3.
4, 5. 6.
* Emergency Contact * o
Name Phone# Relationship
Insurance Information
| Primary Ins ** Sacond Ins.
Policy Holder: Policy Holder:

| Relation to Policy Holder:
Policy Holder DOB:
Policy#t '
Group#

Fernale/Male SS# of insured:

EMPLOYER:

&
E N
w [}

Relation to Policy Holder:
Policy Holder DOB:
Policy#

Group# o
Female/Male sS# of Insured_
EMPLOYER: !

*#+ THIRD INS;

POLICY HOLDER:

RELATION TO POLICY HOLDER: -
Policy Holder Date of Birth:
Policy# Group #

SS # of insured:

Female/Male

- ~ PATIENT BILLING AND PRIVACY

BY SIGNING BELOW YOU ARE CERTIFYING THAT THE ABOVE INFORMATION IS ACCURATE, that you are consenting for medical care
& giving Port Lavaca Clinic Associates, PA. Permission to bilf your insurance carrier for all medical care provided here. Your signature
on this paper will be the signature on file giving us permission to file your insurance claim with “Signature on File” for Medicare;
Medicaid, and all other types of insurance. YOU ARE ALSO AGREEING THAT PAYMENT OF YOUR MEDICAL CARE IS ULTIVIATELY
YOUR RESPONSIBILITY. You are also authorizing the release of any medical or other information necessary to process your medical
claims as well as to other referring providers. You have access to all of your personal medical records during normal business hours.
Records will be provided no more than 15 business days from receipt of request. A fee for this may be required. If you find errors in
your medical records you have the rights to request changes to correct any errors. You have the right to request disclosure of non-
routine disclosures of your health information. Your signature also shows that you have received our two pages Notice of privacy

practice form.

Patient Signature {Responsible Adult if Patient is under 18 yrs. old) Date




Hola de Informacién del Paclente / Privacidad y Derechos del Paciente
Port Lavaca Clinic Assoclates

Revisado por el paciente:
Actualizado por el empleado:

Datos Demograficos del Paciente

Persona Responsable de la Factura

Nombre completo del paciente:
I Femenina []Masculino  Fecha de nacimiento
Licencia de conducir #:

Nombre completo de la persona responsable:
Direccidn:
Numera de teléfono:

SS #: Seguro Sociak

Dlreccidn: Fecha de nacimiento:
Teléfono #: Relacién con el paciente:
Raza: Etnicidad:

Idioma preferido:
Carrac electrénico:

** Indique ef cényuge vy los hijos menores de 21 afios de los cuales usted es responsable *++*

1. 2. 3,
4, 5. 6.
* Contacto de Emeraencla *
Nombre Tetéfono # Reiacidn
Informacién del Sequro

** Saqundo Seguro
Titular de ia pdliza;
Relaclén can el titular:

Fecha de nacimiento del titular:

Seguro Primarlo

Tizular de la péliza:
Relacién con el titular:
Fecha de nacimiento del titular:

Paliza #: Péliza #:

Grupo #: Grupo #:

Femenino/Masculina 5SS # del asequrada: Fermnenino/Masculino 5SS # del asegurado:
EMPLEADOR: EMPLEADOR:

*#k TERCER SEGURO:
TITULAR DE LA POLIZA:
RELACION CON EL TITULAR:
Fecha de nacimlento del titular:
Paliza #: Grupo #:
SS # del asegurado:

Femenino/Masculing

FACTURACION Y PRIVACIDAD DEL PACIENTE
AL FIRMAR A CONTINUACION, USTED CERTIFICA QUE LA INFORMACION ANTERIOR ES CORRECTA, que estd dando su cansentimiento para reclir
atencldn médica y autoriza a Port Lavaca Clinic Associates, PA. a facturar a su compaftfa de seguros por toda la atencién médica proporcionada aquf, Su
firma en este documento serd la firma registrada que nos autoriza a presentar su reclamacién de seguro con una “Firma en Archivo" para Medicare,
Medicaid y cualquler otro tipo de seguro. USTED TAMBIEN ACEPTA QUE EL PAGO DE SU ATENCION MEDICA ES, EN ULTIMA INSTANCIA, SU
RESPONSABILIDAD, También autoriza [a divulgacién de cualguier informacién médica u otra informacidén necesaria para procesar sus reclamaciones
médicas, asi como a otros proveedores que lo refieran. Usted tiene acceso a todos sus expedientes médicos personales durante el horario narmat de
oficina. Los expedientes se proporcionarén a mas tardar 15 dfas habiles después de recibir la solicitud. Es posible que se cobre una tarifa. 5i encuentra
errares en sus expedlentes médicos, tiene derecha a solicitar cambios para corregirfos. Tiene derecha a sollcitar informacién sobre divulgaciones no
rutinarias de su informacién de salud. Su firma también confirma que ha recibido nuestro Aviso de Practicas de Privacidad de dos pdginas.

