L COMMUNITY HEALTH

Date:

PEDIAT

Chart #:

RIC CLIENT INTAKE FORM

Age:

Legacy Community Health Services is a Community Health Center and all information requested is for statistical purposes.
All information is strictly confidential to the full extent permitted by law. No identifying information will be released without

your consent. The information requested allows Legacy to evaluate each client for eligibility for our programs; therefore, we
request you complete this document in its entirety.

Patient’s Information

NAME

PREFERRED NAME (IF APPLICABLE)

ADDRESS CITY/STATE ZIP CODE COUNTY
MAIN PHONE NUMBER | OTHER PHONE NUMBER | DATE OF BIRTH GENDER
Male Female
SOCIAL SECURITY # BIRTH STATE PREFERRED LANGUAGE
[JEnglish [JSpanish [JOther
ARE YOU HOMELESS? | ETHNICITY RACE
Cdves [No CINon-Hispanic| []White [IBlack/African American []Pacific Islander
[CHispanic [JAsian [JHawaiian [JAmerican Indian/Alaska Native
[JMultiracial ~ [[JUnknown ]! do not wish to report

Parent/Guardian Information (please indicate one)

NAME: [ JPARENT

[ JLEGAL GUARDIAN

ADDRESS IF DIFFERENT THAN CHILD

MAIN PHONE NUMBER

OTHER PHONE NUMBER

EMAIL ADDRESS

CINA
PREFERRED METHOD OF CONTACT
Telephone: [JYes [JNo [Okay toleave a message: []Yes [JNo] | Mail: [(dYes [JNo | [No Contact
DATE OF BIRTH GENDER RELATION TO THE PATIENT | SOCIAL SECURITY #
[Omale  [JFemale

FAMILY SIZE (# OF PERSONS LIVING IN YOUR HOME)

TOTAL FAMILY HOUSEHOLD INCOME

Primary Caregiver (Person responsible for providing day-to-day care for the patient.)

] Same as parent/guardian

NAME

RELATIONSHIP PHONE NUMBER

Healthcare Proxy (Person appointed to make healthcare decisions in place of parent/legal guardian.)

[ ] Same as parent/guardian

NAME

RELATIONSHIP PHONE NUMBER
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Patient Name:

Please provide an emergency contact that does not live with your child.

NAME RELATIONSHIP PHONE NUMBER | ADDRESS

Does this person know that this child is a patient of Legacy Community Health Services? [Yes [No

Medical Information

NAME OF PRIMARY CARE PROVIDER | ADDRESS PHONE NUMBER
NAME OF PREFERRED PHARMACY ADDRESS PHONE NUMBER

Complete the insurance questions below.

DO YOU OR ANYONE IN YOUR HOUSEHOLD HAVE MEDICAID, MEDICARE, CHIP, V.A., OR OTHER
INSURANCE COVERAGE?

[OYes [JNo Ifyes, who?

WHAT TYPE OF HEALTH INSURANCE DO YOU HAVE?

[CINone / Self Pay CIMilitary [JMedicare Plan [] Medicaid Plan []Private Insurance
Plan #: Group #:

Private Insurance Company:

PCP Provider if HMO Policy:

INSURED/POLICY HOLDER’S INFORMATION INSURED EMPLOYER’S INFORMATION
Name: Name:
Date of Birth: / / Address:

Social Security #: - -

Marketing

HOW DID YOU LEARN ABOUT OUR SERVICES?

[JFriend/Relative  [Jin Print  []JOn Radio/TV  []Internet [JReferral [JCommunity Event  []Other

By signing this form, | attest that all the statements | have made, including my answers to all questions
are true and correct to the best of my knowledge and belief. | agree to give the eligibility staff any
information necessary to prove statements about my eligibility. | understand that giving false information
could result in disqualification and repayment. Should my income or number of people in my family
change, | will tell the eligibility staff.

