Children’s Endocrine & Diabetes Care, INC
1447 Medical park Blvd. suite 104
Wellington FL, 33414 
Patient Information
Patient name: __________________________________________________________________________


Last



first


middle

Social Security No:_________________Birth date:____________Age:_____Male/Female:______________ 
Home No:_____________________Cell No:_______________Primary Care Physician________________
Patient address:_________________________________________________________________________


Street



City


State
     Zip
Email____________________________________________
Parents/Guardian
Father’s name:_____________________________SS#:_______________Birth date:__________________
Address:__________________________________Home Phone:__________________________________
Employer:________________________________Cell phone:_____________________________________
Mother’s name:____________________________SS#:________________Birth date:__________________
Address:_________________________________Home phone:___________________________________
Employer:______________________________Cell phone:_______________________________________
Emergency Contact:______________________________Phone:__________________________________
Insurance Information
Insurance Co:____________________________________________Phone:________________________
Policy #:______________________Group #:_______________Name of Insured:___________________
Pharmacy Information
Preferred Pharmacy:____________________________________________Phone:________________________
Address:______________________ _____________________________________________________________
Authorization of Services and Payment Agreement
Patients name:_________________________________________________________________________


Last



first


middle
The signature below serves as authorization for services by Children’s Endocrine & Diabetes Care, Inc, for the above named minor child, and release of information necessary to file insurance and assign benefits otherwise payable to the policy holder, the doctor, or the group indicated on the claim.
I also understand that I am financially responsible for all co-payments, deductibles or services not covered by my insurance plan and that it is my responsibility to be informed of the cost for such services.  I agree to reimburse the doctor for these services at the time they are rendered. (A copy of the signature is as valid as the original.)
Signature:______________________________ 

Date:________________________
Name:_________________________________

Print
Medical and Family History
Name of patient:_____________________________________Date:_______________________
Patient’s Birth history:
Complications during pregnancy (include medications taken and if any complications):_______________________________________________________________________________________________________________________________________________.
Length of pregnancy:_____________________Type of delivery:_________________________
Birth weight:_______________________Birth length:_________________________
Any history of stillbirths or miscarriages in the family?________________________
Patient’s Medical history:
Childhood illnesses:______________________________________________________________
Surgeries:______________________________________________________________________
Hospitilzations:_________________________________________________________________
Allergies:______________________________________________________________________
Medications currently taking:______________________________________________________
Trauma:_______________________________________________________________________
Patient’s Family History:
Any chronic medical conditions in the family and in whom:
Diabetes NO/YES:_____________________
Obesity: NO/YES:________________________
Short stature NO/YES:__________________
High cholesterol: NO/YES:________________
Thyroid disorders NO/YES:______________
Cancer NO/YES:________________________
Early puberty NO/YES:_________________
Excess hair in women NO/YES:_____________
Adrenal disorders NO/YES:______________
High blood pressure NO/YES:______________
Patient’s Biological Parents Only:
Father: 
    Ht.______Wt._____

Father’s side: Grandfather:   Ht._______
Mother:    Ht.______Wt._____

                      Grandmother:  Ht._______
Brothers: Age:______Ht._____

Mother’s side: Grandfather:   Ht._______

   Age:______Ht._____


           Grandmother:  Ht._______
Sisters:   Age:______Ht.______

  Age:______Ht.______
Children’s Endocrine & Diabetes Care, INC
1447 Medical park Blvd. suite 104
Wellington FL, 33414
Confirmation of Appointments and Information
I give permission for protected health information regarding my child, ______________________,









(name of child)
be released for the purposes of confirming appointments, reviewing lab results and other related procedures that pertain to my child’s association with this office be released to the following:
[  ] AN ANSWERING MACHINE OR VOICE MAIL AT HOME_________________________
[  ] AN ANSWERING MACHINE OR VOICE MAIL AT WORK_________________________
OR FAXED TO:
HOME:________________________________________________________________________
WORK:_______________________________________________________________________
OR TO THE FOLLOWING PERSONS: (NOTE RELATIONSHIP TO PATIENT)
I am aware that without a court order Childrens Endocrine & Diabetes Care cannot legally refuse to disclose my child’s protected medical information, even if requested by me, to my child’s other biological, adoptive or legal parent.  All legal guardians must be able to provide picture identification.
I give permission for ________________________________________’s protected health




(name of child)
Information be disclosed for the purposes of health care to [  ] any health specialist







   [  ] the school he/she is attending
I am releasing the office of Children’s Endocrine & Diabetes Care from any liability concerning the release of any of this information regarding my child’s health care that my be included in the medical record.
Name of patient___________________________

Name of guardian_______________________________________
Date of Birth_____________________________

Relationship to patient___________________________________






SS#_______________________DOB_______________________






Address_______________________________________________
Witness (signature)________________________

City__________________________________________________
Witness (print)____________________________

Phone_____________________​​
Fax_______________________

Consent for Purposes of Treatment, Payment and Healthcare Operations
I consent to the use or disclosure of my protected health information by Children’s Endocrine & Diabetes Care, INC for the purpose of diagnosing or providing treatment to my child, obtaining payment for heath care bills or to conduct health care operation of Children’s Endocrine & Diabetes Care, INC.  I understand that diagnosis or treatment of my child by Children’s Endocrine & Diabetes Care, INC may be conditioned upon my consent as evidenced b y my signature on this document and as duly noted below in paragraph 7.
My child’s “protected health information, (PHI)), means health information, including demographic information, collected from my child and created or received by my physician, another health care provider, a health plan, my employer or a health care clearinghouse.  This protected health information relates to my child’s past, present or future physical or mental health or condition and identifies my child or there is a reasonable basis to believe the information may identify my child.
I understand that protected health information may serve as
---a basis for planning care and treatment
---a means of communication among health professionals who contribute to my child’s care
---a source of information for billing purposes and for third party payers to verify services were provided
---a tool for assessing quality and reviewing competency of the healthcare professionals
---a tool to assess treatment safety and outcomes through pharmaceutical registries or the FDA
I authorize Children’s Endocrine & Diabetes Care, INC to release clinical data for the purpose of research related to drug effectiveness and/or adverse events and to meet FDA requirements with the understanding that the identifier will be limited to a numeric assignment or initials/date of birth.
Your Rights: 
1) I understand I have the right to request, in writing, a restriction as to how my child’s protected health information is used or disclosed to carry out treatment, payment or healthcare operations of the practice.
2) I have the right to revoke this consent, in writing, at any time, except to the extent that Children’s Endocrine & Diabetes Care, INC has taken action in reliance on this consent.
3) I understand that by refusing to sign this consent, in writing, Children’s Endocrine & Diabetes Care, INC may refuse to treat my child as permitted by Section 164.506 of the code of Federal Regulations.
I understand and have been provided with a Notice of Privacy Practices for Children’s Endocrine & Diabetes Care, INC prior to signing this document.  The Notice of Privacy Practices describes the types of uses and disclosures of my protected health information that will occur in my treatment, payment of my bills or in the performance of health care operation of Children’s Endocrine & Diabetes Care, INC.  The Notice of Privacy Practices for Children’s Endocrine & Diabetes Care, INC is also provided in the waiting room area.  This Notice of Privacy Practices also described my rights and Children’s Endocrine & Diabetes Care, INC duties with respect to my protected health information.
I further understand that Children’s Endocrine & Diabetes Care, INC reserves the right to change the privacy practices that are described in the Notice of Privacy Practices in accordance with Section 164.520 of the Code of Federal Regulations.  Should Children’s Endocrine & Diabetes Care, INC change their notice I will be given a copy of the revised notice of privacy practices for my review and acceptance at the time of my next appointment.
I fully understand and accept/decline the terms of this consent.
____________________________________

__________________________________
Print name of patient or representative


Signature of patient or representative
____________________________________

__________________________________
Name of patient




Representative’s relationship to patient
__________________________________
Date
For official use only

[  ]   Consent received by ________________on_________________




[  ]   Consent refused by guardian/patient and treatment refused as permitted.








[  ]    Consent added to patient’s medical record on______________________________.
Children’s Endocrine & Diabetes Care, INC
1447 Medical park Blvd. suite 104
Wellington FL, 33414
Dear Families:
WELCOME TO OUR PRACTICE!   We will do our best to meet your medical expectations.  Please be aware we have the following office policies:
1) After hours calls: phone calls to the doctor after hours should be for emergencies only.  Please do not call for refills on evenings, weekends or holidays.  Please notify our office one week before your prescriptions expire for refills.  Emergencies include: vomiting, seizures, moderate or large ketones, or low blood sugar not responding to treatment. Non-emergent calls made after hours will incur a fee of $30.00.
2) Blood sugars can be faxed in between visits to 561-792-1521.
3) A $25.00 charge will be charged to your account for any appointment canceled the same day or missed without at least 24 hour notice.   
4) Letters written by the doctor must be requested in writing and will incur a charge of $50.00.
5) Request for medical records must be in writing.  As per the Florida Rule 59R-10.003 there is a $1.00 per page charge which must be received before the chart is copied.  
6) All referrals, co-pays and deductibles will be collected at the time of check-in.
7) The parent/guardian with the patient at the time of the visit is financially responsible for payment.  If you are unable to sign the financial statement forms, your appointment will be rescheduled.
8) A $20.00 charge for all returned checks will be incurred as per Florida law.
9) A $50.00 charge shall be assessed if the account is delinquent and is referred to a collection agency to offset collection agency costs. 
I acknowledge that I have read the above policies.
__________________________________

____________________________
Patient name





Guardian/parent name and signature
__________________________________

_____________________________
Date






Relationship to patient
