JustUsikids

Pediatrics

2462 Highway 34 East, Newnan, Georgia 30265

Congratulations on your newbom!

After your newborn visit, if you have not already done so, you need to call to add
your newborn to your insurance. If you have a health plan through your job, then
you will need to notify your HR department or whomever is in charge of benefits
about your child’s birth.

Having a baby is a qualifying event and therefore gives you a 30-day window to
enroll your child in coverage. If the baby is not added within this window then
you are responsible for all charges as out of the pocket with Just Us Kids.



Just Us Kids Pediatrics

Basic Information:

Name: DOB: Male/Female

Alternate First Name (If Applicable):

Primary Address: City Zip code

Mom’s Telephone Number:

Dad’s Telephone Number:

Primary Email Address:
Ethnicity (Check all that apply):

_____Unknown ____ NotHispanic or Latino ____ Hispanic or Latino ____ Decline to Specify
Race (Check all that apply):

_____American Indian or Alaskan Native _____White ____Asian
_____Black or African American _____Hawaiian Native or Pacific Islander

Decline to Specify

Insurance Information: (This information will be updated at each visit)
Subscriber's Last Name: DOB:

Subscriber's First Name:

Name of Insurance Carrier:

Subscriber ID: Group Number:

Effective Date:




Family Contacts:

Mother’s Name: DOB:
Mother's Address (If different from patient): City Zip
Mother's Email Address:
Authority {Choose all that apply})
Joining Exclusive Financial Only Emergency Only None
Father’s Name: DOB:
Father's Address (If different from patient): City Zip
Father's Email Address:
Authority (Choose all that apply):
Joining Exclusive Financial Only Emergency Only None
siblin ients at Ju i ediatrics:
DOB: MorF
Ethnicity (if different than sibling)
Race (if different than sibling)
Other parent if different than one of sibling’s parents
DOB: MorF
Ethnicity (if different than sibling)
Race (if different than sibling)
Other parent if different than one of sibling's parents
DOB: Mor F
Ethnicity (if different than sibling)
Race (if different than sibling)
Other parent if different than one of sibling’s parents
DOB: MorF

Ethnicity (if different than sibling)

Race (if different than sibling)

Other parent if different than one of sibling's parents




JUST US KIDS PEDIATRICS

NEWBORN HISTORY FORM
Date:
Patient Name: DOB:
BIRTH HISTORY
WAS YOUR BABY FULLTERM? PRE-TERM? ADQPTED? ___
IF PRETERM, HOW MANY WEEKS? IF ADOPTED, ATWHAT AGE?
TYPE OF DELIVERY: VAGINAL C-SECTION

PLEASE LISTANY COMPLICATIONS AFTER BIRTH:
DID YOUR BABY PASS THE HEARING SCREEN IN THE HOSPITAL?

DID YOUR BABY GETTHE METABOLIC SCREEN(PKU/HEEL PRICK)DONE? YES NO

WAS YOUR BABY IN THE BREECH POSITION ANY TIME DURING THE LAST MONTH OF PREGNANCY?

YES NO

SOCIAL HISTORY

WHO LIVES INTHE HOUSEHOLD?
WILLTHERE BE ANY SMOKERS AROUND THE CHILD? YES NO
WILLYOUR CHILD BE IN DAYCARE?YES____

RISKASSESSMENT 2 - 5 DAYS

PLEASE CHECK ALLTHAT APPLY.

(IF YOU HAVE ANY QUESTIONS/CONCERNS ABOUT ANY OF THE BELOW PLEASE DISCUSS WITH YOUR PROVIDER)
___ CONCERNS ABOUT HOW CHILD SEES

_— SLEEPS ON BACK

SLEEPS IN CRIB

DOES BABY EATWELL

HAS 6 - 8 WET DIAPERS PER DAY

REGULAR CAR SEATUSE

CAR SEAT REAR FACING

__ HOME & CARARE SMOKE FREE

. KNOWLEDGE ON TAKING RECTALTEMP

—____ BOTH PARENTS ARE UP TO DATE ON TDAP VACCINE (WHOOPING COUGH)
___ VITAMIN D SUPPLEMENT IF BREAST FEEDING

rerr———
———
———

SOCIAL DEVELOPMENT 2 - 5 DAYS




PLEASE CHECK ALLTHAT APPLY:

___ FOLLOWS PARENT/CAREGIVER FACE
(AN SUCK, SWALLOW & BREATHE EASILY
___ TURNS & CALMS TO PARENT/CAREGIVER VOICE

FAMILY HISTORY
PLEASE CHECK ANY THAT APPLY FOR IMMEDIATE FAMILY:

CONDITION RELATION TO CHILD
____ HIGH BLOOD PRESSURE

HIGH CHOLESTEROL

PROGLONGED QT

EARLY HEART ATTACK (UNDER 50)

