
                                                        TOWN PEDIATRICS, PC                         2012 
823-F  SOUTH KING STREET   PHONE 703-777-5222 

LEESBURG, VA  20175     FAX 703-777-5144 

 

__ New    __ Existing                                   PATIENT REGISTRATION              Checked ___     Entered  ___ 

 
Date 

 

Contact Parent/Guardian Account Number 

 

Children (please list all your children)  Please Print 

First Name Last Name Nick Name Sex Date of Birth  
1 

     
2 

     
3 

     
4 

     

 

Mother __ Mother    __ Stepmother  __ Married    __ Unmarried     __ Divorced  
If divorced, child resides with?  ________________ 

Father __ Father    __  Stepfather  __ Married    __ Unmarried     __ Divorced  
If divorced, child resides with?  __________________ 

 

Mother’s Full Name Social Security Number Home Phone Number 

(            )               - 

Home Address City State Zip 

 

Mother’s Employer DOB Work Phone Number  

(            )               - 

Cell Phone Number  

(            )               - 

 

Preferred Number: _ __ Home  ____Work   ___ Cell    Ok to leave voicemail on preferred? Y/N
 

      

 

Mother __ Mother    __ Stepmother  __ Married    __ Unmarried     __ Divorced  
If divorced, child resides with?  ________________ 

Father __ Father    __  Stepfather  __ Married    __ Unmarried     __ Divorced   
If divorced, child resides with?  __________________ 

 

Father’s Full Name Social Security Number Home Phone Number 

(            )               - 

Home Address City State Zip 

 

Father’s Employer  DOB Work Phone Number 

(            )               - 

Cell Phone Number 

(            )               - 

 

Preferred Number: _ __ Home  ____Work   ___ Cell    Ok to leave voicemail on preferred? Y/N
 

 

Emergency Contact other than parents (Relative or Friend) 

 
Name Relationship Primary Phone Number 

(            )               - 

 

Primary Insurance Information  __ Check here if SELF-PAY (or we do not accept your insurance.) 

Please be advised that our office doesn’t bill absentee parents. The guardian bringing the child is considered 

financially responsible. 
Primary Insurance Company Identification/Policy Number 

Insurance Network, if applicable Group Number 

Insurance Address Insurance phone number for eligibility/verification 

(            )               - 

City State Zip Insurance Co-Payment/Co-Insurance 

Policyholder/Subscriber (not employer) 

 

Social Security Number of Subscriber Sex DOB of Subscriber Employer Plan?  Y or N 

PLEASE BE AWARE THAT WE DO NOT FILE TO SECONDARY INSURANCE UNLESS IT IS 

MEDICAID 
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The Children’s IQ Network® serves the children of the metropolitan Washington area through the 
electronic exchange of critical healthcare information.  The Children’s IQ Network® interconnects the 
Children’s National Medical Center hospital, emergency department, community health centers, 
independent health care practitioners, regional immunization registries and commercial laboratories. 
Health data pertaining to you or your child are shared between important health care providers within the 
Children’s IQ Network® to ensure that accurate and complete information is available for quality health 
care decisions.  
 
Pediatric care providers will be able to easily find important health information including your visit 
histories, allergies, medications, health problem summaries, physician notes, vaccine information and x-
ray results from the Children’s IQ Network® Having this information readily available will make your 
care safer, more efficient and less costly.   
 
Pediatric providers in the Children’s IQ Network® will be providing care for you through the use of a 
computerized electronic medical record (EMR).  Whenever and wherever you visit your doctor, the EMR 
will be used to enter information about your health conditions, allergies, test results, treatments, etc.  
Once the information is entered into the EMR, it will flow into a secure, confidential and private regional 
health record known as the Continuity of Care record.  From that point on, every time you see another 
care provider within the Children’s IQ Network®, your health care information will be available to ensure 
ideal care delivery.   
 
Through participation in the Children’s IQ Network®, you can be assured that important information will 
be available to your pediatric care provider when it is most needed.  Here are some examples where this 
could prove to be very important: 
  
You are visiting a new physician but cannot remember details regarding a recent hospitalization or home 
medications.  The physician can easily access your record to determine this information and avoid 
unnecessary test ordering or duplicate medication prescriptions while at the same time benefitting from 
previous diagnoses and test result information. 
 
You are taken to an Emergency Room.  Your injuries or condition may be such that you cannot 
communicate with the doctors and nurses taking care of you.  The Children’s IQ Network®, contains 
important medical information that can be quickly retrieved to find out what medications you are on, what 
you are allergic to, important contact information and other essential information.  
 