Signature of Client or Parent / Guardian or Power of Attorney Date
Signature of Person Who Helped Complete the Form Date
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Initial History Questionnaire (Historial Médico)

Household (Hogar):
Please list those living in the child's home (Por favor anote todas las personas que viven en el hogar con el nifio):

Relationship to child | D-O-B. Health problems

(Relacion al niiio) g;if:::rio) (Problemas de Salud)

Name (Nombre)

Are there siblings not listed? If so, please list their names and ages and where they live. (Hay algiin hermano/a que no esta en la
lista? Favor de anotar sus nombres, edades y donde viven)

If the mother and father are not living together or the child does not live with parents, what is the child’s custody status? (Si la
mama y el papa no viven juntos o el nifio no vive con sus padres, cual es la situacidn de custodia del nifio?)

If one or both parents are not living in the house, how often does he/she see the parent/parents not it the home? (Siuno o ambos
padres no viven en la casa, con que frecuencia ven al nifio?)

Birth History:

Birth weight: [J vaginal Delivery?  [JCesarean Delivery?
(Peso al nacer) (Parto vaginal?) (Cesarea?)

If Cesarean why? (Si fue Cesdrea, porque fue?)

Was the baby born at term?  [JEarly? [JLate? If early, how many week’s gestation?
(El bebe nacié a los nueve meses?) (Temprano?) (Tarde?) (Sifue temprano, cuantas semanas de embarazo?)
Did your baby have any problems right after birth? []Yes (Si) [INo

(Su bebe tuvo algun problema al nacer?)
Explain (Explique):
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[ves(si) [CINo

Smoke
(Fumo?)

[No

During pregnancy, did mother:
(Durante el embarazo, la mama)

Use drugs or medications: [vestsi)
(Uso drogas o medicamentos?)

[IBreast

(Pecho)

[IBottle

(Biberon)

Was initial feeding:
(La alimentacion incial fue)

Did your baby go home with mother from the hospital?
(Su bebe se fue del hospital con la mama?)

Yes(Si)

Drink alcohol

o [JYes(si)

[Ino

(Tomo bebida alcohdlica?)

If yes, what:

When:

No

(Si contest si, cual?)

(Cuando?)

Explain:

(Explique):

General

Yes/Si

Comments/Comentarios

Does your child have any serious illness or medical condition?
(Su nifio/a tiene alguna enfermedad seria o condicion
medica?)

Has your child had any serious accidents? (Su
nifio/a ha tenido algun accidente serio?)

Has your child had any surgery?
(Su nifio/a ha tenido alguna cirugia?)

Has your child ever been hospitalized?
( Su nifio/a ha sido hospitalizado/a alguna vez?)

Is your child allergic to any medication or drugs?
( Su nifio/a es alérgico/a a alguna medicina o droga?)

O|o|o|gd

Oo(o|o|ga| d

Development/Desarrollo

Yes/Si

Comments/Comentarios

Does your child have physical developmental problems? (Su
nifio/a ha tenido problemas de desarrollo fisico?)

O

Does your child have mental or emotional development problems?
(Su nifio/a ha tenido problemas de desarrollo emocional o
mental?)

Does your child have problems with their attention span?
(Su nifio/a ha tenido problemas de atencién?)

If your child is in school:
(Si su nifio/a va a la escuela)

Does your child have behavioral problems in school?
(Su nifio/a tiene problemas de comportamiento en la escuela?)

Has he/she failed or repeated a grade in school?
(Su nifio/a ha fallado o repetido algun afio escolar?)

Does your child have academic problems in school?
(Su nifio/a ha tenido problemas académicos en la escuela?)

Is he/she in special or resource classes?
(Su nifio/a esta en algun saldn especial o clases de educacién

especial?)

O |(ojg|ojo)jbo| Od

O |o|jo|jo(o(o| o |0l

Does your child have any issue — See Below Su nifio/a ha tenido alguna vez?)