SUDDEN UNEXPLAINED DEATH

ANEMIA

BLEEEDING/CLOTTING DISORDER

ALLERGIES

AUTCIMMUNE DISORDER

CANCER

DEVELOPMENT/GENETIC DISEASE

DIABETES

THYROID DISEASE

POLYCYSTIC OVARIAN SYNDROME

EARTUBES

DEAFNESS

ARARARRRENAL

STOMACH PROBLEMS

LIVER DISEASE

CELIAC DISEASE

ADD/ADHD

. MIGRAINES

AUTISM
SEIZURES

MENTAL ILLNESS

DRUG/ALCOHOL ABUSE

ASTHMA

TUBERCULOSIS

KIDNEY PROBLEMS

LAZY EYE

HIP DYSPLASIA

JUSTUS KIDS PEDIATRICS



Just Us Kids Pediatrics
Notice of Privacy Practice

As part of my health care, Just Us Kids Pediatrics originates and maintains paper and or/electronic records
describing patients health history, symptoms, examinations, test results, diagnosis, treatment and any plans for
future care or treatment. This information serves as:

» Abasis for planning patient care and treatment

Ameans of communication among the many health care professionals who contribute to patient care
Asource of information for applying my diagnosis and surgical/treatment information to my bill

Ameans by which a third party payer can verify that services billed were actually provided

Atool for routine healthcare operations such as assessing quality and reviewing the competence of
healthcare professionals

- L 4

[ give this practice my consent to use or disclose my protected health information to carry out my treatment, to
obtain payment from insurance companies, and for health care operations such as quality reviews.

| understand and have been provided with the practice Note of Privacy Practice before signing this document.

| understand that this practice has the right to charge their privacy practices and that | may obtain any revised
nofices at the practice.

{ understand that | have the right to request a restriction of how my protected health information is used.
However, | also understand that the practice is not required to agree to the request. If the practice agrees to my
request, they must follow the restrictions.

}also understand that | may revoke this consent at any time, by making a request in writing, except for
information already used to disclosed.

lunderstand that by failing to sign or revoking this consent, the practice may refuse to treat me as permitted
by section 164.506 of code of federal regulations.

| fully understand and accept the terms of this consent.

[ understand that | am responsible at the time services are rendered. | also understand that even though the
office, out of courtesy, may verify my benefits, this is not a guarantee of payment. All benefits and eligibility are
subject to change without notice. The benefits we verify are only a general summarization and are not intended
to to be used as an authorization of services provided. In the event my insurance does not cover all charges, |
agree to pay the balance due in a timely manner. | am also responsible to notify the office of insurance changes.

Signature Printed Name

Date: Relationship to patient




Just Us Kids Pediatrics

Missed Appointments Policy

Effective Feb. 1, 2022

I understand that | will be charged the following fees for missed
appointments. “Missed Appointment” includes arriving 15 minutes or
more after your child’s scheduled appointment time. Please call to
cancel or reschedule in order to allow that time to be used by another

patient.

Well Check: $50.00
Sick/Follow Up Appointment: $25.00

ADHD Appointment & Med Check: $25.00

Patient(s) Name:

Parent/Guardian Signature:

Date:




POLICY ON CO PAY REQ EN A SICK VISIT IS ADDED 7O AWELLVISIT

Al Just Us Kids Pediatrics, we believe that Well Child Check visits are very important in addressing potential health
concerns, keeping children properly protected against diseases, and discussing normal and unusual development.
Generally speaking there are no co pay requirements for a well child visit, (That rule does not necessarily apply to a self
funded insurance plan)

Acute or Chronic {sick) care performed with a well child visit will results in an additional office charge that most likely will

resultin a co pay charge required per your insurance policy. Atypical well visit may include, but not limited to:

Check Growth and Development

Physical Assessment

Immunizations

Parental concerns about growth and development

Age specific exams may include: hearing & vision screening, lead assessment and screening, M-CHAT guestionnaire for
Autism, and other developmental screensfquestionnaires as necessary.

Acute (sick} ifinesses include but not limited to- Bronchiolitis, pink eye, croup, common cold, dehydration, ear infection,
rashes, eczema, fever, gastrointestinal infections/diarrhea, flu, sinusitis, urinary tract infections, medication modifications
(Asthma, ADD/ADHD), and vomiting. Chronic illness includes but not limited to allergies, asthma, ADHD, and diabetes.

Generally speaking, just a a refill with no adjustment for chronic lilness will not result in an additional charge. Changes in
chronic iflness health care medication wifi result in additional office visit charges for which a co payment may be required.

Just Us Kids Pediatrics is required under contract with your insurance carrier, to coliect co pays at the time of medical
sewvice, most commonly sick visits. You will be charged a co pay if you either request, or approve treatment for an acute or
chronic iliness during a well child visit. Such a request constitutes a sick visit, in addition to the well child visit.

Yourinsurance policy determines the co pay requirements. If you are unable to or refuse to pay your co-pay, you may be

asked to reschedule your appointment. Contact your insurance carrier if you have any questions specific to your policies co
pay requirements plus any individual co insurance and deductible limits.

Signature

Date:

Patient Name

Relationship to patient
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Just Us Kids Pediatries

Consent to Treat Form

Please complete form to give permission for any family member or other assigned
representative to bring in child for a visit. This excludes mom and dad.

Name (First, Last): Phone # Relationship to child:

Chitd’s Name (First, Last): Date of Birth:

Parent Name {Print):

Parent Signature: Date:




