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Apache D?sy;s Children’s Clinic.

NEW PATIENT QUESTI @i’éﬁi?g:_

PATIENTNAME:

PATIENTDOB;: / /

PLEASE NAME YOUR GHILD’S PREVIOUS PCP:
WHAT IS YOUR REASON FOR LOOKING/MEEDING A NEW PCP?
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R HOW MANYTIMES HASYOUR CHILD VISITED AN URGENT CARE/ER FOR

i
s

N
O

}5-6
3)2-4 D)8 OR MORE

In

HAS YOUR CHILD EVER BEEN DISCHARGED FROM ANY MEDICAL PROVIDER IN THE PAST?
PLEA TTHE REASQHN FOR DISCHARGE IF YOU ANSWER YES,
YES OR NO '

o

DOES YOUR CHILD RECEIVE CHILDHOOD VACCIMATIONS? [F YOU ANSWER YES, ARE THEY U
TOBATE ONTHEIR VACCINATIONS? IF YOU ANSWER NO. PLEASE PROVIDE A BREASON THAT
THEY ARE NOT RECEIVING VACCINATIONS,

VES OR  NO

@
T

IAS YOUR CHILD BEEN DIAGNOSED WITH AUTISM. ADMD, ANXIETY/DEPRESSION?
YES OR NO

IEYOU ANSWER YES TO QUESTION 6, PLEASE LIST ANY MEDICATIONS THAT THEY TAKE FOR
THESE CONDITIONS?

~J
-

8} IENOTONANY MEDICATIONS FOR THE ABOVE CONDITIONS, DO YOU PLAN TO DISCUSS
STARTING MEDICATIOM AT YOUR INITIAL NEW PATIENTVISIT? YES OR NO




APACHE'JREVE CHILDREN'S CLINIC
Patiapi Registration

Patient: LastNama: First Name: Ml

spanic/ Unknown/ Decline to Spacify ¢

Race: Asian/ American Indian-Alaskan/ African American/ Paciic Isiandar! White/
ast/ Giher/ Dacline io Spesify.

< g El“! '[0 r\p,;cn.
tYes/No i No, Addrass
/ Soaial Sscurity Numbar: - -
) - Csll Phone( J- . Carrer (____ )
Empioysr:
nbar { 3. -
EEANVE /

Lives with patient: Yas /No ¥ No, Address
Dateof Bith: ___ /[ [ Social Secu urity Number - -

Home Phone: (- - Cell Phons| )- - Carrier { )
Emall; Emplover:




INSURANCE:

nsurance Carrier:
Policy Hoter’s Name:
Policy Holder’'s Gender: M or F
Policy Holder’s Relation to Patient:
Policy Holder’'s DOB: / /
Policy Holdear’s Social Security Number;
Insurance ID Number:

Group Number:

PRIVACY/HIPAA:

The State of Arkansas recognizes the genetic mother and genetic father to hold the rights of

medical disclosure until the age of 18. This form is for extending medical disclosure rights
to other parties.

I AUTHORIZE APACHE DRIVE CHILDREN'S CLINIC TO DISCLOSE PERSONAL HEALTH
INFORMATION TO THE FOLLOWING:

NAME: RELATIONSHIP TO PATIENT:

CUSTODY: (This section pertains to parents/guardians who are divorced or separated)

Who has legal custody of the patients? (Please include relationship to patient)

Are there any legal restrictions that would restrict the non-custodial parent from
consenting to medical treatment for the child or from obtaining information about the
child’s medical treatment? YES / NO

Ifyes, please explain and provide a copy of any legal documentation that supports this
restriction.




| MEDICAL HISTORY

PATIENT NAME DATE OF BIRTH
Place of Birth
Problems during pregnancy ?
Type of Delivery: Vaginal C/Section: re epeal __ emergency -
Problems during Delivery :
Signﬁcant problams during newborn period (1st 2 weeks):
Has this child ever received a blood transfusion of any blood producis
i5 THIS CHILD CURRENTLY TAKING ANY MEDICATION ? VES NO. Ky

this child had any immunizations? If yes, are they up to date?
Cni DS AN INFANT:

Sreact feeding Formula Feeding __iT so which formula?