Eyes (Ojos): Yes/Si | No Comments (Comentarios)
Any problems with eyes?

(Algun problema con los 0jos?) [ ]

Do eyes looked crossed?

(Los ojos se ven cruzados o bisco?) [ [

Does the child wear glasses? I:I I:I

(Su nifio/a usa espejuelos?)
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Ears (Oidos): Yes/Si | No Comments (Comentarios)
Any hearing problems?
(Tiene problemas de audicion?) O O
Three or more ear infections? ] ]
(Ha tenido mas de 3 infecciones de oido?)
Nose (Nariz): Yes/Si | No Comments (Comentarios)
Does the child have frequent bouts of sneezing, rubbing his/her nose?
(Su nifio/a tiene estornudos frecuentes o se toca mucho la |
nariz?)
Has the child had frequent nose bleeds? ]
(Su nifio/a tiene sangrado de nariz con frecuencia?)
Does your child have trouble breathing at night due to snoring?
(Su nifio/a tiene problemas respirando en la noche a causa de |
roncar?)
Throat (Garganta): Yes/Si | No Comments (Comentarios)
Does your child have three or more strep throat infections per year?
(Su nifio/a tiene 3 o mas infecciones de garganta con Strep al | |
afio?)
Heart (Corazon): Yes/Si | No Comments (Comentarios)
A heart murmur?
(Un soplo?) [ [
High blood pressure?
(Presion alta?) I:l I:l
Heart defect?
(Problemas o defectos de corazon?) O O
Lungs (Pulmones): Yes/Si | No Comments (Comentarios)
Bronchitis or pneumonia? I:I I:I
(Bronquitis, Bronquios o Neumonia?)
Asthma/wheezing? | O
(Asma o silbido/chillido en el pecho?)
Chroniccough?
(Toz cronica?) [ [
Abdomen: Yes/Si | No Comments (Comentarios)
Constipation?
(Estrefiimiento?) O O
Blood in bowel/stool?
(Sangre en la caca?) O O
Frequent abdominal pain?
(Dolor abdominal frecuente?) O O
Frequent vomiting or diarrhea? I:I D
(Vomitos o diarrea frecuente)
Difficulty with eating/chewing/swallowing?
Dificultad comiendo/masticando/tragando
( g ) I:l I:l

If yes, please explain in “Comments” >>
(Si contesto si, explique en los comentarios)
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Kidney (Rifion): Yes/Si | No Comments (Comentarios)
Has your child ever had a urinary tract infection? ] 0

(Su nifio/a ha tenido alguna vez infeccidn de orina?)

Is your child toilet trained? N N

(Su nifio/a ya dejo los pafiales?)

Does your child ever wet the bed? |:|

(Su nifio/a alguna vez moja la cama?) [

Skin (Piel): Yes/Si | No Comments (Comentarios)
Any sensitivity or allergy?

(Alguna sensitividad o alergia?) O O

Eczema or atopic dermatitis? I:I I:I

(Eczema o dermatitis atopica?)

Diagnosis of a skin condition? ] ]

(Diagnostico de alguna condicion de la piel)

Extremities: (Extremidades) Has your child: (Su nifio/a ha) Yes/Si | No Comments (Comentarios)
Had weakness or paralysis of arms or legs? O ]

(tenido paralisis o debilidad de los brazos o piernas?)

A persistent limp?

(cojera?) [ [

Ever worn corrective shoes or braces? O O

(Usado zapatos o aparatos para las piernas?)

Neurological (Neurologico): Has your child ever had: (Su nifio/a Yes/Si | No Comments (Comentarios)
ha tenido?)

Frequentheadaches?

(Dolores de cabeza con frecuencia?) O O

Convulsions or seizures?

(Convulsiones?) O O

Dizziness?

(Mareo?) O O

Fainting?

(Desmayos?) I:l I:l

Does your child receive any kind of therapy: Yes/Si | No Comments (Comentarios)
(Su nifio/a recibe alguna terapia?)