Your physician is going to see you today for follow-up after your recent hospitalization.  The doctor has 
no information on your hospital visit and wants to find out more.  The doctor can go to the Children’s IQ 
Network® and obtain good information to help him quickly understand what needs to be done when you 
are seen.  
 
Your health care information in the Children’s IQ Network® is protected in a highly secure data center 
with state-of-the-art monitoring and 24 hour each day security.  The data is encrypted (encoded) and can 
be accessed only by health care providers who are caring for you and have a need to know.   
 
Your health information will automatically be included in the Children’s IQ Network® however you do 
have the option to opt out (not share) your information.  If you choose to opt out, only your primary care 
provider will be able to see your health information.  Your health care information will not be shared with 
other care providers in the Children’s IQ Network®  
 
For additional information regarding the Children’s IQ Network®, please contact your health care 
provider.See back of this sheet to opt out of sharing your health record with Children’s 
Network.



 

 

 

 

 
 

CIQN Opt In/Out Form     
 
Patient Name: ______________________________ Patient DOB: ______________ 
Patient Name: ______________________________ Patient DOB: ______________ 
Patient Name: ______________________________ Patient DOB: ______________ 
Patient Name: ______________________________ Patient DOB: ______________ 
 

Please make a selection in one of the check boxes below: 
 

฀CIQN Opt In             
 

• I understand that all of my health care information collected by my health 
care provider will be submitted to the Children’s IQ Network®, it will be 
able to be seen by or shared with other health care providers within the 
Children’s IQ Network®.  

 

• I understand that my health care information will continue to be available 
to my primary health care provider as this information makes up my 
personal medical record. 

 

• I further understand that I will be permitted to change my decision and 
allow  sharing with other health care providers at any time in the future.   

 
 

฀CIQN Opt Out: I hereby request to not

 

 have my health care information shared 

  with other health care providers within the Children’s IQ Network®.  

• I understand that all of my health care information collected by my health 
care provider will continue to be submitted to the Children’s IQ Network® 
however, it will no longer be able to be seen by or shared with other 
health care providers within the Children’s IQ Network®.  

 

• I understand that my health care information will continue to be available 
to my primary health care provider as this information makes up my 
personal medical record. 

 

• I further understand that I will be permitted to change my decision and 
allow  sharing with other health care providers at any time in the future.   

 
 
Patient or Guardian Signature: ________________________________________ 
    
Relationship of Guardian to Patient: ___________________________________ 
 
Date: ____________________ 
 
Individual Receiving this Form: _______________________________________ 











Patient Name Town Pediatrics Intake Form

BIRTH DATE AGE Previous MD_________________________________

Previous MD Phone #__________________________

REFERRED BY Reason for change____________________________

Moved here from______________________________

Household

Please list all those living in the child's home.   Child lives with both parents?     ฀Yes   ฀ No

Name Relationship Birth Health   If no, what is the child's custody status?

to child date Problems   ___________________________________________

  How often does he/she see the parent(s) not in the home?

  _____________________________________

  Are there siblings living outside the home not listed? If

  so, please list their names and where they live. _______

  _____________________________________

  ______________________________________

  ______________________________________

Birth History

Birth Weight _________________________________________ Was the delivery     Vaginal? _______Cesarean? ______

Was the baby born at term? ______________  Early? _________ If cesarean, why? ________________________________

If early, how many weeks' gestation? ______________________ Did your baby have any problems right after birth?

Did mother have any illness or problem with her pregnancy? ฀Yes ฀No Explain ____________________

฀  Yes ฀  No Explain ____________________________    _____________________________________________

 __________________________________________________ Was initial feeding: Breast? ____        Bottle? ____

During pregnancy, did mother: Did your baby go home with mother from the hospital?

Smoke ฀Yes  ฀ No Drink Alcohol      ฀Yes  ฀No   ฀Yes ฀No Explain ____________________

Use drugs or medications     ฀Yes   ฀ No     ____________________________________________

What_____________________   When ___________________ Mother's OB/GYN _______________________________

*** Parents of Newborns please stop here and skip to Family History section.****

General

Do you consider your child to be in good health? ฀Yes  ฀No      Explain ____________________________

Does your child have any serious illness or medical condition? ฀Yes  ฀No      Explain ____________________________

Has your child had any serious injuries or accidents? ฀Yes  ฀No      Explain ____________________________

Has your child had any surgery? ฀Yes  ฀No      Explain ____________________________

Has your child ever been hospitalized? ฀Yes  ฀No      Explain ____________________________

Is your child allergic to any medications or drugs? ฀Yes  ฀No 

 Medication Allergies: Please list ALL medication allergies and describe the reaction to each.________________________________

