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Contact Information
Child’s Name:  ___________________________________   	Childs Date of Birth:__________________	
Mom’s Name:  ___________________________________		Girl		Foster Care
Dad’s Name:  ____________________________________		Boy		Adopted
Home Address:  Street___________________________________________________ APT#________________  	
City ________________________ State______ Zip Code ________________ County: (Gwinnett)  _____________
Home Phone:  ____________________________Mom’s Cell: __________________________________
Work Phone:  _____________________________Dad’s Cell: __________________________________
Pharmacy name & Street Name: ______________________________________________________________
[image: ][image: ]Insurance Card ID#____________________________________________________	
[image: ]	Blue Cross		United		Cigna			Aetna		Medicaid  	other
	PeachState		WellCare	Amerigroup		Coventry	Humana       ___________________
This child’s insurance coverage will be under whose plan?	Mother	Father	       Child (Peach care)
Please fill out the information below:
Responsible or Insured Parent’s Name: __________________________ Soc. Sec. #:__________________
Date of Birth:___________________________ 
 (
YES
) (
YES
NO
)Do we have permission to leave a message on the phone numbers listed above?  
E-mail:_________________________________________________Do we have permission to use?
Privacy Notice, Consent Agreements & Financial policy
Please review Agreements listed below:
Informed Consent for Care		Financial Policy			Notice of Privacy Practices
By signing below I declare that I have read, understand and consent to abide by all the terms of the agreements as listed above.
Parent Name (print) ____________________________________DATE: _________________________________
Signature (parent/legal guardian) _______________________Relationship to child: ____________________	

Medical History Form
 (
First & Last name 
used in hospital
)MOM”S Name____________________________________________________
Child’s Name:  ___________________________________   Date of Birth:  _____________________________
Birth History
Birth Weight_____________________ Birth Hospital/State:  _________________________________________________
	Full Term (≥ 37 weeks)				Vaginal		Forceps	Vacuum
[image: ]	Premature (≤ 37 weeks) # of weeks____  	C/Section – due to ___________________________________
Pregnancy concerns:         none __________________________________________________________________________
Newborn concerns:           none	jaundice         other _________________________________________________
Specialty care
Has your child ever seen a medical specialist?		No____ Yes____
Please describe:__________________________________________________________________________________________

Past Medical History
Does your child have a history of any medical conditions?    No____ Yes____
(please circle all that apply)
Genetic:			chromosome abnormality
Development:		delay-speech/language	delay-motor skills		autism
Learning	:		special education		dyslexia
Behavior/Mood		ADHD	anxiety	obsessive-compulsive	depression
Hearing:			ear tubes	hearing loss
Vision:			strabismus	amblyopia	astigmatism	cataract
Speech:			speech delay-expressive	articulation	stuttering	speech therapy
Neurological:		seizures	migraines	head trauma	concussion
Respiratory:		Seasonal allergies		asthma	croup	RSV	pneumonia	BPD
Cardiac:			heart murmur	VSD/ASD
Gastrointestinal:		constipation	acid reflux	liver disease	pyloric stenosis
Urology:			bladder infections		urinary reflux	kidney disease	enuresis
Muscle/Bone:		club foot	intoeing	hypotonia	scoliosis
Dermatology:		eczema	acne	warts	molluscum	hemangioma
Infectious:		tuberculosis	HIV	meningitis	
Heme/Onc		anemia	leukemia		cancer/turmor

Other medical conditions:____________________________________________________________________________________________________________




Hospitalizations’	  	None		Surgery:	    None
Date:__________ due to:________________________	Date________ due to:__________________________________
Date:__________ due to:________________________	Date________ due to:__________________________________
Current Medications	None		Allergies:	     None		
(Name)				(Dose)					(Name – Type of reaction)
_______________________________________________     Medication____________________________________________
_______________________________________________	Food__________________________________________________
_______________________________________________	Pets___________________________________________________
_______________________________________________	Seasonal_______________________________________________
Daily multivitamin				Indoor_________________________________________________
Other supplements________________________________________________________________________________
Family History
Other Children (names/ages):_________________________     __________________________________________________
				_________________________    __________________________________________________
Please list any family medical conditions:
 (
Any family history of:  
High Cholesterol
High Blood Pressure
Strokes
Heart Attacks
Diabetes
)Mom_________________________________________________
Dad__________________________________________________
Sister/Brother________________________________________
Grandparents_________________________________________
Cousins_______________________________________________
Care/Education
       @home	    day care	  pre-school	   School-grade____          home school        College
 (
 
)Home Environment
Parents: 	married	live together    	    single-parent         divorced	remarried
Occupation:  MOM________________________________  DAD_____________________________________
				(Circle one)
Guns:			NO	YES	----- 	LOCKED AWAY____________
Smokers:			NO 	YES	-----	inside		outside
Home:			house	apartment
Pets:			NO	YES	-----	type?_________________________
Car Seat/Seat belt:	NO	YES
Please describe any other specific concerns you would like to discuss regarding your child:
__________________________________________________________________________________________________________
How did you find out about Sweetwater Pediatrics? _______________________________________________________
	Childs’ Name
	 
	Date of Birth:
	 

	
	LEAD RISK ASSESSMENT
	
	
	

	1.  
	Does your child live in or often visit a house/apartment that may have been build before 1978?
	YES
	NO
	

	2.  
	Does your child live in or often visit a house/apartment that is being remodeled or is having paint removed?
	YES
	NO
	

	3.  
	Does your child live with or often visit another child that had an elevated blood lead level?
	YES
	NO
	

	4.  
	Does your child live with anyone that works at a job where lead may be found or has a hobby that uses lead?
	YES
	NO
	

	5.  
	Does your child chew on or eat non-food items like paint chips or dirt?
	YES
	NO
	

	6.  
	Does your child live near an active lead or smelter, battery recycling plant, or other industry likely to release lead?
	YES
	NO
	

	7.  
	Does your child receive medicines such as Greta, Azarcon, Kohl, or Payu-loo-ah?
	YES
	NO
	

	
	
	
	
	

	
	Parents initials 
	 
	 
	

	
	
	
	
	

	
	TB RISK ASSESSMENT
	
	
	

	1.  
	Is the child living with or around someone who has TB (infectious tuberculosis)?
	YES
	NO
	

	2.  
	Does the child have HIV (AIDS) infection or is he/she considered at risk for HIV infection?
	YES
	NO
	

	3.  
	Was the child born in another country (especially Asian, African, Latin American), or moved from another country?
	YES
	NO
	

	4.  
	Is the child in contact with someone who is in jail, or a person who was in jail in the last 5 years?
	YES
	NO
	

	5.  
	Is the child around anyone who is HIV infected (has AIDS), homeless, living in a nursing home, in a mental or long-term care institution, a drug user, in jail or a migrant farm worker?
	YES
	NO
	

	6.  
	Does the child have a medical condition or is receiving treatment which will lower the immune system?
	YES
	NO
	

	7.  
	Does the child live in a community where there is a lot of TB?
	YES
	NO
	

	
	
	
	
	

	
	
	
	
	

	
	Parents initials
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