Occupational (Ocupacional) | |

Speech (Habla) | [l

Physical (Fisica) | |

Behavioral (De comportamiento o psicologia) | |

Concerns (Preocupaciones): Yes/Si | No Comments (Comentarios)
Are there concerns about physical, sexual, or emotional abuse? I:I I:I

(Tiene alguna preocupacion sobre abuso fisico, sexual o emocional?)

Has your child ever been admitted to the hospital for any reason:

(Su nifio/a ha sido admitido al hospital por aluguna razén en alguna ocasion?)

Please explain (Por favor explique) :
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Has your child seen any specialists : Please explain below
(Su nifio/a ha visto algtin especialista? — por favor explique)

Specialist/Especialista Hospital

Has your child ever had any Imaging studies? (Su nifio/a ha tenido alguna vez algun estudio que produce imagenes?)

Xrays (Radiografia) Ultrasound (ultrasonido o sonograma)

MRI (Resonancia Magnetica) CT scan(Tomografia)

Other (Otro)

Any other concerns you would like to discuss?
(Alguna otra preocupacion que quiera discutir?)

Family Hx:
(Problemas de salud en la familia?)
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I PEDIATRIC CONSENT &
COMMUNITY HEALTH ACKNOWLEDGEMENT FOR SERVICE

Name:

CONSENT FOR TESTING AND TREATMENT

| voluntarily authorize and consent to such medical care, treatment, and diagnostic tests that Legacy Community Health
Services believe are necessary for this patient. | understand that by signing this form, | am giving permission to the
doctors, nurses, physician assistants, and other health care providers in this medical office to provide treatment to this
child as long as this child is a patient in this office, or until | withdraw my consent.

| acknowledge that Legacy Community Health Services is required by state law to report information on patients who are
diagnosed with tuberculosis (TB) or other diseases such as HIV or syphilis. This is to ensure that the patient and those
around the patient have been properly treated for these ilinesses. This report is submitted to the City of Houston,
Department of Health & Human Services. The parent/guardian may be contacted by employees from the Department of
Health and Human Services for further questions relating to the treatment of TB or other diseases that could be spread to
others if needed. If you have any questions about this, please ask to speak a member of our medical staff before signing
this form and being tested.

(Initials)

ACKNOWLEDGMENT OF RECEIPT |

By initialing, | acknowledge that Legacy Community Health Services has provided me with its: Notice of Privacy
Practices, which explains how my health information will be handled in various situations; Client Rights and
Responsibilities, which | agree to abide by; Grievance Policy and, for filing complaints and E-Prescribing Information
Sheet.

(Initials)

FINANCIAL RESPONSIBILITY

By initialing below, | understand that if | qualify for services through a grant funded program such as Ryan White or
the Department of State Health Services Family Planning (Title X) and Texas Vaccine for Children these resources
are payers of last resort. Meaning that, if | currently or in the future have Medicare, Medicaid and/or third party
insurance, | may not be eligible for services under these grants. Therefore, | agree to immediately report any
changes in my financial status and/or insurance coverage to the Eligibility Specialist. If such changes have not been
appropriately reported and if those changes in my status result in my ineligibility for services under a grant funded
program at Legacy Community Health Services, | understand that | am fully responsible for the cost of services
delivered by Legacy Community Health Services.

(Initials)

MEDICAID / MEDICARE / THIRD PARTY INSURANCE

By initialing below, | understand that if this child becomes eligible for Medicaid, Medicare and or third party
insurance while a client of Legacy Community Health Services, | authorize Legacy Community Health Services to
furnish Medicaid and/or Medicare and/or third party insurance all of the necessary medical information with my
child’s diagnoses including but not limited to his/her HIV status to process his/her claim.