__________________________________________________________________________________________________________

 Medications: Please list ALL medications including over the counter, herbal, vitamins or prescription. __________________________

Does your child have any food allergies? ฀Yes  ฀No

 Food Allergies: Please list ALL food allergies and describe the reaction to each _________________________________________

___________________________________________________________________________________________________________

Past History

Does your child have, or has he/she ever had:

Chickenpox ฀Yes  ฀No      Explain ____________________________

Frequent ear infections ฀Yes  ฀No      Explain ____________________________

Problems with ears or hearing ฀Yes  ฀No      Explain ____________________________

Nasal allergies ฀Yes  ฀No      Explain ____________________________

Any chronic or recurrent skin problem (acne, eczema, etc) ฀Yes  ฀No      Explain ____________________________

Asthma, bronchitis, bronchiolitis, or pneumonia ฀Yes  ฀No      Explain ____________________________

Problems with eyes or vision ฀Yes  ฀No      Explain ____________________________

Any heart problem or heart murmur ฀Yes  ฀No      Explain ____________________________

Anemia or bleeding problem ฀Yes  ฀No      Explain ____________________________

Blood transfusion ฀Yes  ฀No      Explain ____________________________

Frequent abdominal pain ฀Yes  ฀No      Explain ____________________________



Constipation requiring doctor visits ฀Yes  ฀No      Explain ____________________________

Bladder or kidney infection ฀Yes  ฀No      Explain ____________________________

Bed-wetting (after 5 years old) ฀Yes  ฀No      Explain ____________________________

(For girls) Has she started her menstrual periods? ฀Yes  ฀No      Explain ____________________________

(For girls) Are there any problems with her periods? ฀Yes  ฀No      Explain ____________________________

Frequent headaches ฀Yes  ฀No      Explain ____________________________

Convulsions or other neurologic problem ฀Yes  ฀No      Explain ____________________________

Concussion ฀Yes  ฀No      Explain ____________________________

Diabetes ฀Yes  ฀No      Explain ____________________________

Thyroid or other endocrine problem ฀Yes  ฀No      Explain ____________________________

Use of alcohol or drugs ฀Yes  ฀No      Explain ____________________________

Any other significant problem ฀Yes  ฀No      Explain ____________________________

Development

Are you concerned about your child's physical development? ฀Yes  ฀No      

Are you concerned about your child's mental or emotional development? ฀Yes  ฀No      

Are you concerned about your child's attention span? ฀Yes  ฀No      

Explain: _____________________________________________________________________________________________________

If your child is in school:

How is his/her behavior in school? ____________________________________________________________________________

Has he/she failed or repeated a grade in school? ___________________________________________________________________

How is he/she doing in academic subjects? _______________________________________________________________________

Is he/she in special resource classes? ___________________________________________________________________________

Family History

Have any family members had the following:

Deafness ฀Yes  ฀No      Who ________  Comments ________________________________

Nasal allergies ฀Yes  ฀No      Who ________  Comments ________________________________

Asthma ฀Yes  ฀No      Who ________  Comments ________________________________

Eczema ฀Yes  ฀No      Who ________  Comments ________________________________

Heart disease (before 50 years old) ฀Yes  ฀No      Who ________  Comments ________________________________

High blood pressure (before 50 years old) ฀Yes  ฀No      Who ________  Comments ________________________________

High cholesterol ฀Yes  ฀No      Who ________  Comments ________________________________

Anemia ฀Yes  ฀No      Who ________  Comments ________________________________

Diabetes (before 50 years old) ฀Yes  ฀No      Who ________  Comments ________________________________

Thyroid or other endocrine problem ฀Yes  ฀No      Who ________  Comments ________________________________

Autoimmune disease (Lupus, etc.) ฀Yes  ฀No      Who ________  Comments ________________________________

Infammatory Bowel (Crohn's, ulcerative colitis) ฀Yes  ฀No      Who ________  Comments ________________________________

Bed-wetting (after 10 years old) ฀Yes  ฀No      Who ________  Comments ________________________________

Epilepsy or convulsions ฀Yes  ฀No      Who ________  Comments ________________________________

Alcohol abuse ฀Yes  ฀No      Who ________  Comments ________________________________

Drug abuse ฀Yes  ฀No      Who ________  Comments ________________________________

Mental illness ฀Yes  ฀No      Who ________  Comments ________________________________

Mental retardation ฀Yes  ฀No      Who ________  Comments ________________________________

Immune problems, HIV, or AIDS ฀Yes  ฀No      Who ________  Comments ________________________________

Additional family history ________________________________________________________________________________________


