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East Valley Pediatric Endocrinology PLLC

Edward Holland MD
Board-Certified in Pediatrics and Pediatric Endocrinology

**************************************************************************************************
Patient’s Name______________________________________Gender   M     F



(First)              (Last)

Date of Birth__________________   Current Age________ SS#___________________
Address_________________________________Apt__________________
City_________________​___State_____________________Zip________________
Home Phone (    ) ______________________Cell (    ) ___________________________
Primary Care Physician_________________________________

Address_____________________________Phone #______________________________
If Different, Referring Physician_____________________________
Reason for Visit__________________________________

*********************************************************************************************
Responsible Party____________________________________________

Relationship to Patient (circle)   self   mother   father   legal guardian
Date of Birth___________________     SS#______________________          Gender M   F

Street Address ___________________________________________

City______________State__________Zip_____________

Home Phone (    ) _______________Work Phone (    ) ________________Ext________
Cell (   ) __________________________Email___________________________________
Please list name(s) of any other person or persons who can receive medical information about this patient other than responsible party (ex. Mom, Dad, Grandparents etc.)_______________________________________________________________
__________________________________________________________________________________
__________________________________________________________________________________

********************************************************************************************

Emergency Contact___________________________Phone (    ) ____________________ Address_____________________________City___________State_____________

Relationship to Patient____________________________________
*********************************************************************************************
PLEASE PROVIDE ALL PATIENT INSURANCE INFORMATION, AND WE WILL ALSO MAKE A COPY OF YOUR INSURANCE CARD. WHEN PROPER INFORMATION IS NOT PROVIDED THE RESPONSIBLE PARTY WILL BE BILLED.

Primary Insurance___________________________Phone_______________________

Address________________________________City_____________State________Zip_______
Plan type_________Co-pay_________Group #_________________

Policy Holder_______________________Date of Birth_____________

SS#______________________Member ID#____________________________
Occupation__________________Employer________________________________
Relationship to Patient__________________________________

Secondary Insurance______________________________Phone (  ) _______________

Address________________________________City_____________State________Zip_______
Plan type_________Co-pay_________Group#_________________

Policy Holder_______________________Date of Birth_____________

SS#______________________Member ID#____________________________
Occupation__________________Employer________________________________
Relationship to Patient__________________________________

Welcome to East Valley Pediatric Endocrinology, PLLC

We are happy to have you as a client and will do everything possible to make sure your experience with us is satisfying and productive.   

Communicating With Us

Generally, patients call us for the problems associated with the conditions we are evaluating or treating.  All other calls or questions are best directed to your PCP.  However, one of our medical staff is always on call and that doctor or covering physician is available for emergencies.  

Calls after hours should be for emergent problems that cannot wait for the next business day. 

Office calls are prioritized by the patients needs.  If you are calling during business hours and you view your problem as an emergency, please tell our receptionist the nature of the problem and she/he will be able to direct your call appropriately.
If you call our office and want to have a lengthy discussion about your child’s care or have many questions, we will ask that you schedule an appointment to see one of our providers.  Unless a call is urgent or emergent, our staff will take a message and someone will return your call within 24-72 hours.  

Laboratory Studies

When we give you lab or X-ray slips to have laboratory or X-ray work completed, we ask that you complete these tests within 1 week (unless otherwise directed).  Our office will make an attempt to contact you regarding laboratory and/or x-ray results. Please be aware that some of the tests we order are complex and are sent out-of-state to be completed, and it can take several weeks to get all the results.

Any follow up lab studies requested need to be done two weeks prior to your visit so we will have the results when you come in.  

Communicating with Others about Your Case

Our office is committed to maintaining your privacy.  Except for other medical personnel who are involved in your evaluation and treatment, we will not discuss your care with anyone unless you give us written permission to do so.  This includes any family members who are not listed on the registration form. If you want us to talk to anyone other than the parent or guardian about your child’s care, we ask that you inform us about this ahead of time so that we can have you sign a release allowing us to discuss your case with the person(s) you designate. Please see the HIPPA policy at the end of this packet for more information about privacy rights.

Forms and Release of Records

The completion of administrative forms about your child’s care and duplication of medical records is not a part of your routine medical services from us.  We are happy to assist you in any way that we can; however, we reserve the right to charge appropriately for these extra services depending upon the time and effort involved in completing the forms or duplicating records.  We will always charge a fee for faxing records out of state.
We ask that you allow seven to ten working days to complete forms or to transfer records.  

