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Welcome to Oconee Pediatrics!

To become a new patient at Oconee Pediatrics, we need some important information
from you.

Please use this checklist as a guide in preparing your information for us. Please help
us avoid any delays in setting up your child’s first appointment by having all
information completed when you bring it back to us.

Once you return it to our office, please allow 24 hours for us to process your
paperwork. We will contact you to set up your appointment.

Insurance Card or Cards (please note that the only Medicaid plans that we
accept are: Molina, First Choice, Humana and Blue Choice)

Immunization Record

Bring all medications that they take on a daily basis or a list to your first
visit.

If you are not a parent and are a legal guardian, we must have a copy of
the court order/safety plan and a copy of your identification.

Please be advised that a parent or legal guardian must be present with the child to
be seen on the first visit.

Thank you for the opportunity to care for your children!

Paper work may be dropped by the office, faxed to 864-882-5908, or emailed to
oconeepediatrics864@gmail.com (if emailed or faxed, please call and confirm it was

received)







IMPORTANT UPDATE REGARDING OCONEE PEDIATRICS VACCINE POLICY
VACCINES NO LONGER REQUIRED TO BE A PATIENT AT OCONEE PEDIATRICS!

PLEASE READ FULL STATEMENT.

WE UNDERSTAND THAT DUE TO RECENT POLITICAL AND SOCIAL MEDIA INPUT, MANY
PARENTS HAVE BECOME MORE HESITANT TO HAVE THEIR CHILDREN VACCINATED.

AS AN ADVOCATE FOR YOUR CHILD, WE WILL ALWAYS RECOMMEND WHAT WE KNOW TO BE
BEST FOR YOUR CHILD IN ALL ASPECTS OF THEIR MEDICAL CARE. THIS INFORMATION COMES
FROM YEARS OF EXPERIENCE, KNOWLEDGE, TRAINING, AND ON GOING CONTINUING

MEDICAL EDUCATION.

WITH THAT BEING SAID, WE WILL ALWAYS RECOMMEND THAT YOUR CHILD BE VACCINATED
WITH THE AAP /CDC RECOMMENDED VACCINES BUT WILL NO LONGER REQUIRE YOU TO
VACCINATE YOUR CHILD TO REMAIN WITH OUR PRACTICE.

WHEN A DECISION IS MADE TO NOT VACCINATE YOUR CHILD, A DECLINATION FORM WILL BE
REQUIRED AT EVERY VISIT WHERE YOUR CHILD WOULD BE OFFERED THE AAP/CDC
RECOMMENDED VACCINES. THE DECLINATION FORM IS LEGALLY REQUIRED.THIS FORM
SIMPLY STATES THAT YOU HAVE BEEN OFFERED THE VACCINES AND ALSO HAVE BEEN
INFORMED AND UNDERSTAND THE RISKS OF NOT VACCINATING YOUR CHILD. IT ALSO STATES
THAT AT ANY TIME YOU CHANGE YOUR MIND AND DECIDE YOU WOULD LIKE YOUR CHILD

VACCINATED, YOU CAN DO SO.
SHOULD YOU HAVE ANY QUESTIONS, PLEASE FEEL FREE TO CALL AND TALK TO OUR STAFF.

AS ALWAYS, YOUR CHILD’S HEALTHCARE IS OUR TOP PRIORITY!






Oconee Pediatrics, PA
15579 Wells Highway
Seneca, SC 29678
Office: 864-882-7800 Fax: 864-882-5908
oconeepediatrics864@gmail.com
Authorization To Use Or Disclose Protected Health Information
I hereby authorize use or disclosure of the named individual’s health information described below:

()
Patient Name Date of Birth Contact Number

The following individual or organization is authorized to make the disclosure (coming from)

Telephone number _( ) Fax number__ (___ )

This information may be disclosed to and used by the following individual or erganization (going to)

Telephone number _( ) Fax number_( )

Purpose of request:

The following information is to be disclosed: PLEASE DO NOT FAX OVER 10 PAGES

___Physician notes
___Labresults
_ X-ray reports
___MRI scans
Cardlac studies
COMPLETE MEDICAL RECORD INCLUDING RECORDS CONTAINED WITHIN FROM

OTHER SOURCES

__**Inpitials [ understand that the information in my record may include information relation to sexually
transmitted diseases, Acquired Immunodeficiency Syndrome(AIDS), or infection with the Human
Immunodeficiency Virus(HIV). It may also include information about behavioral or mental health services

or treatment for alcohol and drug abuse.