(Initials)

| hereby assign to Legacy Community Health Services all payments from Medicaid, Medicare and/or any other third
party insurance for medical services provided. | understand that | am responsible for the cost of services delivered,
not covered by my child’s insurance. | also understand that | may be responsible for the co-pay which will be paid
prior to my child being seen by a health care practitioner.

(Initials)
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DELEGATION OF CONSENT |

| hereby authorize (when | am unavailable to give consent) the following individual(s),

whose relationship to this child is , to consent to any and all medical care and
attention for this child which is deemed necessary and appropriate by a healthcare provider licensed in the state of
Texas. This consent includes, but is not limited to, medical and surgical intervention, and elective as well as
emergency care. This delegation shall be valid until | withdraw delegation of consent.

(Initials)

TERMS OF CONSENT |

By signing below, | agree to the terms and information above. | am giving this consent of my own free will. | fully
release Legacy Community Health Services and the Harris County Public Health & Environmental Services, and
Ryan White Grant Administration, as well as their Officers, Directors, Board Members, employees, and agents (i.e.:
volunteers, students) harmless from any and all damages, losses, liabilities (joint or several), payments, obligations,
penalties, claims, litigation, demands, defenses, judgments, suits, proceedings, costs, disbursements or expenses
(including without limitation, fees, disbursements and expenses of attorney, and other professional advisors and of
expert witnesses and costs of investigation and preparation) of any kind or nature whatsoever resulting from,
relating to or arising out of my receipt of services.

| have had the opportunity to ask any questions and have had them answered in a language that | understand. |
further agree to abide by the terms of this consent. | understand that this document remains in effect until | revoke
my consent in writing. | also understand that | am free to revoke my consent at any time.

Client Name Printed Initials
Signature of Client or Parent / Guardian or Power of Attorney Date
Witness Signature Date
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I CONSENT & ACKNOWLEDGEMENT
COMMUNITY HEALTH FOR OBTAINING E-PRESCRIBING HISTORY

Patient Name: Date of Birth:

ACKNOWLEDGMENT OF RECEIPT OF E-PRESCRIBING INFORMATION SHEET

By initialing, | acknowledge that Legacy Community Health Services has provided me with its E-Prescribing
Information Sheet, which explains the purpose and details on how my prescriptions and prescription refill
history will be handled electronically. (Initials)

TERMS OF CONSENT

I understand that providing Legacy Community Health Services with a history of my current and past
prescriptions will assist the agency in confirming the safety of my prescriptions and decreasing dangerous
interactions with any other medications | may be taking.

| hereby grant Legacy Community Health Services permission to obtain this medication history
electronically from other healthcare organizations, including, but not limited to pharmacies.

I decline the option of providing Legacy Community Health Services with a history of my current and past
prescriptions.

By signing below, | agree that | am completing this consent of my own free will to consent as initialed above. |
fully release Legacy Community Health Services, their employees, Board Members, and agents (i.e.:
volunteers, students) harmless from any and all damages, losses, liabilities (joint or several), payments,
claims, litigation, suits, proceedings, of any kind or nature whatsoever resulting from out of my receipt of this
service.

I understand that this consent shall remain active until | withdraw my consent in writing at any time.

Client Name Printed Initials
Signature of Client or Parent / Guardian or Power of Attorney Date
Witness Signature Date
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E L EGACY CONSENT FOR REVIEW

COMMUNITY HEALTH OF RECORDS FOR RESEARCH

Legacy Community Health participates in research studies, which involve proven or experimental treatments.
The staff of Legacy would like to review your records to determine if you are eligible to participate in current
or future studies.

By signing this form, you are only indicating that you are willing to share the information located in your patient
records with the Legacy research staff. The sole purpose of this information is to determine if you qualify for a
research study. You are not agreeing to be in a research study by signing this form.

This consent may be revoked at any time, except to the extent that action may already have been taken in
reliance on it.

Client Name Printed Initials
Signature of Client or Parent / Guardian or Power of Attorney Date
Witness Signature Date
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