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Dear Parent/Guardian,

Thank you for choosing PediNET to care for your child. Included in this packet is some information about our services and several forms for you to complete. This information will be important in providing for a more comprehensive assessment of your child and an overall positive experience. 
Please complete the NEW PATIENT/PATIENT UPDATE FORM to provide us with demographic and insurance information. The PEDIATRIC QUESTIONNAIRE is designed to help us learn more about your current concerns and your child’s history (we apologize for the length of the form, but the information you provide is a very important part of the process). Next, please complete and sign the CONSENT TO EXAMINE AND/OR TREAT FORM, which gives your doctor at PediNET permission to interview, observe, examine, and possibly treat your child. The CONSENT FOR RELEASE/EXCHANGE OF INFORMATION AND PAYMENT FORM provides your PediNET doctor with the authorization to obtain and/or exchange only pertinent information (e.g., test results, medical/academic records) about your child with only the individuals and/or facilities you indicate. It also provides information about our payment policies, which we will discuss with you at anytime.  

This packet may also include a variety of rating scales. These scales are used to obtain additional information from you about your child’s functioning (e.g., behavior, emotions, social, and adaptive skills) in daily life settings. With your permission, we may also request similar information from others who are involved with your child (e.g., medical professionals, teachers, or therapists). This packet of information must be returned to PediNET as soon as possible in order to schedule your appointments (forms being completed by others can follow). Thank you for completing these forms. We at PediNET promise to make every effort to answer any questions you have at anytime, so please do not hesitate to ask for more information or for clarifications either in person or by calling (864.704.5534) or emailing us (office@PediNET.net). Please remember that you have a right to request to review your child’s record. Again, we appreciate you choosing PediNET and we look forward to working with you. This packet should be sent to our mailing address at 425B North Main Street, Suite 1, Simpsonville, SC 29681. 
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NEW PATIENT / PATIENT UPDATE INFORMATION FORM

Demographic Information 

Patient’s Full Legal Name: 
_______________________________
Nickname: ______________________________ Date of Birth: ______________
Race: ____________
Sex: 
Male  
Female

Patient’s Social Security Number: __________________________________

Patient’s Address: (Street)  _____________________________________  City: _______________________ State: ________ Zip: ________

Home Telephone: ____________________________ Work: ____________________________ Mobile: _________________________

Email Address: ____________________________________
Primary Language (Circle)
English
Spanish
Arabic   Other: ___________
Mother’s Name: ____________________________
Father’s Name: _____________________________

Guarantor Name: ____________________________ Guarantor Social Security Number: ____________________________

Guarantor Address: (Street)  _____________________________________  City: _______________________ State: ________ Zip: ________

Home Telephone: ____________________________ Work: ____________________________ Mobile: _________________________

Patient Relationship to Guarantor: ________________________________

Is this visit the result of a liability issue (e.g. Auto or other accident)?      
Yes
No

If Yes, please explain: ________________________________________________________________________________________

Primary Insurance Information

Medical Insurance Company Name: ____________________________________________________

Insurance Company Mailing Address:

(Street)  _____________________________________  City: _______________________ State: ________ Zip: ________

Insurance Company Telephone: ____________________________

Policy Type (Individual, Group, Medicaid):  _______________________    Policy Number: ____________________   Group Number: ________

Insured/Subscriber’s Full Name: ________________________________________  Social Security Number: _____________
Insured’s Address: (Street)  _____________________________________  City: _______________________ State: ________ Zip: ________

Home Telephone: ____________________________ Work: ____________________________ Mobile: _________________________

Secondary Insurance Information

Medical Insurance Company Name: ____________________________________________________

Insurance Company Mailing Address:

(Street)  _____________________________________  City: _______________________ State: ________ Zip: ________

Insurance Company Telephone: ____________________________

Policy Type (Individual, Group, Medicaid):  _______________________    Policy Number: ____________________   Group Number: ________

Insured/Subscriber’s Full Name: ________________________________________  Social Security Number: _____________
Insured’s Address: (Street)  _____________________________________  City: _______________________ State: ________ Zip: ________

Home Telephone: ____________________________ Work: ____________________________ Mobile: _________________________

Authorization: I understand that I am fully responsible for any charges not covered by insurance. I authorize any evaluation and treatment, and agree to any release of information for insurance purposes.

Signature of Authorized Individual: ____________________________________________________ Date: ________________
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Pediatric Clinical Questionnaire

Please complete this form to the best of your knowledge. If some questions are not applicable to you or your child, write N/A. If you need more space or wish to make additional comments, please attach a separate sheet. Also include any pertinent medical (e.g., x-rays, CT, MRI) and/or school (e.g., standardized test scores, grades) records.

Referral Information

How did you find out about us?