Do you feel-your baby is developing normally? it NO what are vour concerns ?

IFYCUR CRILD IS OF SCHOOL AGE:
How is your child deing in school? .

ere does he attend school? Current Grade

v significant behavioral or emational problems in your opinien?

Iu LI“(_‘FC E’.E“‘
i your child is overlD vears of age,did they received their 2nd MMR?  YES NO
iF PATIENT IS FEMALFE ADOLESCENT:
's she having seriods yer? How old was she at m a;che {first pariad)?
Pericds are: Regulfar rregular FLOW: eavy Normal Light

PATIENTS MEDICAL HISTORY:

N ) DT e b semime R
i T

MONTH JYEAR! . PAST MEDICAL PROBIEMS MO\zn [.YEAR!. SURGERIES T T

Does this patient have any known allergies? YES  NO
5 $ b

if ves please spacify EDICATIONS OTHER
Mother's Hezkh Health Problems
Fathar’'s Hezlih Health Problems

OTHERS / SISTERS: A : —
cpAge MU F T Healtihtinclide past/presentProblems -

E
r
}
T
H
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DOES OR HAS ANY BLOOD RELATIVE OF THIS CHILD HAVE OR HAD ANY OF THE FOLLOWING 7
..Dizbetes _ Cancer__ Bleeding Dlsordﬂr _Anemia __ Kidney Disease _ Tuberculosis

__Heart Diseass _ Stroke __ High Cholesterol __ High Blood Pressura _.. Arthritis __ Lupus

__Rheumatic fever _ Asthma __Psychiatric Disorder _ Crohns/Ulcerative Colitis

__ Cystic Fibrosis _seizures/Epilensy _ Hearing Impaired __ Vision Impaired




Apachs Drive Children’s Clinic
3203 Metnodist Drive Joneshoro, AR 72401
Phons: 870-935-1800 Fax: 870-§35-2917

AUTHORIZATION OF RELEASE OF CONFIDENTIAL INFORMATION:

Intarnal Nata: An ariginal autharization shall be signed for each requast of relsass of information.

To/Frami: Apache Drive Childran’s Clinie TofFrom:

3203 Methodist Drive Address:
Jansshare, AR 72401
Contact: _
Phone:
Fax:

I, , Parent/Guardian of ths patient named bslow, give ADCC
permission {o obtain from or give to the ahove named agency/person, pertinent social,
redical, other information listed below. | understand that this information is confidential
and will only be used for the banefit of the patient. | understand that this information
rnay be subject to re-relsase by the recipient without the knowledge or consent of ADCC
and that ADCC is in no way responsible for this action.

DOCUMENTS TQ BE RELEASED:

i. 2.
3. 4,
PURPOSE FOR RELEASE (CHECK ALL THAT APPLY):
Al the request of patlent or parent/guardian Per ADCG discrstion of needs
Patient’s Namea: __ DoB: / /

Signature of Parent/ Guardian: Date: / /
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NO SHOW POLICY:

LOWERY BECK, M.D.
SASHA CLEMENTS, APRN

Quality care for our patients is our top priority. Please take a few minutes to read our No-

Show Policy and sign it at the bottom. If you have any questions retated to this policy,
ptease let one of our staff know,

Our gealis to provide the best possible care for each of our patients and do soin a timely

manner. Therefore, to make that possible, Apache Drive Children’s Clinic has implemented
a No-Show/Cancellation Policy.

We define a No Show as any patient who fails to show up for their appointment, fails to
cancel their appointment at least 2 hours prior to their appointment time, or those who
show up their appointment more than 10 minutes late, thus not being able to be seen. Qur
10-minute grace period for appointments is not guaranteed. We reserve the right not to see
your chitd if you are past your scheduled appointment time. Each'time you no-show an
appointment for your child, our clinic will charge a $20 No-Show Fee.