Firma def paciente {Aduito responsable si el paciente es menor de 18 afios} Fecha



NOTICE OF PRIVACY PRAGTICES

Port Lavaca Clinic Associates
Effective Date: [[nsert Data]

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT
YOU MAY BE USED AND DISCLOSED AND HOW YOU CAN GET
ACCESS TO THIS INFORMATION. PLEASE REVIEW IT
CAREFULLY,

OUR RESPONSIBILITIES

Port Lavaca Clinic Associates is required by law to:

+  Maintain the privacy of your protected health information ("PHI™)

¢ Provide you with this Notice of our legal duties and privacy practices

¢ Follow the tarms of the Notice currently in effect ‘

e Notify you if a breach ocours that may have compromised the privacy or security of your information

HOW WE MAY USE AND DISCLOSE YOUR INFORMATION

1. Treatment

We may use and disclose your PHI to provide, coordinate, or manage your healthcare.
Example: Sharing information with a specialist, lab, or hospital.

2. Payment

We may use and disclose your PHI to bill and receive payment.
Example: Sending information to your insurance company for claims processing.

3. Healthcare Operations

We may use your PHI for clinic operations.
Examples include;



s Quality improvement
» Staff training
o Licensing and accrediation

4. Appointment Reminders and Health-Related Benefits

We may contact you for:

e  Appointment reminders
¢ Follow-up care
¢ Treatment options or health-related services

5. Individuals Involved in Your Care

We may share information with family members, friends, or others involved in your care unless you object.

6. Required by Law

We will disclose your PHI when required by federal, state, or local law.

7. Public Health Activities

We may disclose your information for:

+« Disease control and prevention
s Reporting births, deaths, or infections
s Reporting abuse or neglect

8. Health Oversight Activities

We may disclose PHI to health oversight agencies for audits, Inspections, and investigations.

9. L.aw Enforcement

We may release PHI:

+ Inresponse to a court order or subpoena
+ To report certain crimes




10. Serious Threat to Health or Safety

We may disclose information to prevent or lessen a serious threat.

11. Workers’ Compensation

We may disclose PHI as authorized for workers® compensation claims.

12. Research

We may use cr disclose PHI for research under strict approval processes.,

USES THAT REQUIRE YOUR WRITTEN AUTHORIZATION

We will not use or disclose your PHI without your written authorization for:
e Marketing purposes
e " Sale of your information

o Most sharing of psychotherapy notes

Yaou may revoke authorization at any time in writing.

YOUR RIGHTS REGARDING YOUR HEALTH INFORMATION

1. Right te Access

You may inspact and obtain a copy of your medical records.

2. Right to Amend

You may request corrections to your health information.

3. Right to an Accounting of Disclosures

You may request a list of cerfain disclosures we have made,




4. Right to Request Restrictions

You may request [imits on how we use or disclose your PHI.
We are not required to agree, except in cerlain cases involving self-pay.

5. Right to Request Confidential Communications

You may request we contact you in a specific way (e.g., only by phone or mail}.

6. Right to a Paper Copy

You may request a paper copy of this Notice at any time.

CHANGES TO THIS NOTICE

We reserve the right to change this Notice at any time. Updated versions will be available in our clinic and upan
request.

COMPLAINTS

If you believe your privacy rights have been violated, you may file a complaint with:

" Port Lavaca Ciinic Associates

Phone; [Insert Phone Number]

Or with the U.S. Department of Health and Human Services:
Office for Civil Rights
You will not be penalized for filing a complaint.

CONTACT INFORMATION

If you have guestions about this Notice, contact:

Port Lavaca Clinic Associates
[Insert Address]
Phane: finsert Phone Number]



Port Lavaca Clinic

1200 N Virginta St, Port Lavaca, TX 77979
Phone; (361) 552-6721

Telemedicine Visit Rules & Expectations

Appropriate Clothing
Patients must wear proper, non-revealing clothing during the entire visit.

Private Environment

The visit must take place in a quiet, private location where your personal health information cannot be
overheard. Avoid public areas, shared spaces, or environments with distractions. Ensure good lighting so

the provider can see you clearly.

Safety Requirements

o not attend a telemedicins visit while driving or operéting any type of vehicle or machinery. All vehicles or
machinery must be completely stopped and safely parked hefore the appointment begins.

Technology Seifup
Use a device with a functioning camera and miérophone. Ensure your internet connection is stable hefore
the appointment. Keep your device plugged in or fully charged.

Respect & Professionalism

Treat the visit as you would an In-person appointment. Avoid multitasking during the session. Follow your
provider’s instructions and be prepared with any requested documents, medication lists, or readings.

Rule Enforcement

Failure to follow these rules will result in the telemeadicine sessioh bléing terminated. The appointment must

then be rescheduled.

Thank you for your cooperation. .



HEALTH HISTORY
PORT LAVACA CLINIC ASSOCIATES, P.A.
1200 N. VIRGINIA ST. PORT LAVACA, TEXAS 77978 381-552-8721

DATE:
Name: .~ : — . A Age:! Birih Date: ! _
Last i -Firét Mi Sex: Male Femals
Highest Grade Completad _ .
Place of Employment ] .= Howlong? Occupation .
. s ngle Marrled Separa ted Divorced ) Widowed
. Qthers Who Live With . You " Relaionshlp {1 Age Recelve Care Hera?
yes no -
yes e
yes no A .
DR ‘ yes o ]
yes no

Da you have any special spiritual, religiouz or cultura% needs? No Yes Explain

. ALLERGIES: Aﬂy ailermes or reactluns to any med}cauons X- ray dyes foods, environmental or other subslances? No Yes

-(please fish _— . ,
1, 2, i 3, . 4,

PAST MED%CAL HISTORY ARD REV]EW DF SYSTEMS:
Please circle If you have had ;woblems with or are presenily cornplainlng of any of the following.

1, " High Blood - 13. Pneumonia ) 24, Ulcers ] ‘ -
F’rasst:re& Lo 14. Persisteril Cough 25, Hemorrholds 37. Blood disorder

2 Digbstes v 7 15. Tuberoulesis (TH) 268, Gallbladder 38. Sickle cell

3. Cancer - .. 16. Asihma Disease 39. Blood clots

4, .Heart Disgase . - 17, Haytever 27. Hepatitis or liver 40, Anemia

6. Chest s 18. Indigestion/ _ dizease © 41, Anigly
"Paintdigcomfoit ", 7 heartburn 28. Thyrold Disease 42. Depression

6, ShorinessofBreath © ©+718, Abdomihal . 29, Sselzures 43, Skin Diseases

7. Swollen Ankles Discomforl : 30, Headaches 44, Hearing difficulty

8. Palpltations 20. Change in appetite 31. Incoptinence . 45, Gout

3 . ightheadedness - . 21, Constipation-or 32, Kldney Dlseases 48, Low Back Problem:

107 stroke . . © diarthea - 33, Kidney Stanes 47. Glasses arcortacts

11. High cholesterol 22, Unexplained: Wi 34, Difficuity Urlnating 48, Glaucoma/cataract

12, Fever, chills, " Gain/logs - - 35. Urine infections .
sweals . 23. ‘Blood in Btoal 36. Arsthritls

.-

Any problems riof listed aboeve:

‘Are you on a special diet? No Yes Type:
" Do you tise any cornmuhity resources? {i.e. Home Hea%ih efc,} No Yes Which?

FERALE HEALTH HISTORY: . MALE HEALTH HISTORY:
Age of start of pedods: years old Teslicular masses * No Yes
Frequéncy: .. . Lﬁﬂgth ol eriad: . . days Discharge from the penis No Yes '
Pregranties; - ' . . Saexually ransmitted dissase ~ No Yes

Births: -+ - "~ Mlsbarrtages . . Prgblems with erections Mo Yes

Method of Birth Control: _ — ] Difficulty wripating No Yes
Prolonged of Abnormal Bieedmg No Yes ) -

Legkage of Urine No Yes

Pelvic Pain No Yes .

Abnormat Discharge No Yes

History of Abnormal Pap Smear No Yes

Sexually trapsmitted disease = No Yes

" Please turn OVER




OPERATIONS:

No Yes (please list)

OTHER HOSPITALIZATIONS: No Yes (please fist)

Type of Operation

When

Reason When

Vateinatlen History-Have you had?
Hepatltis B? No Yes When?
Other? No Yes When?
When was your last?

Pap Smear
Marymogram
Bone Denslty

Breast Exam
Chaolesterol

Tetanus Immunization
Flu Immunizalion
Pneumonia mmunization No

N;J Yes When?
No Yes When?
Yes When?

Colon Cancer Screen
Frostrate Exam

EAMILY HISTORY: Has any mernber of your family (including parents, grandparents, and sibiings) ever had the

fellowing? -
Hlyess

Which Family Member?

Approxlmate age when diaghosed

Cancer (describe type)

Hlgh Hiood Pressure

Hear Disease . «

Diabetes a0
Stralke T

Mental [finess (anxiety; gglép;ession.

ofc) . '
Blood/clolting Disease

Other:

"

quéfe

% Doy Name .

P REVENTIO‘N:
Do you wetr sgatbelts?

Do you wear a bicycle or moforcycle helmet?

Do you smoke or use fobacco produbts?
Do you drink alcoholle Heverages?
s there & gun {riyour home?

Do you use drugs? (marijuana, cocaine, crack, ale.)
Any behavlors which would Increase your risk of AIDS?

(tV drug use, unpratected intercourse, same sex relationship)

Do you wish fo be tested for AIDS?

Have you evar worked with chemicals, painis, asbeslos,

or other household materals?

Have you ever been ol are you in a relatlonship in which your
partner hurt you? (e.g. slepped, kicked, punched, brulsed)

Have you ever feff afrald of your partner?
Do you have a "ving will™?
Are yoU an organ donor?

_MEDIC:AT]OHE‘:: (Prescriptions, Ovepﬂja-Co'u.r\"tér. Vitamins, Herbs, efc.)

No
No
No
No
No
No

No
No

Na

No
No
No
No

Drdg Name " Dose

Yes
Yes
Yes
Yes
Yes
Yes

Yas
Yas

Yes

Yes
Yes
Yes
Yes

If no, why not?
Not applicable
If yes, how rnay packs/day?
If yes, how many/fweek?

If yes, ilst

[f yes, explain




HISTORIAL MEDICO

PORT LAVACA CLINIC ASSOCIATES, P.A.
1200 N. VIRGINIA ST. - PORT LAVACA, TEXAS 77979 - 361-552-6721

FECHA.
Nombre: £dad: Fecha de nacimiento: /1
Apeliido Nombre Inicial Sexo: Masculine f Femenino
Uitimo grado completado: Lugar de empleo: 1Cuénto tiempo? Qcupacidn:
Estado civil: Soltero(a) Casado{a) Separado(a) Divorciado(a) Viudo(a)
Otras personas que viven con usted Relacién Edad iRecibe atencién aquf?

5 No
5 HWo
5 o
5 HNo
Sf No

JTiene alguna necesidad espiritual, religiosa o cultural especial? No Si Explique:

ALERGIAS: ;Tiene alergias o reacciones a medicamentos, medios de contraste para rayos X, alimentos, sustancias ambientales u otras?

M Sthere) 1. 2. 3, 4,

ANTECEDENTES MEDICOS Y REVISION DE SISTEMAS:
Marque si ha tenido preblemas o actualmente presenta alguno de Jos sigulentes:

1. Presida arterlal alta 13, Neumonfa 25, Hemorroides 37, Trastorno sanguineo

2, Diabetes 14. Fos persistente 26, Fnfermedad de veslcula 38. Anernla falclforme

3. Céncer 15. Tuberculosis {TB) 27. Hepatitis/enfermedad hepética 309, Cedguios sangufheos

4. Enfermedad cardlaca 16. Asma 28, Enfermedad tiroidea 40, Anemia

5. Dolar/molestia en el pecha 17. Fiebre def henofalergias 29, Convtilsiones 41, Ansiedad

4, Falta de aire 18, Indigestién/acidez 30, Dolores de cabeza 42, Depresién

7. Tobilllos hinchados 19, Molestla abdeminal 31. incontinencia 43, Enfermedades de la plel
8. Palpitaciones 20, Camblo de apetita 32. Enfermedad renal 44, Diflcuitad auditiva

9. Mareos 21, Estrefiimiento/diarrea 33. Piedras en el rifidn 45, Gota

10. Derrame cerebral 22, Aumento/pérdida de pesa 34, Dificultad para orinar 48, Problemas de espaida baja
11, Colesterof alto 23, Sangre en |as heces 35, Infacclones urlnarlas 47, Lentes/contactos

12. Fiebre/escalofrios/sudores 24, Ulcaras 36. Artritis 48, Glaucoma/cataratas

JAlgan problema no menclonado arriba?

JSigue una dieta especial? No Si Tipo:

JUtiliza recursos comunitarios? (e}, atenci6n en el hogar) No Si (Cudi?

HISTORIAL DE SALUD FEMENINA: HISTORIAL DE SALUD MASCULINA:

Edad al inicio de menstruacldn: afios Masas testlculares No Sf
Frecuencia: Duracién: dias Secrecldn del pene No Sf
Embarazos: Partos: Abortes espontdneos: enfermedad de transmisidn sexual No Sf

Métode anticonceptivo;

Sangrado anormatl prolongado No Sf
Pérdida de orina No Sf

Doler pélvica Mo Sf

Flujo vaginal ancrmal No 3f
Papanlcolaou anormal No Si

Enfermedad de transimisidn sexuai No Sf

Problemas de ereccién Mo Sf
Dificuitad para crinar No Sf

Por favor, VOLTEE LA PAGINA



OPERACIONES: No Si{enumere}

OTRAS HOSPITALIZACIONES: No Si {enumere}

Tipo de operacidn Cuénda Motive Cuéndo
Historial de vacunacion - ;Ha recibido?
Hepatitis B? Mo 5 jCuénda? Tétanos No Si JCusndo?
Otra? No 5[ jCudnda? Influenza Mo SI ;Cudndo?

Ultimo Papanicolaou Examen de mama
Mamografia Colesterol Exames de prostata

Deteccldn de cncer de colon
Densidad ésea

Neumonia Na Si jCudndo?

HISTORIAL FAMILIAR: ;Algin miembro de su familia (incluyendo padres, abuelos y harmanas) ha tenido alguno de los siguientes?

Enfermedad

{Qué miembro de la familiat

Edad aproximada al diagndstico

Céncer {describa tipo)

Preslon arterial aita

Enfermedad cardfaca

Diabetes

Derrame cerebral

Enfermedad menta} {ansiedad, depresién, etc.)

Enfarmedad de sangre/coagulacién

Qtro

MEDICAMENTOS: (Recetados, de venta libre, vitaminas, hierbas, etc.)

Nombre del medicamento

Dosls

PREVENCION:

1Usa cinturén de seguridagd? No SISl no, Lpor qué?
JUsa casco al andar en bicicleta o motocicleta? No S{ No aplica

1Fuma o usa productos de tabaco? No Sf §i sl, jcudntos paquetes/dla?

1Consume bebldas alcohélicas? No ST Si si, Jcudntas/sernana?

1Hay un arma de fuego en su hogar? Mo Sf

1Usa drogas? (marihuana, cocalna, crack, etc.} No ST Si si, enumere
1Tiena canductas que aumentarfan su riesgo de SIDA? (dregas IV, sexo sin proteccidn, relacién con persona det mismao sexa) No Sl

1Desea hacerse una prueba de SIDA? Na SI

iHa trabajado con quimicos, pintiras, asbeste u otros materiales domdsticos? No 5i Expligue

Nombre del medicamento

Dosis

1Ha estado ¢ estd en una relacién an la que su pareja le haya lastimada (abofeteado, pateado, golpeado, causado moretones)? No SI

JAlguna vez ha sentido miedo de su pareja? Mo Si
iTiene un “testamento vital"? No Si
iEs donante de érganos? No Sf




Port Lavaca Clinic

Consent to Treatment of a Minor

Name of Minor:

Minor's Treatment: | am the parent/guardian,
Printed Name of parent/Guardian

For the above named minor patient ! authorize Port Lavaca Clinic’s medical staff to provide
medical/dental/vision, and/or emergency treatment to my child. | understand that this authorization is
given in advance of any specific diagnosis or treatment. |, the parent/guardian am financially responsible
to pay the cost of the services rendered to the child in accordance with the regular rate and terms of
port Lavaca Clinic. Family members (grandparents, aunt/uncles, cousins, adult siblings) and the following
designated unrelated adults:

May bring the minor in for treatment at the Port Lavaca Clinic.

| understand that this form will be valid and remain in effect for one yearl from the date signed below.
This form has been fully explained to me and | understand its contents.

e ——
Signature parent/Guardian Relationship-to Minor Date




Authorization to Release Patient Information

Patient’s Name:

Date of Birth:

Social Security #:

This is to authorize the following person(s):

Access to my personal information as shown below:

Billing record

To discuss my medical condition with my provider

This authorization will remain in effect until written notification from my self is received by the Port
lLavaca Clinic.

Signature Date



Autorizacion para Divulgar Informacién del Paciente

Nombre del paciente;

Fecha de nacimiento:
Numero de Seguro

Social:

Por medio de la presente autorizo a la(s) siguiente(s) persona(s}):

A tener acceso a mi informacién personal segin se indica a continuacién:

Registro de facturacion

Hablar sobre mi condicién médica con mi proveedor

Esta autorizacién permanecera vigente hasta que Port Lavaca Clinic reciba de mi parte una
notificacion por escrito.

Firma Fecha




PEDIATRIC HEALTH HISTORY

" PORT LAVACA CLINIC ASSOCIATES, P.A.
1200 N. VIRGINIA ST. PORT LAVACA, TEXAS 77979 361-552-6721

DATE:

Age: BirthDate: [/

Name;
Sex: Male Female

Last First Ml

PREGNANCY & BIRTH

Is the child yours by: birth adoption stepchild other:
Any medical problems during pregnancy none yes
Delivery by vaginalbirth caesarian If caesarian, why?
Length of pregnancy:
Birth weight; Birth length:
Any medicat probiems during the baby's first few days none yes
Was the firsi hepatitis vaccine given in the hospital? no yes

‘NUTRITION & FEEDING

Was your child breastfed? no yes If so, how long?

Has your child had any unusual feeding/dietary problems? no yes Ifse, how long?

Milk intake now cow milk (non-fat 1% fat 2% fat whole mitk} soy milk  rice milk
Average ounces per day { Note: 8 ounces are in 1 cup)

SLEEP
Hours per night Naps (number and length)

Sleep problemd no yes

DEVELOPMENT
At what age did yous child: sit alone walk alone say words toilet train

Girls only: Age af first menstrual period |

DENTAL HISTORY
Has your child begn s2en by g dentist? no vyes [f so, how often Date of last visit

{MMUN{ZATIdNS!ENFECTfOUS DISEASES: Please bring the child's shots records to your appointment .
Has your child had: chicken pox measles mumps rubelfa meningitis tuberculosis (TB)

: EXPOSURESIHABITS
Any concerns gbout lead exposure? {old home, plumblnglpeelmg painf) no yes

Do any household members smoke? no yes
TV hours per day. Computer hours per day -Videc game hours per day

How many soft drinks a day?

PAST MED|CAL HISTORY: Please describe any major medical problems and their dates

N ~

MEBICATIONS:

ALLERGIES: Any allergies or reacticns fo any medlcatmns R-ray dyes foods, environmental or other substances? No Yes

{please lisf) .
1. 2. 3. 4,

Please turn OVER



HOSPITALIZATIO NS-fOPERATIONS (with dates):

FAMILY HISTORY:; please circle any family history of the following (indicate who has/had the condition):
© " Heart disease or stroke before age 60
Thyroid disease

Bleeding/clotting problems
Inherited/genetic disorder

Alceholism/drug abuse
Depréssion/psychiatric disorder
High bload pressure
Asthma/hayfever/eczema

SCHOOL HISTORY:

Did/does your child attend preschool? no yes Current prade?