___________________________________________________________________________________________________
Child’s Pediatrician or Family Doctor:
Name: ________________________________________________________________________________

Address: ______________________________________________________________________________

Telephone: ____________________________________________________________________________

Does this physician know your child is being seen at PediNET?
  Yes   No


Child’s Current Mental Health Professional: (if applicable)
Name: ________________________________________________________________________________

Title: _________________________________________________________________________________

Address: ______________________________________________________________________________

Telephone: __________________________________________________

What is the main reason for your child’s referral to us? 

___________________________________________________________________________________________________

___________________________________________________________________________________________________

What about your child worries you most?

___________________________________________________________________________________________________

___________________________________________________________________________________________________

How long has your child had these problems?

___________________________________________________________________________________________________

___________________________________________________________________________________________________

What have you tried to do to help your child with these problems?

___________________________________________________________________________________________________

___________________________________________________________________________________________________

Developmental History
	Yes
	No

	
	


Pre-Natal History:

Did the child’s mother maintain a vegetarian diet?


	Yes
	No

	
	


If so, were supplements taken?




Please answer which of the following conditions may have occurred during this pregnancy and explain (month, amount, treatment) in the space below:

	Yes
	No
	
	Yes
	No
	

	
	
	Edema (swelling of the hands and feet)
	
	
	Epilepsy (Seizure)

	
	
	Vaginal Bleeding
	
	
	Infections (colds, flu, urinary tract)

	
	
	Toxemia
	
	
	Other Illnesses

	
	
	Emotional Stress
	
	
	Cigarettes Used (average #/Day)

	
	
	High Blood Pressure
	
	
	Alcohol Used

	
	
	X-ray Studies
	
	
	Marijuana Used

	
	
	Hospitalization
	
	
	Cocaine Used

	
	
	Fever
	
	
	Other Drugs Used

	
	
	Operations (Specify)
	
	
	Injuries

	
	
	Medications Used
	
	
	Diabetes


Please explain all Yes answers:
___________________________________________________________________________________________________________

___________________________________________________________________________________________________________

Birth History:
Place (city or county, and state):___________________________________________  Hours of Labor______________

Was the baby on time?          Yes          No

If No, was he/she     Early or    Late and by how many weeks?_________________________________

Age of Mother at birth:
________________
  
Age of Father at birth:    _________________

Weight Mother gained:
_________________

Weight of Child at birth: _________________

Total Number of Children:  _________________
   
Total Number of Pregnancies:  ________________

Please check the following conditions that may have occurred during delivery:

	Type of Labor Onset:
	 Induced      Spontaneous


	Type of Birth:
	 C/Section      Vaginal

	Type of Anesthesia:
	 Gas           Spinal        Local


	Baby’s Presentation:
	 Breech        Head


Please check the following problems that may have occurred during labor:

  Yes      No   
                                   



Yes     No

            
 Toxemia/Eclampsia    

 
      
          
  Fetal Distress

            
 Maternal Fever    

 
      
          
  Medications Used

Post Birth History:

Check which of the following problems may have occurred after the child’s birth and explain the amount and treatment in the space below.

	Yes
	No
	
	Yes
	No
	

	
	
	Trouble Breathing
	
	
	Jaundice

	
	
	Cord around the Neck
	
	
	Poor Feeding

	
	
	Required a Blood Transfusion
	
	
	Vomiting

	
	
	Hemorrhage (Bleeding) in Head
	
	
	Floppy Muscle Tone

	
	
	Hydrocephalus (water on the brain)
	
	
	Incubator Care

	
	
	Cyanosis (Turned Blue)
	
	
	Infection

	
	
	Need for Ventilation
	
	
	Fever


Please explain all “Yes” answers:

__________________________________________________________________________________________________

__________________________________________________________________________________________________

Number of day’s infant was hospitalized after delivery: ________________________ 

Apgar Scores:   1 minute ________

5 minutes ________
10 minutes ________

Infancy:

Were any of the following present in your baby to a significant degree during the first few years of life? If so, please describe:

	Yes
	No
	
	Yes
	No
	

	
	
	Did not enjoy cuddling
	
	
	Was not calmed by being held or stroked

	
	
	Difficult to comfort
	
	
	Excessive restlessness

	
	
	Excessive irritability    
	
	
	Frequent head banging

	
	
	Difficult feeding
	
	
	Sleeping Difficulties

	
	
	Extremely passive


Please explain all Yes answers:

________________________________________________________________________________________________

_______________________________________________________________________________
_______________________________________________________________________________
_______________________________________________________________________________
Toddler Period:

As a toddler does/has your child display(ed) the following?


Physically active?

 

Never

Sometimes

Often



Loud and noisy? 



Never

Sometimes

Often

Difficulty making transitions?

Never

Sometimes

Often
 


Sensitivity to sound? 


Never

Sometimes

Often



Sensitivity to light?


Never

Sometimes

Often


Sensitivity to touch? 


Never

Sometimes

Often

Sensitivity to smells? 


Never

Sometimes

Often

Cry easily?



Never

Sometimes

Often


Clingy behavior? 



Never

Sometimes

Often
 
Get angry easily? 


Never

Sometimes

Often

Have temper-tantrums?


Never

Sometimes

Often

Shy or slow to warm up to new adults? 
Never

Sometimes

Often



Shy or slow to warm up to new children? 
Never

Sometimes

Often



Physically cautious? 


Never

Sometimes

Often

Take risks that endanger his/her safety? 
Never

Sometimes

Often



Affectionate behavior?


Never

Sometimes

Often

 


Sadness?



Never

Sometimes

Often

 


Happiness?



Never

Sometimes

Often

 


Aggressive behavior?


Never

Sometimes

Often


Does he/she:
 hit___

bite___

push____
other___________________________


Development:
 
Did you breast-feed your child?      □Yes      □No


If yes, from what age to what age? ____________________________ 


Describe the circumstances around stopping: ___________________________________________________


Describe the weaning: _​​​​​____________________________________________________________________

 

Did you bottle-feed your child?     □Yes      □No


If yes, from what age to what age? ____________________________


Describe the circumstances around stopping: ___________________________________________________

Did your child have colic?            □Yes      □No
           


If yes from when to when? ___________________________________

 

Did/does your child have any feeding problems?      □Yes      □No
          


If yes, please describe.  ____________________________________________________________________

Developmental Milestones:
Please list the age at which your child accomplished the following developmental milestones.  If you feel the milestone is not appropriate yet for the age of you child, please write N/A.

Age Began:

Smile in response





____________________________________

Sit independently





____________________________________

Crawl independently




____________________________________

Walk independently




____________________________________

Pedal a 3 wheeler (tricycle or big wheel)


____________________________________

Pedal a 2 wheeler (without training wheels)


____________________________________

Tie shoes





____________________________________

Snap, zip, button clothing




____________________________________

Toilet trained (urine)




____________________________________

Toilet trained (bowel)




____________________________________

Briefly describe toilet training methods


____________________________________

Say mama, dada specifically



____________________________________

Say 1st Word other than mama or dada


____________________________________

Put two words together




____________________________________

Put 4 to 5 sentences together to relate an experience

____________________________________

You understood 100% of what your child said

____________________________________

Know primary colors




____________________________________

Say the letters of the alphabet



____________________________________

Print first and last name




____________________________________

Began to read





____________________________________

Comments: 
___________________________________________________________________________________________________________
_________________________________________________________________________________________
_______________________________________________________________________________________
Medical History

When was your child’s last physical exam?       Date: ___________
Where?_______________________________

Has your child’s vision been tested by a qualified professional?
 Yes   No
Date: ___________________

Please explain the findings: ________________________________________________________________________

_______________________________________________________________________________________________

Has your child’s hearing been tested by a qualified professional?
  Yes   No
Date: __________________

Please explain the findings: ________________________________________________________________________

As best you know, has the child or biological mother been exposed to any forms of toxins (i.e., environmental, lead, mercury)?

 Yes   No
If Yes, what toxin, when, and for how long? ______________________________________________







            ______________________________________________

Please check which of the following your child has had and note the age, complications and frequency below:

	Yes
	No
	
	Yes
	No
	

	
	
	Hospitalizations
	     
	
	Vision Problems

	     
	
	Surgery
	     
	
	Hearing Problems   

	
	  
	Trauma (Stitches / Broken Bones)  
	     
	
	Asthma

	
	
	Head Trauma 
	    
	
	Allergies

	
	
	Loss of Consciousness
	     
	
	Stomach Aches

	
	
	Coma
	
	
	Excessive Vomiting

	     
	
	Seizures
	
	
	Pica (eating nonfood items)

	
	
	Tics 
	
	
	Sleep Problems

	
	
	Staring Spells 
	
	
	Bed wetting

	
	
	Tremor
	     
	
	Stool Soiling

	
	
	Poor Muscle Tone
	     
	
	Bowel Problems

	     
	
	Falls Frequently  
	     
	
	Ear Infections (how many?)__________

	     
	
	Anemia
	
	
	Other Infections

	
	
	Persistent High Fever
	     
	
	Accidental Poisoning

	     
	
	Headaches 
	     
	
	Other Medical Problems


Please explain all yes answers:
_________________________________________________________________________________________________

_________________________________________________________________________________________________

What medications does he/she currently take?

_________________________________________________________________________________________________

Any allergies to any medications?  If so, which ones?______________________________________________________

Has your child ever been prescribed any of the following medication:

	Stimulants (i.e. Ritalin, Adderall)
	 Yes     No
	What and when?_______________________

	Anticonvulsants (medicine for seizures)
	 Yes     No
	What and when?_______________________

	Depression/Anxiety (i.e. Prozac/Zoloft)
	 Yes     No
	What and when?_______________________

	Antihistamines
	 Yes     No
	What and when?_______________________

	Asthma (i.e. Proventil)
	 Yes     No
	What and when?_______________________

	Steroids (i.e. Cortisone/Prednisone)
	 Yes     No
	What and when?_______________________

	Other prescription drugs  
	 Yes     No
	What and when?_______________________


Have any of the following agencies ever been involved with your child?  BabyNet
     DDSN         DSS          Other: _______

Has your child had any of the following forms of psychological treatment? If so, how long did it last?

	Individual psychotherapy
	 Yes     No
	Duration of therapy?________________________

	Group psychotherapy
	 Yes     No
	Duration of therapy?________________________

	Residential treatment
	 Yes     No
	Duration of placement?_____________________


Has your child received any formal educational or psychological evaluation     Yes    No

If yes, when? _______________________ Where? ___________________________________________

Who administered the evaluation? _________________________________________________________

What intervention was recommended? _____________________________________________________

____________________________________________________________________________________________

Comment on the effectiveness of the recommended intervention.

____________________________________________________________________________________________

May your PediNET doctor contact the agency to obtain test results and recommendations?   Yes    No

Lab Tests:
Has your child had the following tests and what were the results?

	
	Yes
	No
	
	Yes 
	No
	
	Yes
	No

	EEG
	  
	 
	Amino Acids
	  
	
	Head CT
	
	

	Thyroid
	
	 
	Organic Acids
	
	
	MRI /MRA
	  
	

	Chromosome/

Genetic testing
	
	 
	Lead
	
	 
	Other:
	  
	


Please explain all Yes answers: __________________________________________________________________

____________________________________________________________________________________________

Academic History
School Experience:

If your child does not yet attend school, write N/A on the line marked Name of Child’s School and then please move down to the section marked Home Life.

Briefly describe you child’s current academic difficulties:

____________________________________________________________________________________________

____________________________________________________________________________________________

When was the problem first noticed?  ______________________________________________________________

Did you child attend preschool?
 Yes     No             If yes, at what age? __________

Name of Preschool _______________________________________________________________________________________

Were there any adjustment problems in Preschool?
 Yes     No

Explain: _______________________________________________________________________________

Were you concerned about your child’s ability to succeed in preschool? If so, please explain: ________________________________
__________________________________________________________________________________________________________
__________________________________________________________________________________________________________

Name of Child’s CurrentSchool:___________________________________________________________________

School District: ________________________________________________ 

Address of School:______________________________________________________________________________

Telephone:_______________________
Grade:_______
Teacher:_____________________________________

Present class placement:
 regular class  special class (if so, specify)____________________________________

                                            ESL
            Bilingual

Has testing been completed by school?
 Yes*     No
Date:________________________________________

*If Yes - Please attach a copy of the school evaluation 

	Is your child:
	 Often
	 Seldom
	 Never 
	absent from school?


Usual reason for absence__________________________________________________________________________

Has your child ever been retained?
 Yes     No  
What grade? _________
Why? _________________________

May we contact the school?     Yes     No

Please summarize your child’s progress (e.g., academic, social, testing) within each of these grade levels:

Preschool:

_____________________________________________________________________________________________

_____________________________________________________________________________________________

Kindergarten:

_____________________________________________________________________________________________

_____________________________________________________________________________________________

Grades 1 thru 3:

_____________________________________________________________________________________________

_____________________________________________________________________________________________

Grades 4 thru 6:

_____________________________________________________________________________________________

_____________________________________________________________________________________________

Grades 7 thru 12:

_____________________________________________________________________________________________

_____________________________________________________________________________________________

At what level do you feel your child is functioning compared to other children their age?  __________________________

Has your child ever been:

 Suspended from school

Number of Suspensions __________________

 Expelled from school

Number of Expulsions ___________

Has your child ever been in any of the following special educational programs, and if so, how long?

 Learning Disabilities Resource Room Services
Duration of placement______________________

 Learning Disabilities Self-Contained Class

Duration of placement______________________

 Chapter One/Title One Remedial Services
      
Duration of placement______________________

 Mentally Retarded Self-Contained

Duration of placement______________________

 Behavioral/Emotional Disorders Class
      
Duration of placement______________________

 Speech & Language Therapy


Duration of placement______________________

 Physical Therapy



Duration of placement______________________

 Occupational Therapy

      

Duration of placement______________________

 Adaptive Physical Education
      

Duration of placement______________________

 Counseling


      

Duration of placement______________________

 Content Mastery

      

Duration of placement______________________

 Gifted and Talented



Duration of placement______________________

 Alternative School



Duration of placement______________________

 Other (please specify)_______________________________________________________________

Have any instructional modifications been attempted?

 Oral tests



 Peer teaching

 Additional instructions


 Reduce paper and pencil

 Less complex sentences

 Manipulative in math

 One instruction at a time


 Preferential seating

 Extended time to complete assignments
 Defined limits

 Shortened or Modified assignments
 Positive Reinforcers

 Study Sheets



 Behavior check cards

 Outlines



 Study Carrel

 Repeated review


 Alternative textbooks

 Control distractions


 Predictable routines and classroom rules

 Behavior Modification Program

 Increased feedback as to positive aspects of behavior

 Technologic Assistance (word processor, calculator, augmentative communication device, etc.)


 Daily/Weekly Report Card

 Other   ____________________________________

Family History
Child currently lives with:       (Please check all that apply)

	 Natural Mother
	 Natural Father
	 Stepmother
	 Stepfather 

	 Adoptive Mother
	 Adoptive Father
	 Foster Mother
	 Foster Father

	 Grandmother
	 Grandfather   
	 Other (Specify) ___________________________________


If this child is adopted, please state age at and date of adoption: ______________________________________________

Marital Status of Parents:
   Married for ____________   years

	 Never married
	 Separated
	 Divorced
	 Widowed


If parents are separated/divorced, who has legal custody?   Mother ____  Father ____ Dual ____ Other ____

Biological Mother’s History:
Name:_________________________________________________ 
Home Phone:  _____________________

                       
  First

Middle


Last
Address:__________________________________________________________________________________________

(If different from child’s)
Place of Employment:_____________________________________________
Work Phone:______________________

Occupation:________________________________________________


School History:
Highest Grade Completed:__________________________________________

Learning Problems   Yes  No     
Attention Problems   Yes  No

Does mother have any Medical Problems?
 Yes  No

If Yes, please  explain:________________________________________________________________________

Biological Father’s History:
Name:_________________________________________________ 
Home Phone:  _____________________

First

 Middle


Last

Address:__________________________________________________________________________________________

(If different from child’s)
Place of Employment:____________________________________________
Work Phone:______________________

Occupation:________________________________________________

School History:
Highest Grade Completed:__________________________________________

Learning Problems   Yes  No     
Attention Problems   Yes  No

Does father have any Medical Problems?
 Yes  No

If  Yes, please explain:________________________________________________________________________

	Names of Household Members
	Age
	Gender

M / F
	Relationship  to child   
	Highest

Grade

Completed
	Living in 

Household

   YES or NO

	__________________________________
	_________
	__________
	___________
	_________
	_________

	__________________________________
	_________
	__________
	___________
	_________
	_________

	__________________________________
	_________
	__________
	___________
	_________
	_________

	__________________________________
	_________
	__________
	___________
	_________
	_________

	__________________________________
	_________
	__________
	___________
	_________
	_________

	__________________________________
	_________
	__________
	___________
	_________
	_________


History of Caregivers: (Other than current primary caregivers)
Name



Dates (from/to)

                              Brief description of relationship
______________________________________________________________________________________________

Behavior And Discipline
Please describe briefly any behavioral problems at school:

____________________________________________________________________________________________

____________________________________________________________________________________________

Please describe briefly any behavioral problems at home:

___________________________________________________________________________________________

___________________________________________________________________________________________

Does your child display any of the following behaviors frequently or intensively? (please check)

	 Shy, timid
	 Sleep problem
	 Short attention span
	 Social Isolation
	 Gang Involvement

	 Laziness
	 Destructiveness 
	 Defiance
	 Unhappiness
	 Substance use

	 Cant concentrate
	 Lack of confidence
	 Clumsiness
	 Depression
	 Fire setting

	 Temper tantrums
	 Crying episodes
	 Unusual fears
	 Memory loss
	 Preoccupation with          weight

	 Fainting, falling 
	 Noncompliance
	 Aggression
	 Oppositional behavior
	 Use of profanity

	 Attention seeking
	 Anxiety
	 Distractibility
	 Impulsiveness
	 Cruelty to animals

	 Hyperactivity
	 Avoidance
	 Low self-esteem
	 Skipping school
	 Other _____________



	 Lying
	 Stealing
	 Low frustration

    tolerance
	 Obsessive-compulsive behaviors
	 Other____________


Types of discipline you use with your child:

	 Rewards
	 Verbal reprimands

	 Time out (isolation)
	 Removal of privileges

	 Avoidance of child
	 Physical punishment

	 Acquiescence to child
	 Other (please specify)________________________________


Which form of discipline has proven most effective? __________________________________________________________

On the average, what percentage of the time does your child comply with initial commands or requests?

 0-20%
 20-40%
 40-60%
 60-80%
 80-100%

To what extent are you and your spouse consistent within respect to disciplinary strategies?

 Most of the time
 Some of the time
 None of the time

Have you participated in parenting classes or obtained information on discipline/behavior management?       Yes   No

Please explain

________________________________________________________________________________________________

Have any of the following stress events occurred within the past 12 months?

	 Parents divorced or separated
	 Family accident or illness
	 Death in family                 Repeat a grade

	 Parent changed job
	 Changed school
	 Family moved                  Conflict in family

	 Family financial problems
	 New baby at home              
	 Other ____________________________


Please explain

________________________________________________________________________________________________

Eating:

How would you rate your child’s appetite?
 Poor        Fair
 Good       Excellent

Do you believe any particular foods affect your child’s behavior?     Yes    No

If “Yes”, which foods and how does it affect him/her?

_______________________________________________________________________________________

_

Sleep:

Where does your child sleep?

 Bedroom other than parent(s) bedroom

 Bedroom parent(s) sleep in

 Bedroom shared with
1
2
3
4
5 other (not Parents)

specify with whom:________________________________________________________________

 Room other than a bedroom

Does your child have problems falling asleep?
  Yes    No

If a yes, how long does it take for him/her to fall asleep?____________________  hours

Does your child wake up in the middle of the night?   Yes    No

If Yes, how many times per night typically?____________________

How long does it take for him/her to go back to sleep?____________________________________________

Does your child snore?   Yes   No

Is your child restless during sleep?   Yes    No

Has you child been diagnosed with Obstructive Sleep Apnea (OSA)


 Yes    No

Does your child experience:


Nightmares

  
 Yes    No

Night Terrors

  
 Yes    No

Sleep Walking/Talking
  
 Yes    No


How many hours total sleep does your child currently sleep at night?______________________________________

Does your child nap?
 Yes    No
If Yes, When?_________________  How long?__________________

Social / Personal

What are your child’s main hobbies and interests?

________________________________________________________________________________________________

________________________________________________________________________________________________

What are your child’s areas of greatest accomplishment?

________________________________________________________________________________________________

________________________________________________________________________________________________

What does your child enjoy doing most?

________________________________________________________________________________________________

________________________________________________________________________________________________

What does your child dislike doing most?

________________________________________________________________________________________________

________________________________________________________________________________________________

How many close friends does your child have?_________________

Does your child have a best friend?

 Yes    No    If yes, how old is he or she?______________

How long have they been friends?    ________ year’s  ________months

How easily does your child make friends?  

 Worse than average     Average     Better than average

On the average, how long does your child keep friendships? 

 
 Less than 6 months
          6 months - 1 year 
   More than 1 year

How well does your child get along with friends?
 Below Average     Average
 Above Average

If Below Average, please explain:

________________________________________________________________________________________________

________________________________________________________________________________________________

Does your child get along best with:

 Older children          Children of the same age         Younger children

Family Medical, Emotional and Learning History
Please check to indicate if any of the child’s family members have had the following medical conditions:

	Family Genetic History

	
	Immediate Family
	Father’s Relatives
	Mother’s Relatives

	Medical Condition
	Dad
	Mom
	Sib
	Dad
	Mom
	Sib
	Dad
	Mom
	Sib

	Down Syndrome
	
	
	
	
	
	
	
	
	

	Autism
	
	
	
	
	
	
	
	
	

	Mental Retardation
	
	
	
	
	
	
	
	
	

	Learning Disabilities
	
	
	
	
	
	
	
	
	

	Hydrocephalus
	
	
	
	
	
	
	
	
	

	Language/Speech Delay
	
	
	
	
	
	
	
	
	

	Genetic/Chromosomal
	
	
	
	
	
	
	
	
	

	Trouble Reading
	
	
	
	
	
	
	
	
	

	Trouble with Math
	
	
	
	
	
	
	
	
	

	Slow to Walk (after 15 months)
	
	
	
	
	
	
	
	
	

	Slow to Talk
	
	
	
	
	
	
	
	
	

	Bed Wetting after 5 yr.
	
	
	
	
	
	
	
	
	

	Hyperactivity
	
	
	
	
	
	
	
	
	

	ADHD
	
	
	
	
	
	
	
	
	

	Delinquency Problems
	
	
	
	
	
	
	
	
	

	Alcoholism
	
	
	
	
	
	
	
	
	

	Substance Abuse
	
	
	
	
	
	
	
	
	

	Neurological Disorders
	
	
	
	
	
	
	
	
	

	Epilepsy/Seizures
	
	
	
	
	
	
	
	
	

	Tics
	
	
	
	
	
	
	
	
	

	Depression
	
	
	
	
	
	
	
	
	

	Anxiety


	
	
	
	
	
	
	
	
	

	Psychosis
	
	
	
	
	
	
	
	
	

	Nervous Breakdown
	
	
	
	
	
	
	
	
	

	Emotional Problems
	
	
	
	
	
	
	
	
	

	High Blood Pressure
	
	
	
	
	
	
	
	
	

	Diabetes/Hypoglycemia
	
	
	
	
	
	
	
	
	

	Cancers
	
	
	
	
	
	
	
	
	

	Endocrine/Hormonal Problems
	
	
	
	
	
	
	
	
	

	Thyroid
	
	
	
	
	
	
	
	
	

	Heart Disease
	
	
	
	
	
	
	
	
	

	Bone/Skeletal Problem
	
	
	
	
	
	
	
	
	

	Muscle/Motor Problem
	
	
	
	
	
	
	
	
	

	Sickle Cell
	
	
	
	
	
	
	
	
	

	Vision Problems
	
	
	
	
	
	
	
	
	

	Kidney Disease
	
	
	
	
	
	
	
	
	

	Birth Defects
	
	
	
	
	
	
	
	
	

	Sudden Death
	
	
	
	
	
	
	
	
	

	Hearing Problems
	
	
	
	
	
	
	
	
	

	Cerebral Palsy
	
	
	
	
	
	
	
	
	

	Arthritis
	
	
	
	
	
	
	
	
	

	Lupus
	
	
	
	
	
	
	
	
	

	Other____________________
	
	
	
	
	
	
	
	
	


Has any blood relative to your child experienced problems similar to those your child is currently experiencing?

   Yes
 No
 If Yes, please describe

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

Additional Comments
List names and address of any other professionals consulted:

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

Are you/the child involved in any litigation?

 Yes
 No
 If Yes, please describe

_______________________________________________________________________________________________

_______________________________________________________________________________________________

Please write any additional remarks you may have regarding your child or address any area or concern we may have missed in the space provided:

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

PHOTO

For our records, we would appreciate a current photo of the child attached to the box below.

Age of child at photo: ___________________

[image: image4.emf]
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CONSENT TO EXAMINE AND/OR TREAT

Thank you for choosing PediNET to evaluate your child. This document contains important information about our professional services and business policies.  Please read it carefully and ask any questions that you may have. The services provided by your doctor at PediNET may consist of Neuropsychological Evaluation, Psychological/Psychoeducational Testing, Neurodevelopmental Testing, cognitive rehabilitation or management, psychotherapy or consultation regarding child development and behavior, behavioral modification, and emotional and behavioral assessment. In circumstances where services pertain to cognitive (neuro) psychological assessment, a comprehensive evaluation of strengths and weaknesses through the utilization of standardized and objective instruments will be completed. Areas that may be assessed in testing include, but may not be limited to, attention/concentration, memory, language, reasoning/concept formation, visual spatial processing, auditory processing, sensory-perceptual processing, motor skills, academic achievement, behaviors, and psychosocial and adaptive status.

The information provided by the assessment can be used to provide the child/patient and family with knowledge about cognitive and/or behavioral strengths and weaknesses; provide information to therapists and physicians to help guide goals of treatment and/or therapy; document the presence of cognitive deficits or injury; track cognitive changes over time; aid in planning for school, driving, or work; and aid in differentiating a diagnosis. In the event you do not feel that treatment goals are met to expectations, do not hesitate to discuss this with your doctor.  Be aware that you have the right to terminate the evaluation or treatment at any time.  

In an effort to comply with HIPPA (Health Insurance Portability and Accountability Act of 2006) regulations, all efforts are made to protect the privacy and confidentiality of your child’s information. This is accomplished through a number of protective mechanisms put in place by PediNET, including securing your child’s record under lock and key, limiting access to your child’s information to only those parties you specify (see below for limitations to this policy), and strict adherence to our patient protection policies. 

There are, however, circumstances that require disclosure of confidential information. Fortunately, these situations rarely arise in our practice.  However, should such a situation occur and if we believe it is in the best interest of the child, we will make an effort to fully discuss the situation with you before taking any action. These situations include, but may not be limited to, the following:
· If the child/patient is believed to be at risk of harming him/herself, the necessary precautions will be taken to keep the child/patient safe. This may require sharing information with the child/patient’s family, parent/legal guardian, other service agencies (e.g. Child Protective Services), or seeking hospitalization for the child/patient. Likewise, if you, the parent/legal guardian is believed to be at risk of harming yourself, similar precautions will be taken.

· If the child/patient is at risk of seriously harming another person, the necessary precautions will be taken to keep that person safe. This may involve notifying the person at risk of being harmed, notifying the police, or seeking hospitalization for the child/patient. Likewise, if you, the parent/legal guardian is believed to be at risk of seriously harming another person, similar safety precautions will be taken.

· If there is suspicion that a child, elderly person, or disabled person is being abused, there is a requirement by the law to report such suspicions to the appropriate agency.

· In South Carolina, if the child/patient is under 18 years of age, or has been declared incompetent, the law may provide the parent/legal guardian the right to examine the child/patient’s records without their consent. In some circumstances, a request will be made to parents/legal guardians to consent to give up access to specific notes and responses in the child/patient’s record. If the parent/legal guardian agrees, that individual may be provided only with a report or general information unless there is a concern about the child/patient seriously harming him/herself or another. In such cases, the child/patient’s parent/legal guardian would be alerted to these concerns. Before giving the parent/legal guardian information, areas to be discussed will be shared with the child/patient as appropriate to their age and developmental level.

· Under certain circumstances, the release of the child/patient’s records may be court ordered and/or the treating doctor may be required to testify in court regarding the information obtained during the course of our interaction (i.e., evaluation, therapy). We will make reasonable efforts to notify the child/patient and his/her family if such a court order is received.

· We are required to disclose confidential information if we are appointed by the court to evaluate and treat the child/patient.

· We are required to disclose confidential information if contact with us is for the purpose of establishing competence.

· We are required to disclose confidential information if contact is one in which we must file a report to a public employer or if information is required to be recorded in a public office or if information is open to public inspection.

· We are required to disclose confidential information if the child/patient is under the age of 16 and is the victim of a crime.

· We are required to disclose confidential information if the parent/legal guardian or the non-minor child/patient dies and the communication is important to decide an issue concerning deed or conveyance, will or other writing executed by the parent/legal guardian affecting an interest in property.

· We are required to disclose confidential information if the parent/legal guardian or non-minor child/patient waives the right to privilege or gives consent to limit disclosure.

· We may also be required by law to report new cases of infectious diseases, such as, but not limited to Tuberculosis and AIDS to the State Health Department. We do not test for these diseases; however, if the parent/legal guardian or child/patient shares this information, we are required to report it.

· The state of South Carolina provides consumers with the opportunity to file inquiries and/or complaints with its Board of Examiners in Psychology and Social Work at the Board offices (P.O. Box 11329, Columbia, SC 29211).

Please feel free to ask any questions about the above information. Signing this form will authorize your doctor at PediNET to release information to your insurance company/paying source, our billing service as necessary, and other agencies/individuals as cited above. It also confirms the set duration that this consent is to be valid.  A digital photograph of you child may be taken to be included in the examination report and the child’s record. Please sign below if you agree to have your child’s photo taken solely for the purposes listed. If you understand and agree to the above stated conditions of our service, please sign and date below.

______________________________

_______________________________

_______________________________

Non-minor Patient Signature/Date

Doctor’s Signature/Date


Parent/Legal Guardian Signature/Date


CONSENT FOR RELEASE/EXCHANGE OF INFORMATION AND PAYMENT

I, _______________________________, hereby give my permission for the mutual exchange of all pertinent medical, academic, social, psychological, and/or psychiatric information which pertains to:

______________________________________


_______________________

Patient Name





Date of Birth

Between PediNET and:

1)
______________________________________


______________________________

Name of Facility






Telephone Number

______________________________________

Contact Person

____________________________________________________________

Address

____________________________________________________________

City


State


Zip Code

2)
______________________________________


______________________________

Name of Facility






Telephone Number

______________________________________

Contact Person

____________________________________________________________

Address

____________________________________________________________

City


State


Zip Code

3) ______________________________________


______________________________

Name of Facility






Telephone Number

______________________________________

Contact Person

____________________________________________________________

Address

____________________________________________________________

City


State


Zip Code

I understand that the requester may not further use or disclose this information unless another authorization is obtained from me or unless law requires such use or disclosure. This agreement will be valid for one year from the date below. You have the right to change your mind about issues pertaining to the consent to release information. Simply do so by contacting your PediNET doctor at 864.704.5534.

You also have the right to deny authorization to release information to outside sources. To avoid disclosure to your insurance company, you must agree to pay for your testing services yourself.  Otherwise, the insurance company paying for services has the right to review all records. By signing below, you agree to cover any outstanding fees not covered by your insurance provider. Please note, failure to cancel any appointments within 72 hours may result in a cancellation charge. 
______________________________


______________________________

Parent/Guardian/Patient Signature


Date

______________________________


______________________________

Witness





Date
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