After 2 No Show appointments, a patient may receive a letter in the mail notifying them of
their previously missed appointments. Once the patient misses a 3rd appointment, he/she
may be discharged from our practice. We understand that sometimes you simply cannot
make it to your appointment. All we ask is that you respect our time and our other patients’
time and calt to cancel or reschedule your appointment. We appreciate your cooperation in
this matter and look forward to providing your child with the best healthcare possible,

Patient Name:

Parent Signature and Date:




VACCINATION POLICY:

At Apache Drive Children's Clinic, we strongly support and recommend that all children
receive vaccinations according to the immunization schedule recommended by the
American Academy of Pediatrics (AAP) and the American Medical Association (AMA).

We believe that vaccinations are safe, effective, and an important part of protecting
children, families, and our community from serious and potentially life-threatening
communicable diseases. Vaccinations have been proven to reduce the spread of vaccine-

preventable illnesses and help protect those who are unable to receive certain vaccines
because of age or medical conditions.

We recognize that parents and legal guardians may have questions, concerns, fears, or
uncertainty regarding vaccinations. We are committed to providing parents with accurate,
evidence-based information and answering questions so that families can make informed
decisions regarding their child's healthcare.

While we strongly support and recommend all vaccinations, Apache Drive Children's Clinic
respects a parent’s or legal guardian's right to make decisions regarding vaccinations for
their child, subject to applicable federal, state, and local laws and regulations.

Parents and legal guardians who choose to delay or decline recommended vaccinations
should understand that doing so may increase their child's risk of:

» Contracting vaccine-preventable diseases

» Developing serious complications from those diseases, including hospitalization, |
permanent disability, or death,

+ Spreading communicable diseases to infants, other children, pregnant ' '
individuals, immunocompromised individuals, and others who may be
particularly vulnerable. :

« Thatthey may direétly contribute to an outbreak of vaccine-preventable
diseases in our region.



« Ifourregion experiences an outbreak of a vaccine-preventable disease, your

child may be required to miss school, childcare, activities, or other opportunities
due to their lack of vaccinations,

Vaccination does not guarantee that a child will never become ill; however, recommended

vaccines substantially reduce the risk of many serious infectious diseases and their
complications.

Parents or legal guardians who choose to delay, partially delay, or completely opt out of
recommended vaccinations will be required to acknowledge that decision by signing a
vaccination waiver that will be notarized at the time of the document signing. A new waiver
may be required if vaccination decisions change or as otherwise determined by the clinic.

Apache Drive Children's Clinic will continue to strongly support and recommend routine
childhood vaccinations and will provide families with current, evidence-based vaccination
information to help them make informed healthcare decisions for their children.

Patient Name:

Parent Name:

Parent Signature:

Date: / /
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Parent Signature and Das



ER/URGENT CARE POLICY:

LOWERY BECK, M.D.
SASHA CLEMENTS, APRN

Qur practice values the Spporiunity that we hava to treat your child for all their hesithcare
needs. We realize that at times ¢ may be necessary to take your child 1o see another

healthcars provider such as an Urgent Care of ER, Howsver, our providersask thatvou
xeepthatto a minimum and cnly do so if instructed to by our staff or on-call service.

Reasonstovisitan ER should bedueios e smerge nﬁy This would include things such
@ dioken bons, i vour chitd was in wvolvad ina carace dent, if they are having rouble

eed stitches and our office is ciosed, afavarof 105 or greatea’ihat you
h

ontrol, ete. Urgent Care should not ba y Used unless our staff or oncall
o

opointmenis until 4:30pm Monday-Friday. Our practics offsrs ar‘ tar-hours cere aswell,
‘;’ou cah callour main mbe , 870-933-1800, afier 5:00pm and you will be directed to &
o

nurss at Arkansas Children 's Hosplialthat can give you medical dwcg onyour child,

Our practice monitors our patisnt'suse oftha FR and Urgsnt Carss. Ws receive reporis
gboutwhens pat tofours is seen et ancther healthoare faciiity and the reason for the
visit. Ifyou utilizs other heaa‘(hcare sattings for non-emergant reasons, or without being
instructed to do so, vou will receive awarning letier in tha maii. | I you continus to use the
=R or UrgeniCares aftara warning letter has besn malled out to vou, your ehild will he
dischargsd from our practics,

Patient Mams:

Parent Signature/Data:




