PEDIATRICS z ’

Patients Demographic Information Sheet

Patient/Child Information

Child’s Name: [0 Male [l Female  Date of Birth:
Child’s SSN:
Child’s Ethnicity (circle): American Indian / Hispanic or Latino /Asian / Black or African American / Caucasian / Other

Child resides with: [0 Both Parents [0 Father O Mother [0 Other

Mother’s Name: Date of Birth:
Home Address: City, State, Zip
Home Phone: Cell Phone: Work Phone:

Email Address:

Father’s Name: Date of Birth:
Home Address: City, State, Zip
Home Phone: Cell Phone: Work Phone:

Email Address:

Messages (unless requested otherwise, we only leave our name/phone and general message regarding appointments)
OK to leave a detailed message on provided numbers? (I YES [ NO OK to leave appointment reminders/confirmations? [1 YES [1 NO

Insurance Information (ALL Private AND Medicaid insurance policies MUST be reported)

Primary Insurance:

Member ID: Group #:

Secondary Insurance:

Member ID: Groupt:

Subscriber Name: Relationship to patient:
Subscriber Social Security: Subscriber DOB:

Pharmacy Information
Name & Location:

Phone:

Guarantor Payment Responsibilities: | hereby authorize Parkway Pediatrics LLC to release any information, including the diagnosis and record of any
treatment or examination rendered to me or my child during the period of such care to third party payers and/or other health practitioners. Parkway Pediatrics
LLC is required to collect my copay/deductible charges at the time of service as this will be reported to my insurance company. My charges maybe adjusted if my
insurance is not “In-Network”. It is my responsibility to know if my insurance is “In-Network” with Parkway Pediatrics LLC. All rejections for claims with insurance
providers will be mine/patient’s responsible party’s responsibility of full payment. I authorize and request my insurance company to pay benefits otherwise
payable to me directly to Parkway Pediatrics LLC; I understand that my insurance carrier may pay less than the actual bill for services. I agree to be responsible for
payment of all services rendered on behalf of myself or my dependent.

By signing below, I certify that I have read and understand the notice above, which explains how my medical information will be used and disclosed and the
Guarantor Payment Responsibilities.

Parent/Guardian Signature Date
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Patient Name: Date:

Pregnancy/Birth History:

Were there any complications or medications taken during the pregnancy?
Was there any use of tobacco, alcohol, or illegal drugs during pregnancy?

What hospital was baby delivered at? Gestational Age? Weeks
Type of delivery? [ Vaginal Delivery []C-Section [ Induction was baby in breech position? [ Yes [ No
What was the birth weight? Height?

Any complications during delivery or nursery stay? 0 Yes [INo If yes, explain

Any abnormalities with Newborn/ Hearing screen or Bilirubin Levels? 1 Yes [ No  Was a copy provided tous? 0Yes [1No

Infancy/ Early Childhood Development:

S A

Nutrition: [ Formula Fed [JBreastFed [1Both If Formula, Which brand/type?
Achieved Developmental Milestones? (Walked, talked, etc....) OYes [INo On Time? OYes [INo
Child Care: [ Daycare [IIn-Home Sitter [ Stay-at-Home Parent

Any concerns about growth and development?

Any medical problems?

Did patient receive all recommended immunizations? [Yes [INo [J1Some
a. If not which vaccines were refused?

School History:

WO N U A WN e

Where did the patient first attend school?

Any other schools child has attended? O Yes [ No If so, where?
Current grade, school, and teacher’s name?

Problems noted by any teachers? 0 Yes [INo explain:

Any problems noted with homework? 0 Yes [INo explain:

Currently how does child get to and from school? O Bus rider [ Car rider
School start time? Time home from school? Time doing homework?

Pt. makes/ keeps friends well?

Extracurricular activities?

Nutrition/Exercise/ Sleep:

N o s w N e

Does child eat Breakfast, Lunch and Dinner? [Yes [lNo examples of meals:
Does child Skip Meals: 0 Yes [1No

Does child eat snacks often? [OYes [INo examples of snacks:

Eats variety of foods O Yes [1 No Is he/she a picky eater? (I Yes [1 No Does child eat fast food frequently? O Yes [1 No
Any regular exercise? (include outside play/sports) how many hrs. a day?

Wake up time? Bedtime? Napping?

Does pt.sleep well? OYes [ONo  Any trouble falling asleep, staying asleep? O Yes [INo Snoring? OYes [1No

Please describe any discipline methods?
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Patient Name: Date:

Past medical history / hospitalizations / surgeries:

1. Has the patient ever been hospitalized? 0 Yes [1No
What for?

2. Hasthe patient ever had surgery? [Yes [INo
What kind?

3. Any chronic medical problems?

Current Medications (include over the counter medications, laxatives, aspirin, vitamins, prescriptions and herbal supplements):

Allergies or intolerances:

Family medical history:

1. Any significant ilinesses in mother/father/ sibling?

2. Are patient’s grandparents: [OLiving [lDeceased [1Both
a. Cause of death / any serious health concerns?

3. Mother’s height? Fathers height?
4. Are any family members very short? Very tall?
Underweight? Overweight?

5. Are there any extended family members with genetic disorders? (sickle cell, cystic fibrosis, hemophilia) O Yes [1No
Please List

Social History:
1. Patientlivesin: [0 House []Apartment [Trailer [ Farmhouse

2. Who else lives in home?

a. Please list the ages of any siblings living in home.

Are there any smokers in the family? OYes [INo Do they smoke in the home? OYes [INo
Has the patient ever experimented with alcohol? [ Yes [INo Illegal drugs? OYes [INo

Has the patient every tried tobacco products? OYes [No

Are there any pets living inside the home? OYes [INo outside? OYes [INo

Water source for the home? [ Well Water []City Water [1Other

Is there any history of reported or verified abuse? (sexual, emotional, physical, neglect, or
other?)

O N v kW

9. TEENS: boyfriends / girlfriends? 0 Yes [1No



Parkway Pediatrics LLC
Authorization for Release of Medical Records

DOB (s):

Patient(s) Name:

This letter will authorize this office to provide a copy, summary, or narrative of my medical records as indicated by the check marks
below or to otherwise release confidential information. At this time | am requesting the following:

Complete Record

Records of care from to only

Records of Care concerning the following conditions:

Other: Specify:

HIV/AIDS/other STDs: | consent to the release of any positive or negative test results for AIDS or HIV infection, antibodies to AIDS, or other

causative agent of AIDS. with the rest of mv medical records. Initial Date
Previous Doctor: Address:
Phone: Fax:

To the Following Person(s):

Dr. Kelli M. Cocke, M.D.
Parkway Pediatrics, LLC
6800 Ambassador Caffery Parkway
Broussard, Louisiana 70518
337-330-4525 (phone) / 337-330-4526 (fax)

The reason or purpose for this release of information is:
Physician Change
Second Opinion

Other:

Date:

Signed:
(Patient or Person legally authorized to consent on patient’s behalf)

Relationship to patient Witness Date

***please Fax or Mail the medical records/immunization records promptly, Thank you for your cooperation.



Parkway Pediatrics, LLC- Dr. Kelli Cocke, M.D.

Parkway Pediatrics, LLC. is a physician owned and operated facility.

CONSENT AND UNDERSTANDING
This consent is required by the Health Insurance Portability and Accountability Act of 1996 to inform you of your rights for privacy with respect to your health
care information. Our Full Privacy Policy Form/Patient Policy and Insurance/Billing Policy can be found on our website at pkwypeds.com, posted in our
office lobby or you can request a copy.

Consent Related to Privacy Notice:

I have reviewed the Practice Privacy Notice as part of this registration process. | understand that the terms of the Privacy Notice may
change at any time. | may obtain these revised notices by contacting the practice by phone or in person. | understand | have the right to
inspect, copy, receive confidential communications from Parkway Pediatrics, LLC by alternative means, have the physician amend and
request how my protected health information (PHI) has been disclosed. | also have the right to restrict how this information is disclosed,
but Parkway Pediatrics, LLC is not required to agree to my restrictions.

Consent for Care:

I, with my signature, authorize Parkway Pediatrics, LLC, Dr. Kelli Cocke M.D. and any employee working under the direction of the
physician, to provide medical care for me, or the patient for which | am the legal guardian of. Medical care, services and supplies related
to myself/patients health, preventative, diagnostic, therapeutic, rehabilitative, maintenance, palliative care, counseling,
immunization/vaccine administration, assessment or review of physical or mental health of the body and the dispensing of prescriptions,
samples, devices/equipment or other items required. This consent may include contact and discussion with other health care
professionals for care and treatment.

Patient Policy:

I have reviewed the Patient Policy as part of this registration process. | understand that patients must be present at the time of
appointment. | agree to cancel all appointments within a reasonable time, unless due to an emergency. | understand that 3 “no-shows” or
6 “last minute cancellations” for appointments will result in dismissal from our clinic. | also understand and agree that arrival of more the 20
minutes late for my/patients appointment will be marked as a “no-show” or “last minute cancellation” and | will be asked to reschedule. All
“no shows” for ADD/ADHD appointments will result in denial of ADHD medicine refills until patient is seen.

Financial Policy:

I, the patient/responsible party assume responsibility to ensure that the financial obligation is fulfilled for the health care services received.
| also authorize this practice to furnish information to the billing office in connection to Parkway Pediatrics,LLC and identified insurance
carrier(s) for any and all payment activities. | consent to assign all payments for services directly to this practice.

*| understand that | am responsible for all balances, co-payments, amounts applied to deductibles, and other amounts that may be deemed my
responsibility by the payment sources, as required by my contract with my insurance plan and state regulations. | understand that if | have an insurance
co-payment, co-insurance or deductible charge | am expected to make that payment when checking in for my appointment. | also understand | am required
to pay 20% of any balance over $300 before | can be seen. | understand that if my balance is below $300, I/patient will still be seen, however, a payment or
payment plan must be made prior to being seen.

*| understand that my contract with my insurance entity may or may not cover some services. All insurance policies are not the same. They vary by
employer group. Parkway Pediatrics, LLC. is not responsible or able to know every policy available. It is my responsibility to verify applicable coverage prior
to receiving the services. If | seek care outside of the contract terms, | am aware that | may be responsible for all charges that are incurred.

*| understand that a wellness visit consists of an exam and any vaccines that are required by age. | agree that any additional concerns will constitute a
“problem” visit in addition to the wellness visit and result in a charge from our office or the patients insurance. If you do not advise the front office staff and
do not pay the co-pay, co-insurance, or deductible charge you/patient will be billed.

Authorization to Communicate: | understand that Parkway Pediatrics, LLC utilizes various communication methods including voice
calls, email and fax for the purposes of sharing clinical/ medical results, scheduling appointments, sending appointment reminders and
communicating/ discussing financial responsibilities. By signing this form, | am granting permission to Parkway Pediatrics, LLC to utilize all
phone numbers/addresses that | have supplied to contact me regarding this current visit and any future visits for the above stated
purposes. | further understand that | have a right to revoke this authorization at any time by communicating this request to Parkway
Pediatrics, LLC.

Release of Information: | authorize Parkway Pediatrics, LLC to release medical or other information to my primary care or referring
physicians, the insurance companies, the Louisiana Department of Health and Hospitals (Medicaid and SSI), or any third party acting on
my behalf or Parkway Pediatrics, LLC’s behalf which is needed for benefits to be paid under my insurance or other contracts applicable to
claim for treatment. | hereby indemnify and release Parkway Pediatrics, LLC from any and all responsibility relative to the release of such
information. | understand that Parkway Pediatrics, LLC will make any disclosures that are required by law to meet mandatory reporting
requirements. | hereby idemnify and release Parkway Pediatrics, LLC from any and all responsibility relative to the release of such
information.

| have read and understand ALL of the above Policies/Consents and agree to accept full responsibility as described above.

Patient Name

Patient Guardian Signature Date