__**Tnitials I understand that any disclosure of information carries potential for redisclosure and that the
information then may be protected by federal confidentiality rules.

__**Tnitials ] understand that I have the right to revoke this authorization at any time. 1 understand that my
revocation must be in writing and I understand that the revocation will not apply to information already

released based on this authorization.

__*Initials ] understand that authorizing the disclosure of this health information is voluntary.

__**Initials I understand that I may inspect or obtain a copy of the information to be used or disclosed.

Signature of Patient or Legal Representative Date of release
Release expires 1 year from the above date

If not patient, relationship of legal representative to patient






WELCOME TO OCONEE PEDIATRICS! NEW PATIENT INFORMATION 2022

PATIENT INFORMATION **PLEASE WRITE ALL INFORMATION ABOVE THE LINES!

LAST NAME FIRST NAME MIDDLE NAME  PREFERRED NAME
MALE __
FEMALE__
DATE OF BIRTH SSN# PRIMARY LANGUAGE
YES NO
EMAIL ADDRESS RACE/ETHNICITY IS PATIENT OF HISPANIC ORIGIN?
PRIMARY GUARDIAN'S INFORMATION
LAST NAME MIDDLE NAME  FIRST NAME RELATIONSHIP TO CHILD
ADDRESS CITY & STATE ZIP CODE
GUARDIAN’S DATE OF BIRTH  GUARDIANS SS# BEST CONTACT NUMBER

NUMBER FOR TEXT MESSAGE REMINDERS

SECONDARY GUARDIAN’S INFORMATION

LASTNAME  MIDDLE NAME  FIRST NAME RELATIONSHIP TO CHILD

ADDRESS (IF DIFFERENT) CITY& STATE ZIP CODE

GUARDIAN'S DATE OF BIRTH GUARDIAN’S SS# BEST CONTACT NUMBER
ALTERNATE CONTACT NUMBER

NAME CONTACT NUMBER RELATION TO CHILD

SIBLINGS-FULL NAMES AND DATES OF BIRTH:

INSURANCE INFORMATION **PLEASE PRESENT YOUR INSURANCE CARD TO THE FRONT DESK**

INSURANCE COMPANY FULL NAME OF SUBSCRIBER DATE OF BIRTH

GROUP NUMBER POLICY NUMBER SUBSCRIBER’S SS#

PREFERRED PHARMACY:
NAME OF PHARMACY LOCATION

HOW DID YOU HEAR ABOUT OCONEE PEDIATRICS? © HOSPITAL YOUR CHILD WAS BORN AT?







Initial History Questionnaire

Form Completed By: Name:

Initial Date Completed: ID Number:

Date(s) Updated: Birth Date: Sex: M F
© 0

Do you consider your child to be in good health? ClYes ENo [QDoniknow Explain:
Does your child have any special health care needs? [JYes [No [JDontknow Explain:
Has your child ever been hospitalized? E Yes n No ﬂ Don't know Explain:
Is your child allergic to medicine or drugs? Oes Eno E Don't know Explain:

SOCIAL HISTORY BIRTH HISTORY

Please list all those living in the child’s home.

Name Relationship to Birth Date/Age
Child
Please list other siblings not living in the home.
Name Birth Date/Age | Where are they living?

Does the child live with both biological parents? nYes ﬂNo
If no, what is the child’s current living situation?
ESingIe—parent custody EJoim custody ElAdoptive family

EOther family members: ﬂ Foster care

How often does the child have visitation with parent(s) not living in the home?

American Academy of Pediatrics i 7N
DEDICATED TO THE HEALTH OF ALL CHILDREN®  2efis”

Birth weight:

Orui-tern  QPreterm weeks [JPost-term
Delivery: ﬂVaginal BCesarean DReason:
Any complications during birth or after birth? ENo n‘les

weeks

Explain:
Did the baby need to go to the NICU (neonatal intensive care unit)?