Prescription Refills

Please call your pharmacy when you are in need of a refill. They will contact us to obtain all the necessary information. Please be aware that refill requests do take 24-48 hours to complete for a local pharmacy, and 24-72 hours for mail-order pharmacy requests.

Missed Appointments

We have a policy on same-day cancellations and no shows.  This policy states if you do not cancel your appointment more than 48 hours before the appointment by speaking to one of our staff, we will consider the appointment missed.  If you miss two or more appointments, we may discharge you from our practice.  We do understand that things happen that prevent you from keeping an appointment, so please call our office to notify them if this is the case, and we will work with you to reschedule the appointment. Please note that in the event that you do miss an appointment, it is your responsibility to call to reschedule.

Payments

Co-payments and deductibles are due at the time of the visit.  If you do not have these we will not be able to see your child.  Our reception staff is instructed to collect your payment at the time of your visit.  If there is a question about your deductible we may ask for an imprint of your credit card which we will bill if it is determined that you are responsible for payment.  We will notify you and you will have 7 days to contact us if you do not agree with the charges.  

If we cannot verify that you are covered by your insurance for this visit and that all the appropriate referrals and authorizations are in place, we will ask you to pay the cost of the visit and then refund the money to you if we are paid by insurance.

If you are having trouble meeting your financial responsibility, please discuss these issues ahead of time so we can work with you on this matter.

While we do not like the job of collecting money, we do need to be paid.  When we have determined that you owe a balance and you do not take care of this within 30 days, we will be forced to give this to collections.  You will have to pay all cost of collection including attorney fees, collection fees, and contingent fees to collection agencies of not less than 35%, such contingency fee to be added and collected by the collection agency immediately upon our referral of your account to the collection agency of our choice.

Our billing section is always available to help you with billing issues.  If you leave a message for our billing staff, they will contact you within 48-72 hours.  

Test, Drugs or Supplies Not Covered by Insurance

Your insurance company may not always cover all tests, procedures, and medications we recommend. If this occurs, please notify our office and we will do our best to work with them to resolve the problem.

Referrals/Authorizations

Most insurance companies will require a referral or authorization for you to be seen here. It is your responsibility to contact your pediatrician’s office or your insurance and make sure the proper referral is sent to us. If you change insurances, please contact us at least two weeks before an appointment so we can be sure we get a new referral.

There are also medications that require an authorization, such as growth hormone.  We will do our best to obtain an authorization, but we require at least two weeks’ notice if an authorization for any medication, test, or office visit is required.   

HIPPA Statement

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED, AND HOW YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE REVIEW IT CAREFULLY.

This Notice of Privacy Practices describes how we may use and disclose your protected health information (PHI) to carry out treatment, payment or health care operations (TPO) and for other purposes that are permitted or required by law. It also describes your rights to access and control your protected health information. "Protected health information" is information about you, including demographic information, that may identify you, and that relates to your past, present or future physical or mental health or condition and related health care services.

1. Uses and Disclosures of Protected Health Information

Uses and Disclosures of Protected Health Information

Your protected health information may be used and disclosed by your physician, our office staff and others outside of our office that are involved in your care and treatment, for the purpose of providing health care services to you, to pay your health care bills, to support the operation of the physician's practice, and any other use required by law .

Treatment: We will use and disclose your protected health information to provide, coordinate, or manage your health care and any related services. This includes the coordination or management of your health care with a third party. For example, we would disclose your protected health information, as necessary, to a home health agency that provides care to you. For example, your protected health information may be provided to a physician to whom you have been referred to ensure that the physician has the necessary information to diagnose or treat you.

Payment: Your protected health information will be used, as needed, to obtain payment for your health care services. For example, obtaining approval for a hospital stay may require that your relevant protected health information be disclosed to the health plan to obtain approval for the hospital admission.

Healthcare Operations: We may use or disclose, as needed, your protected health information in order to support the business activities of your physician's practice. These activities include, but are not limited to, quality assessment activities, employee review activities, training of medical students, licensing, and conducting or arranging for other business activities. For example, we may disclose your protected health information to medical school students that see patients at our office. In addition, we may use a sign-in sheet at the registration desk where you will be asked to sign your name and indicate your physician. We may also call you by name in the waiting room when your physician is ready to see you. We may use or disclose your protected health information, as necessary, to contact you to remind you of your appointment.

