
New Patient Registration    

GBB-0003-8 (11/2009) 

 Please Print   

How did you hear about us? 

□ Friend or Family: _________________   □ Insurance   □ Yellow Pages   □ Newspaper   □ Other Ads   □ Internet 
 

Patient Information 
Last Name 
 

First MI Date of Birth 
 / / 

Social Security Number Sex 

Home Address 
 

City State Zip Code Home Phone 
(          ) 

Employer Marital Status 
 Single  Married  Other 

Cell Phone 
(          ) 

Email 
 

   Work Phone 
(          ) 

 

Responsible Party Information 
Last Name 
 

First MI Date of Birth 
 / / 

Social Security Number Sex 

Home Address 
 

City State Zip Code Home Phone 
(          ) 

Employer Marital Status 
 Single  Married  Other 

Cell Phone 
(          ) 

As the responsible party, I agree that all charges that are not directly paid by my insurance company will be my responsibility. 
Responsible Party Name 
 

Responsible Party Signature 
 

Today’s Date 
 / / 

 

In Case of Emergency Call 
Last name 
 

First Name MI 

Home Phone 
 

Work Phone 

Relationship 
 

 

Primary Insurance Company Information 
Primary Insurance Company Name 
 

Identification Number 
 

Group 
 

Address 
 

City 
 

State 
 

Zip Code 
 

Phone 
 

Policyholder (if other than patient) 
 

Sex 
 

Date of Birth 
 

Social Security Number (of policyholder) 
 

Phone Number (of policyholder) 
 

Relationship to Patient 
 

Employer (of policyholder) 
 

 

Assignment of Benefits/Authorization to Release Medical Information/Consent to Treatment 
I hereby assign all medical benefits to which I am entitled to FamilyCare of Kent in the event they file insurance on my behalf. I understand that I am 
financially responsible for all charges whether or not paid by said insurance. In the event my account becomes delinquent and is therefore in default 
of payment, I accept responsibility for the principal amount owing as well as all reasonable costs associated with the collection of this debt. Including 
but not limited to collection fees, attorney’s fees, and all court costs and additional legal fees associated with the recovery of this debt. Interest may 
be charged at a rate of 1.5% per month (18% annually) for unpaid balances over thirty days old. I hereby authorize said assignee to release all 
information necessary to secure the payment of said benefits. A copy of this assignment shall be considered as effective and valid as the original. I 
do hereby consent to such treatment by the authorized personnel of FamilyCare of Kent as may be dictated by prudent medical practice by my 
illness, injury or condition. This consent is intended as a waiver of liability for such treatment excepting acts of negligence. 
 
Authorized Signature 
 

Today’s Date 
 / / 

 



 
 Name: ___________________________________ 
 
 
 DOB: ____________________________________ 
  
 

CFP-0003-7.pediatric.pmh (11/2009) 
Please turn the page over and fill in other side 

 

Pediatric Intake History 

Date:   Age:   

Prenatal History: 
The pregnancy was:    generally normal    had problems 
Medication used while pregnant:    yes    no 
Alcohol or street drugs used while pregnant:    yes    no 

Birth History: 
How long did the pregnancy last:     full term     36-38 weeks     32-35 weeks     less than 32 weeks 
Place of delivery:    Home    Birth Center    Hospital 
Type of delivery:    vaginal    forceps    induced vaginal    C-section 
Was anesthesia used during delivery:    yes    no 
Condition at birth    healthy    there were some problems    ill 
Apgar score (if known): at 1 minute   at 5 minutes   
Birth Weight:   

Habits: 
Were there any previous problems with:    feeding    bowels & bladder    sleep    no previous problems 

Milestones 
Did your child roll over, sit, walk, talk, etc. at a normal age:    yes    no 

Past Medical History: 
Any surgery:    yes    no 
Any hospitalizations:    yes    no 
Any serious illness (pneumonia, asthma, etc):    yes    no 
Date of last dental examination:   
Any prescription medications used in the past year:    yes    no 
Any allergies:    yes    no 

Social History: 
Who lives in the home with the child:    mom    dad    brother    sister    other 
Does the child attend daycare or preschool:    yes    no 
Is English the language usually spoken in the home:    yes    no. If no, language spoken:   
How would you describe this child’s usual behavior?    
How do you usually discipline this child?     
How does this child usually do in school?     

Immunization Record 
Immunization Date Date Date Date Date Date Immunization Date 
DTaP/DTP/DT       MMR #1  
IPV/OPV (Polio)       MMR #2  
Hib        Varicella #1  
Hepatitis B       Varicella #2  
Rotavirus       Hepatitis A #1  
Pneumovax       Hepatitis A #2  
Gardasil (HPV)         
         
Flu         
TB test done         
TB result         



 

CFP-0003-7.pediatric.pmh (11/2009) 

 

 

Family History 

Relation Name Birth date State of Health Occupation Education 

Mother      

Father      

Sister      

Sister      

Brother      

Brother      

      

      

 

Has any (of this child’s) grandparents, parents, brothers, sisters, or other family members had: 

 Who? Who? 