ONo BlYes Explain:
During pregnancy, did the mother:

Take prenatal vitamins? Eves DEno  unknown
Smoke or use e-cigarettes? L3Yes IANo [dunknown
Drink alcohol? EYes ONo nUnknown
Use marijuana? Elves DOnNe DBunknown
Use illicit drugs? ElYes DONo  Elunknown
Take other medications? nYes Cine Blunknown
If yes, please list:

Blood type:

Mother: D Unknown

Baby: D Unknown

Mother's lab results:
Hepatitis B n Pos n Neg E Unknown
HIV [Clros ONeg Elunknown

Group B streptococcus (GBS) nPos mNeg ﬂUnknown

After birth, did the baby get:
Vitamin K shot? Clves
Erythromycin eye ointment? E Yes
Hepatitis B shot? ﬂYes

l:l No E Unknown
Ei No B Unknown
L'.I No I:I Unknown

How was the baby fed? DBotﬂe formula DBottle breast mitk

D Breastfed How long was baby breastfed?
Did baby go home with biological mother from hospital after birth? Oves
ONo Explain:

The recommendations in this questionnaire do not indicate an exclusive course of treatment or serve as 2 standard
of medical care. Variations, taking Into account individual circumstances, may be appropriate. Original questionnalre
included as part of the Bright Futures Tool and Resource Kit, 2nd Editlon. The American Academy of Pediatrics {AAP)
does not reviaw or endorse any modifications made to this questionnaire and in no event shall the AAP be liable for
any such changes.

© 2019 American Academy of Pediatrics. Al rights resarved. HE0564
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Initial History Questionnaire Name:

PAST MEDICAL HISTORY _ '

Has your child ever had any of the following problems? DK = Don’t know

Condition DK No | Yes Details

Eye problems, cataracts, or retinoblastoma

Vision impairment or concerns

Nasal allergies (dust, pets, or
environmental)

Frequent ear infections

Hearing loss or concerns

Multiple cavities or problems with teeth

Frequent colds or sore throats

Asthma, wheezing, or breathing problems

Bronchitis, bronchiolitis, or pneumonia

Heart murmur or other heart problems

High blood pressure

Frequent stomach pain

Constipation needing medical treatment

Food allergies or intolerance
(eg, milk, gluten)

Feeding issues or underweight

Overweight or obesity

Urinary tract infections

Bed-wetting (after 5 years old)

Kidney, ureter, or bladder problems

Serious injuries or fractures

Bone, joint, or muscle problems

Frequent headaches or dizziness

Concussion or head injury

Convulsions, seizures, or neurological
issues

Sleep problems or snoring

Skin rashes, eczema, or hives

Acne

Thyroid or other endocrine problems

Diabetes

Metabolic/genetic disorders

Anemia or bleeding problems

Cancer or chemotherapy

Bone marrow or organ transplant
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Initial History Questionnaire Name:

PAST MEDICAL HISTORY (continued)

Has your child ever had any of the following problems? DK = Don’t know

Condition DK No | Yes Details

Blood transfusion

HiV or AIDS

Chickenpox or zoster (shingles)

Developmental delays (speech or motor)

School problems or learning difficulties

ADHD or behavioral concerns

Anxiety, depression, or mood problems

Tobacco, alcohol, or drug use

Exposure to family violence

Pregnancy or miscarriage

Sexually transmitted infections

Females: issues with periods

Age of first period:

Other medical problems (Please list.)

SURGICAL HISTORY

Has your child ever had surgery? CINo [lYes If yes, please provide details below.

Surgery/Procedure Date of Surgery/Child’s Age Where Completed -Deﬁils

Other surgical/procedural problems (Please list.)

American Academy of Pediatrics | Bright Futures | https://brightfutures.aap.org PAGE 3 0of 4



Initial History Questionnaire Name:

FAMILY HISTORY:

Have any of your child’s parents, grandparents, aunts, uncles, brothers, or sisters ever had any of the following conditions? DK = Don’t know

Condition DK | No | Yes Who? ] Details

Anemia or bleeding problems

Asthma

Allergies

Alcohol use problems

Bed-wetting (after age 10 years)

Cancer (before age 55 years)

Childhood hearing loss

Dental decay or multiple cavities

Depression or anxiety

Developmental disability

Diabetes

Heart attack (myocardial infarction)

Heart disease (before age 55 years)

High blood pressure

High cholestero!
HIV or AIDS

Kidney disease

Liver disease

Mental health conditions

Obesity

Seizures or epilepsy

Stroke

Substance use problems

Sudden death (before age 50 years)

Thyroid or other endocrine disease

Tobacco use problems

Tuberculosis

Vision or eye problems

Other medical problems (Please list.)