We may use or disclose your protected health information in the following situations without your authorization. These situations include: as required by law; public health issues as required by law; communicable diseases; health oversight; abuse or neglect; Food and Drug Administration requirements; legal proceedings; law enforcement; coroners, funeral directors, and organ donation; research; criminal activity; military activity and national security; Workers' Compensation; inmates; required uses and disclosures: under the law, we must make disclosures to you, and when required by the Secretary of the Department of Health and Human Services, to investigate or determine our compliance with the requirements of Section 164.500.

Other Permitted and Required Uses and Disclosures will be made only with your consent, authorization or opportunity to object, unless required by law.

You may revoke this authorization, at any time, in writing, except to the extent that your physician or the physician's practice has taken an action in reliance on the use or disclosure indicated in the authorization.

Your Rights

Following is a statement of your rights with respect to your protected health information.

You have the right to inspect and copy your protected health information. Under federal law, however, you may not inspect or copy the following records; psychotherapy notes; information compiled in reasonable anticipation of, or use in, a civil, criminal, or administrative action or proceeding; and protected health information that is subject to law that prohibits access to protected health information.

You have the right to request a restriction of your protected health information. Our form asks you who can receive information from us.  We will only talk to some one you have listed.

Your physician is not required to agree to a restriction that you may request. If physician believes it is in your best interest to permit use and disclosure of your protected health information, your protected health information will not be restricted. You then have the right to use another healthcare professional.

You have the right to request to receive confidential communications from us by alternative means or at an alternative location. You have the right to obtain a paper copy of this notice from us upon request, even if you have agreed to accept this notice alternatively, i.e. electronically.

You may have the right to have your physician amend your protected health information. If we deny your request for amendment, you have the right to file a statement of disagreement with us and we may prepare a rebuttal to your statement, and will provide you with a copy of any such rebuttal.

You have the right to receive an accounting of certain disclosures we have made, if any, of your protected health information.

We reserve the right to change the terms of this notice and will inform you by mail of any changes. You then have the right to object or withdraw as provided in this notice.

Complaints

You may complain to us or to the Secretary of Health and Human Services if you believe your privacy rights have been violated by us. You may file a complaint with us by notifying our privacy contact of your complaint. We will not retaliate against you for filing a complaint.

This notice was published and becomes effective on/or before April 14. 2003.

We are required by law to maintain the privacy of, and provide individuals with, this notice of our legal duties and privacy practices with respect to protected health information. If you have any objections to this form, please ask to speak with our HIPAA Compliance Officer in person, or by phone at our main phone number.

Revised

February 7th, 2006

I have received the practice information form and HIPPA information and accept the policies stated there.

___________________________________

Patient Name

___________________________________

Signature

___________________________________

Relationship to patient

___________________________________

Date

Refused to sign

Reason given

_________________________

New Patient History Form - Endocrine

Date of visit

Name: 
DOB:


age

Parent/Guardian 

Mother’s Name:


phone; home:


work:
Father's Name:


phone; home:


work:
Referring physicians:




telephone

· What is your child's current complaint that brings him/her to our clinic today?

·  When were you first aware of the problem? 

·  Has there been any change in nature/severity since you initially noticed the condition?

·  Is there any other blood-related relative with a similar complaint, past or present? -No -Yes

List who, relation, and when

Please check any of the following that applied during pregnancy with the patient:
-High blood pressure 

High blood sugars -

Use of illegal drugs

-Smoking -


Use of alcohol -

Other

-Use of medications (If any please list)

How many times have you (the patient’s mother) been pregnant? 

When you become pregnant with this child had you had any previous miscarriages or abortions? 
_Yes _ No 
If so, how many?

Was your child born: _Early 
_at due time 
_late?

Please check all that applies regarding the delivery:

_Vaginal 
_induced vaginal
 _C-Section
 _vacuum extraction
_forceps _Other:

If a C-section, indicate reason:
 _large baby 
_repeat

 _distressed baby _other:

Were there any problems during/directly after delivery? _No _Yes, please explain:

Birth Weight: 

Birth Length:

Did your baby stay in the hospital for a health problem? _No _Yes

Did your baby have any problems during the first 3 months of life? _No _Yes If so please explain:

Nutritional history

· Was your child breast-fed? _No _Yes, how long?