Any concerns about school performance no  yes
Any concerns about relationships with: Teachers
Students

Sports/Exercise: Type

Name of school

Seizures
Kidney disease
Birth defects

no yes
oo yes

. How often? .

SOCIAL HISTORY:

Fathers name: Age:

Mothers name: Ags:

Parents occupations: Mother Father

Are the child's parents Mamied Unmarried Separated Divorced If divorced,

when
Child care situation parents’ others (specify who and hours per day) o - - =
" Any pets? no yes |fyes, what kind?
Othears Who Live Af Home Relationship Age Receive Care Here?

yes no
ves no
yes  no
yes no
yes no

Concams about your child: alcohal use smoking,

'Is violence in the home a concem? no yes

REVIEW OF SYSTEMS: (Please circle]

1. Feversfchills/excessive 11.

sweafing i2.
2. Unexpected weight loss/gain 13,
3. Squinting/ crossed eyes/ lazy 14,

eye . 15.
4, Loud voice/ hard of hearing 18,
5.  Mouth breathing/ snoring . 17.
5. Bad breath 18,
7. Frequent runny nose : 18.
8. Problems with teeth/gums 20,
8. Nausea/ vomiting/ diarthea 21.
1

b. Coenstipation 22.

drugs sex aggressive behavior withdrawn
Are there guns in the home? no yes

Blood in bowel movement
Tires easily with exercise
Shoriness of breath
Fairting

Asthma

Bedwetting

Pain with urination
Discharge: penis or vagina
Headaches

Weakness

Clumsiness

Muscle/ joint pain

. Hayfever/ itchy eyes

. Rashes

. Unusuaf moles

. Speech problems

. Anxiety/Stress

. Sleeping problems

.- Depression

. Thumbsucking/ nail biting
. Bad temper/ breath holding
. Unexplained iumps

. Easy bruising/ bleeding

. Broken bones



HISTORIA DE SALUD PEDIATRICA

PORT LAVACA CLINIC ASSOCIATES, P.A.
1200 N. VIRGINIA ST, PORT LAVACA, TEXAS 77979 351-552-6721

FECHA;

NOMBRE: EDAD: FECHA DE NACIMIENTO:

GENERO: Hombre/Mujer

"EMBARAZO Y NACIMIENTO

¢Essunifio por: nacimiento  adopcidn  hijastro  otra:

Cualguier problema médico durante el embarazo? Ninguno Sf

Entrega vaginal o parto cesdrea. St cesdrea, épor qué?

Duracion de embarazo:

_ El peso al nacer; Tamanao al nacimiento:
Cualquier problema médico durante el primer par de dfas del bebé? No S

Fue la primera vacuna cenira la Hepatitis administrada en el hospital? Ng §f

NUTRICION Y ALIMENTACION

Fue amamantado a su hijo? no o sf. Si es asi, écudnto tiempo?

dSu hijo ha tenido algun problema de ahmentacaon / problemas dletetlcos inusuales? Noo S§f.
Si es asf, ¢cudnio tiempo? _

E consumo de leche ahora? Leche de vaca (sin grasa / 1% de grasa / 2% de grasa / de leche entera) / de
leche de soja / leche de arroz? {(Marque uno.)

Promedio onzas por dfa? (Nota: 8 oz estan en 1 taza)

DORMIR .
Horas por dfa: Siestas: (ntmero y duracién)
Tlene problemas de suefio? No o §f

DESARROLLO ‘
dA qué edad su hijo: se sienta solo camino solo dicir palabras se enseno a hacer el

bano
Nifias solo: Edad de la primera menstruacién

HISTORIA DENTAL
¢5u hijo ha sido visto por un dentista? No o Si,
Fecha de la tltima visita

INMUNIZACIONES / ENFERMEDADES INFECCIOSAS
¢Su huo ha tenido: Saramplon / Paratiditis / Varicela / Rubéola / Menlngltls/Tubercqusls