ADD/ADHD    yes    no   Heart attack    yes    no   
Alcohol problems    yes    no   Heart trouble    yes    no   
Allergies    yes    no   High blood pressure    yes    no   
Anemia    yes    no   Kidney disease    yes    no  
Anxiety    yes    no   Liver disease    yes    no   
Asthma    yes    no   Mental illness    yes    no   
Bipolar disease    yes    no   Mental retardation    yes    no   
Birth defects    yes    no  Seizure or convulsion    yes    no   
Bleeding disorder    yes    no   SIDS death    yes    no   
Cancer or leukemia    yes    no   Stroke    yes    no   
Depression    yes    no   Sudden death under 50    yes    no   
Diabetes    yes    no   Suicide    yes    no   
Drug problems    yes    no   Tuberculosis    yes    no   
Elevated cholesterol    yes    no   Other serious disease    yes    no   

Do you have any special concerns about your child’s health?: 

 

 

 

 

 

 

 

 

 

 

 

Form completed by:   Relationship to child:    parent       







10024 SE 240th St, Suite 201, Kent, WA 98031 • Ph: 253.859.2273 • Fx: 253.850.8894 

GBB-0009-2.HIPAA.doc (rev 1/2010)  

Robert T. Smithing, MSN, ARNP 
Madeline D. Wiley, MSN, ARNP 
Kathleen F. Kleiver, MSN, ARNP 
Kathryn A. Swartz, MSN, ARNP 

PATIENT INFORMATION CONSENT FORM  

I have read and fully understand FamilyCare’s NOTICE OF INFORMATION PRACTICES.  I 
understand that FamilyCare may use or disclose my personal health information for the purposes 
of carrying out treatment, obtaining payment, e valuating the quality of services provided and any 
administrative operations related to treatment or payment.  I understand that I have the right to 
restrict how my personal health information is used and disclosed for treatment, payment and 
administrative operations if I notify FamilyCare in writing.  I also understand that FamilyCare 
will consider requests for restriction on a case -by-case basis, but does not have to agree to requests 
for restrictions.  

I hereby consent to the use and disclosure of my person al health information for the purposes as 
noted in FamilyCare of Kent’s NOTICE OF INFORMATION PRACTICES.  I understand that I 
retain the right to revoke this consent by notifying FamilyCare of Kent in writing at any time.  
 
  
Patient Name  
 
  
Signature  
 
  
Dat e 
 

DESIGNATED INDIVIDUALS AUTHORIZATION FORM  

I hereby authorize one or all of the designated parties listed below to request and receive the 
release of any protected health information regarding my treatment, payment or administrative 
operations related to  treatment and payment.  I understand that the identity of designated parties 
must be verified before the release of any information.  
 
Authorized Designees:  
 
Name:   Relationship: __________________________________________ 
 
Name:   Relationship: __________________________________________ 
 
  
Patient Name  
 
  
Signature  
 
  
Date 



10024 SE 240th St, Suite 201, Kent, WA 98031 • Ph: 253.859.2273 • Fx: 253.850.8894 

GBB-0007	
  GBB-0007-3 HIPPA (11/2009)	
  

Robert  T .  Smithing,  MSN, ARNP 
Madel ine  D.  Wiley ,  MSN, ARNP 
Kathleen F.  Kle iver ,  MSN, ARNP 
Kathryn A.  Swartz ,  MSN, ARNP 

Notice of Patient Information Practices 
This notice describes how medical information about you may be used or disclosed and how you can obtain 
access to information. Please review it carefully. 

FamilyCare’s Legal Duty 
FamilyCare of Kent is required by law to protect the privacy of your personal health information, provide 
this notice about our information practices, and follow the information practices that are described herein. 

Uses and Disclosures of Health Information 
FamilyCare of Kent uses your personal health information primarily for treatment, obtaining payment for 
treatment, conducting internal administrative activities, and evaluating the quality of care that we provide. 
For example, FamilyCare may use your personal health information to contact you to provide appointment 
reminders, or information about treatment alternatives or other health related benefits that could be of 
interest to you. 

FamilyCare may also use or disclose your personal health information without prior authorization for public 
health purposes, for auditing purposes, for research studies and for emergencies. We also provide 
information when required by law. 

In any other situation, FamilyCare’s policy is to obtain your written authorization before disclosing your 
personal health information. If you provide us with a written authorization to release your information for 
any reason, you may later revoke that authorization to stop future disclosures at any time. 

FamilyCare may change its policy at any time. When changes are made, a new Notice of Patient Information 
Practices will be posted on our web site (www.familycareofkent.com). You may also request an updated copy 
of our Notice of Patient Information Practices at any time. 

Patient’s Individual Rights 
You have the right to review or obtain a copy of your personal health information at any time. You have the 
right to request that we correct any inaccurate or incomplete information in your records. You also have the 
right to request a list of instances where we have disclosed your personal health information for reasons 
other than treatment, payment, or other related administrative purposes. 

You may also request in writing that we not use or disclose your personal health information for treatment, 
payment and administrative purposes except when specifically authorized by you, when required by law, or 
in emergency circumstances. FamilyCare will consider all such requests on a case by case basis, but the 
practice is not legally required to accept them. 

Concerns and Complaints 
If you are concerned that FamilyCare may have violated your privacy rights or if you disagree with any 
decisions we have made regarding access or disclosure of your personal health information, please contact 
our HIPAA Compliance Office at the address listed below. You may also send a written complaint to the US 
Department of Health and Human Services. For further information about FamilyCare’s health information 
practices, or if you have a complaint, please contact the following office: 

HIPAA Compliance Office 
10024 SE 240th St, Suite 201 
Kent, WA 98031	
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