· Was your child given formula? _No _Yes, how long? What kind?

At what age was your child introduced to other foods?
· Does the meal plan seem adequate?

· Does your child feel like we are feeding him/her too much or too little food?

· Does your child prefer sack lunches or school lunch?

· If school lunch, do you monitor the menu?

· How often does your child have snacks per day?

· How often does your child eat out or have fast food?

· Does your child eat standing up? Or in the car?

· Does your child eat at the table?

· Does your child eat fast?

· Does your family hold conversations while you’re eating?

· Does your child take any vitamin, mineral or food supplements?

· Which types:

· Does your child have any food allergies? Please specify:

· What are your child's favorite foods?

· Would you like to change your child's eating habits? If yes, please explain:

Has your child had any of the following conditions/illnesses?

_Asthma
 _Allergies
 _Seizures
_Chicken Pox 

_Other (please list):

Has your child been hospitalized at any time? _No _Yes, please list what hospital, age of child and reason:

Has your child ever had surgery? _No _Yes, please list what hospital, age of child and reason:
Has your child ever had serious trauma? (i.e. vehicle accident, broken bones, serious fall, hitting the head, etc.) _No _Yes, if so please explain

Is your child currently on any medications? _No _Yes, please list the medication, dose and the reason for taking it:

Is your child allergic to any medications? _No _Yes, please list the medication and the reaction: 

What was the first sign of puberty that you observed? 

At what age?

What age did your child start her period? 
_Non-applicable

A. What is the duration of periods (how many days), and how far apart are the cycles?

B. List any problems associated with her periods
Please fill out the following immediate family history (parents, brother, sister)

Age
 Ht.  
Wt. 
Age of puberty 

  significant health problems 




Mother 





(Age started periods)










Father 






(Age finished growing)

Brother / Sister

Brother/ Sister

Paternal Grandmother

Grandfather

Maternal Grandmother

Grandfather

Does any individual, in your family have the following illnesses (include grandparents, uncles and aunts)?

_Diabetes (list relation)

 

-Thyroid disease (list relation)

_Growth problems (i.e. short or tall) (list relation)

Are there any other problems related to hormones in your family? (i.e. calcium problems, parathyroid problems, kidney stones, early or late puberty, infertility, hypertension (high blood pressure), birth defects, related ancestors or others). Please list:

Social issues

· At what age did your child achieve the following milestones?

· Sat without support * Walked

· First baby tooth * Spoke in 2-3 word sentence

· Toilet-trained * First permanent tooth

· Did your child develop normally? (i.e. the time of gaining head control, sitting up without support, walking, saying words) _Yes _ No. If so please explain:

· How old are your child's playmates?

· Does your child have any hobbies or other interests? _Yes _No. If so please describe:

· Does your child have any learning disabilities? _Yes _No If so please describe:

· Who are the primary caregivers for this child?

· Is the problem interfering with your child's life or education?  If so how?

FINANCIAL ISSUES

· Do you currently have medical insurance to cover your child's illness?
· Does your insurance company cover your child's illness?

· If no, please explain further:

OTHER SYMPTOMS AND CONCERNS:

Please circle any of the following that the patient has had in the last several months:

· Tiredness, loss of energy or excessive energy

· Problems sleeping

· Headaches or loss of consciousness

· Seizures, dizziness, weakness, numbness in any part of the body, tremor

· Difficulty seeing or hearing, pain in the eyes or ears
· Nosebleeds

· Sore throats

· Swollen glands or lumps in the neck, pain in the neck

· Cough, chest pain, shortness of breath or wheezing, coughing up blood

· Rapid heart rate, other heart problems

· Stomach pain, loss of appetite, nausea, vomiting, diarrhea or constipation, blood in the bowel movements

· Pain on urination, excessive urination, needs to get up at night to urinate, blood in the urine

· Joint swelling or pain

· Skin problems

· Excessive thirst, unable to tolerate normal hot or cold temperatures

· Sexual problems

· For girls, problems with periods

· Psychological problems such as depression, etc.
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