PEDIATRIC PATIENT INFORMATION SHEET                                       

Last Name: ……………………………………………………………First Name: ………………………………………………… 
Address:…………………………………………………………………………………………………………….
City: ………………………
State:………… Zip …………………. Home Phone #:…………………………………   Social Security # : ……………………………
Sex:   M     F      Date of Birth: ……/……/……
Height: ………………………  Weight: ………………………  

Ethnicity/ Race: ………………………………… Do you identify as Hispanic or Latino?     Yes 
No

Primary Care Physician:……………………………………………..Phone:…………………………………..

*Referring Dr. ……………………………………………………. Phone: ……………………………………….

Address: ……………………………………………………………………………………………………………….

INSURANCE INFORMATION:        Insurance Company:  ………………………………………………..

Insured’ s Name: …………………………………………..Relationship to patient:   (Self   Parent)

Insured’s Date of Birth ………………………………..   Insured’s Sex:    M       F

Insured ID#: …………………………………………….Group# ………………………………………………….

AUTHORIZATION FOR RELEASE OF INFORMATION:
 I Hereby authorize and direct the above named Medical facility, having treated me, to release to governmental agencies, insurance carriers or others who are financially liable for my medical care, all, information needed to substantiate payment for such care and permit representatives thereof the examine and make copies of all records relating to such care and treatment.
AUTHORIZATION TO PAY BENEFITS DIRECTLY TO PHYSICIAN: 
I HEREBY REQUEST AND AUTHORIZE MY INSURANCE COMPANY TO PAY DIRECTLY TO G. S. GILL M.D.  ALL FEES AND RECOGNIZE THAT PAYMENT IN THIS MATTER IS THE SAME AS PAYMENT TO ME;

I have read all the information on this sheet and have completed the above answers.  I certify this information is true to and correct to the best of my knowledge.  I will notify you any changes in my status or the above information.

___________________________________________________________________________________
PARENT / GUARDIAN SIGNATURE





                               DATE
Patient Name: _________________________________ Date:_____________________________
Reason for visit:__________________________________________________________________________
General Information:
1. Was your child a full term delivery?

YES
NO

2. Is your child on an apnea monitor? 

YES 
NO

3. Does your child use oxygen at home?
YES 
NO

4. Does your child use a BIPAP or CPAP
?
YES
NO

Known Allergies: ________________________________________________________________________

Medical/Psychiatric History

Does your child have…
____Frequent nasal congestion ​​____ Trouble breathing through his nose ____Allergies ​​​​____ Eczema  
____Chronic Bronchitis or Cough ____Asthma ____Frequent colds or flu ____Acid Reflux
____ Frequent strep throat ____ Frequent ear infections ____Difficulty swallowing
____ Poor or delayed growth ____ Overweight ____ Speech Problems ____ Vision Problems ____ Seizures ____Epilepsy ____ Genetic Disease ____Cerebral Palsy ____ Heart Disease ____ High Blood Pressure?

Sleep History:
1. Does anyone in the Family have sleep disorders?

YES 
NO
2. What time does your child usually go to bed?
 _________________

3. How long does it take for your child to usually wake up? ______________

4. Type and amount of caffeinated beverages your child 

drinks each day (Coke, Mountain Dew, Teas etc.): ____________________

While sleeping does your child.....

1. Loud snoring?


YES 
NO
 

2. Sleeps on side?

YES 
NO


3. "Heavy/Loud" breathing?
YES
NO


4. Have trouble breathing or stops 

breathing at night?

YES
NO


5. Excessive restlessness?
YES
NO


6. Occasionally wet the bed?
YES
NO


7. Sweat Excessively?

YES
NO


8. Grind Teeth?


YES
NO
9. Kick or Jerk legs?

YES
NO


10. Bad morning breath?

YES
NO


11. Wake up feeling unrefreshed in
the morning?


YES
NO

12. Have problems with sleepiness 
during the day?

YES
NO

13. Have problems waking up?
YES
NO

14. Wake up with headaches?
YES
NO

15. Nap at inappropriate times

 during the day?

YES
NO
16. Fall asleep while sitting still?
YES
NO
17. Wake up at night?

YES
NO
18. Have trouble staying in their 

own bed?



YES
NO
19. Share a room with other children?
YES
NO
20. Have nightmares/night terrors?
YES
NO
21. Sleep walk?



YES
NO
22. Sleep talk?



YES
NO
23. Have frequent daydreams?

YES
NO
24. Feel unable to move when falling
 asleep or upon awakening?

YES
NO
25. See strong visual images before falling asleep


or upon awakening?


YES
NO
26. Have sensation of sudden 
weakening in legs  or falling while 
awake and in emotional times?
YES
NO
EPWORTH SLEEPINESS  SCALE (ESS):   
CHANCES OF DOZING   0  (NO)   TO  3  (High)
1. SITTING OR READING
......0......1......2......3

2. WATCHING TV
......0......1......2......3

3. IN  MOVIE OR MEETING......0......1......2......3

4. PASSENGER  IN THE CAR......0......1......2......3

5. AFTERNOON  LYING DOWN......0......1......2......3

6. SITTING OR TALKING
......0......1......2......3

7. SITTING  AFTER  LUNCH......0......1......2......3
8. WHILE DOING HOMEWORK......0......1......2......3
TOTAL:___________   
  
Patient Name: _________________________________ Date:_____________________________

	NAME OF MEDICATION
	STRENGTH(MG)
	DOSAGE

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES
I………………………………………………………………have received a copy of this office’s Notice of Privacy Practices.

………………………………………………………………………

………………………………………………………………………

Please Print Name (Parent / Guardian)


Signature (Parent / Guardian)

……………………………

Date
INSURANCE CONSENT FORM
I, _______________________ hereby authorize Garden City Asthma and Sleep Center and or 
Dr. Gill to release a full report of my examination, diagnosis, treatment, prognosis, etc. in regard to the services performed by Garden City Asthma and Sleep Center and my medical records to my  insurance carrier.

I hereby assign all my rights to seek reimbursement for all services rendered to me by Garden City Asthma and Sleep Center. I understand that Garden City Asthma and Sleep Center shall seek payment for these services from my insurance carrier. I agree to cooperate and assist Garden City Asthma and Sleep Center in any way necessary to collect payment from my insurance carrier.

I have been advised that in the event that the services rendered to me are not reimbursed by any insurance company within 120 days that Garden City Asthma and Sleep Center may declare the entire balance for the services immediately due and payable by me.
………………………………………………………………………

………………………………………………………………………

Please Print Name (Parent / Guardian)


Signature (Parent / Guardian)

……………………………

Date


































