Provider 1 Consistent with Bright Futures:
Guidelines for Health Supervision of
Infants, Children, and Adolescents,
Provider 2 4th Edition

- SIGNATURE
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OCONEE PEDIATRICS PAYMENT POLICY/
RESPONSIBLE PARTY SIGNATURE FORM/CONSENT TO TREAT DATE:

DATE OF BIRTH:

PATIENT’'S NAME:

E IBLE
The responsible party is the person who is financially responsible for the patient’s account and who

will receive all account statements to their address. By signing, | understand that | am the responsible
party and will adhere to the requirements outlined in the policies to me for above listed patients as
well as future patients registered in my name at Oconee Pediatrics.

**please note that we cannot set up multiple billing addresses in an account, **

Name of responsibility party (print) Relation to the patient

WAIVER OF LIABILITY
{Initials)

1 understand that the treatment/service from the providers at Oconee Pediatrics, on the above listed
patient, may not be a covered treatment/service or may not be covered at 100%. | agree to be
personally and fully responsible for any balance due on my account.

PAYMENT POLICY

(Initials)

Oconee Pediatrics is committed to providing the highest quality healthcare possible for our patients.
Our pricing structure is representative of the usual and customary charges for our area.

Payment is expected, in full, at the time of service regardless of who brings the patient in for
treatment. This includes deductibles, copays, and percentages. By collecting in full, at the time of
service, we are able to keep our cost down and pass the savings along to you by not increasing our
fees as frequently as most practices do. If you do not have a current insurance card and the insurance
information we have on file is inactive, you will be asked to pay for the visit in full until such
information can be obtained. By signing below, you are indicating that you are the responsible party
and that you have read, understand, and agree to adhere to the payment policy of Oconee Pediatrics.
*¥ We cannot honor any special arrangements in court orders regarding the responsibility of payment

for medical services. Payment is expected when services are rendered .**

Signature of Responsible Party Date

CONSENT TO TREAT
| give the providers of Oconee Pediatrics permission to diagnose and treat the

patient listed above.

Signature of Parent/Legal Guardian Relation to Patient



OCONEE PEDIATRICS PRIVACY FORM 2022 DATE:

PATIENT'S NAME: DATE OF BIRTH:

HARING RM

Please check the information below that you authorize Oconee Pediatrics to release for the above

named patient, and list who has permission to receive this information other than the patient’s

parents/legal guardians:

___Results of tests/x rays ___Appointment information

Billing information ___Medical information/to include entire
medical record

Name of person that has permission to receive the above information / Relationship to patient

Name of person that has permission to receive the above information / Relationship to patient

BRINGING PATIENT TO THE DOCTOR
List anyone who has permission to bring the above named patient to the doctor other that the patient’s

parents/legal guardians:

Name of person Relationship to patient

Name of person Relationship to patient

**Please note, that any patient that presents to the office in attendance with an adult for medical
services will not be turned away. It is the understanding of this practice that if the child is in the care of
the adult at the time they present for services, that the parent/legal guardian has entrusted the
patient to them to obtain medical services.**

COMMUNICATION
I authorize Oconee Pediatrics to: {check all that apply) ____ send text messages _____leave voicemails
to/on the primary number listed on my account.

I authorize Oconee Pediatrics to send emails to the email address | have listed on my account.

RIGHTS OF THE PATIENT

 understand that | have the right to revoke this authorization at any time by sending notification to Oconee Pediatrics at
15579 Wells Highway, Seneca, SC 29678.1 understand that a revocation is not effective in cases where the information has
already been used or disclosed, but will be effective ongoing forward. | understand that information used or disclosed asa
result of this authorization may result in re-disclosure by the recipient and may no longer be protected by federal or state
law. Information received by this office is for our use and will continue to be protected by our privacy policy. | understand
that | have the right to inspect or copy the protected health information disclosed as describe in this document. I can do this
by written notification to: Oconee Pediatrics 15579 Wells Highway, Seneca, S.C. 29678. ! understand that | have the right to
refuse to sign this document.

I HAVE READ AND RECEIVED A COPY OF THE NOTICE OF PRIVACY PRACTICE FOR OCONEE PEDIATRICS.

~ Date Relationship to Patient

Signhature of Responsible Party



OCONEE PEDIATRICS PAYMENT POLICY

PROOF OF INSURANCE
All patients must complete our patient information packet before an appointment can be scheduled to see a provider. We must

obtain a copy of your current, valid insurance card for proof of insurance. If you fail to provide us with the correct insurance
information at the time of service, you will be responsible for the balance of your claim.

CO-PAYMENTS AND BALANCE DUE
All co-payments and balance dues must be paid at the time of service. This includes deductible, copays, and percentages. This

arrangement is part of your contract with your insurance company. Failure on our part to collect co-payments from patients can
be considered fraud. Please help in upholding the law by paying your co-payment at each visit.

CLAIMS SUBMISSION
We will submit your claims to your insurance provider and assist you in any way we reasonably can to help you get your claims

paid. Your insurance company may need you to supply certain information directly. It is your responsibility to comply with their
request. Please be aware that the balance of your claim is your responsibility whether or not your insurance company pays your
claim. Your insurance benefit is a contract between you and your insurance company; we are not a party to that contract.

MONTHLY BILLING STATEMENT
After your insurance company pays Oconee Pediatrics, you will receive a billing statement which indicates your balance due

and/or deductibles due. These amounts are payable to Oconee Pediatrics. The balance amount is to be paid in full within 10
days of receipt of the billing statement. If you have questions about your account, please call 864-882-7800 and ask to speak

with the insurance/billing manager.

INSURANCE
We participate in most insurance plans. if you are not insured by a plan we do business with or do not have insurance, payment

in full is expected at each visit. If you are insured by a plan we do insurance with but don’t have an up-to-date insurance card,
payment in full for each visit is required until we can verify your coverage. Oconee Pediatrics does not file claims with any

secondary insurance companies.

NON-PAYMENT
Partial payments will not be accepted unless otherwise negotiated with the billing department. Please be aware that if a

balance remains unpaid, we may refer your account to a collection agency and you may be discharged from the practice. If this
were to occur, you will be notified in writing that you have 30 days to find alternative medical care. During that 30 day period,

providers will only be able to treat you on an emergency basis.

MISSED APPOINTMENTS
in order to achieve the best appointment availability for our patients, we have a policy for missed appointments. Three missed

appointments within a 12 month period will result in discharge from the practice. A missed appointment is any appointment not
canceled within 24 hours of the scheduled appointment. We understand the potential for unforeseen circumstances that can
arise that may cause a late or missed appointment. If this happens, please call us as soon as possible so we can change your

appointment status accordingly,

NON-COVERED SERVICES
Please be aware that some and perhaps all of the services you received may be non-covered or not considered reasonable or

necessary by your insurance company. Since all insurance plans are different, please contact your insurance company or HR
department for detailed information about what is covered or not covered including well child visits, maximums, immunizations,

etc. You will be billed and responsible for all non-covered services.

NEWBORN INSURANCE
In order for Oconee Pediatrics to file insurance for your newborn, a parent must add them to the insurance policy within 30 days

of the date of birth. Once added, please notify our billing department in order to have the patient’s charges filed in a timely
manner. If insurance is not determined after 30 days from birth, the patient’s account will be considered self-pay and the

responsible party will be billed for the balance.

FORMS OF PAYMENT
Oconee Pediatrics accepts payments by cash, check, money orders, Visa, MasterCard, Discover, American Express, and debit

cards bearing these logos. Payment is expected at the time of service.



OCONEE PEDIATRICS HIPAA POLICY STATEMENT
PRIVACY NOTICE TO PATIENTS

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOUR CHILD MAY BE USED AND DISCLOSED BY OCONEE
PEDIATRICS AND HOW YOU CAN GET ACCESS TO THIS INFORMATION.

EFFECTIVE: REVISED May 16, 2022

Under the HIPAA Privacy Regulations, Oconee Pediatrics and all similar health care providers are required by federal law to
maintain the privacy of your child’s protected heaith information (PH1) and will abide by the terms in the Privacy Notice. Please
be advised that Oconee Pediatrics may use you child’s PHI in rendering treatment to your child. For example, we are permitted
to use your child’s PHI in providing your child with medical care/treatment when your child visits our office or when we treat
your child in a hospital or nursing facility. Under federal law, we may disclose your child’s PHI to your or we can disclose your
child’s PH! to third parties for treatment. For example, if we refer your child to a specialist, we will forward your child’s medical
information to such specialists. We can disclose your child’s PHI for payment purposes. For example, we will disclose your child’s
PHI to your insurance provider, your employer, Medicare, Medicaid, or other parties responsible for providing your child with
health insurance coverage in order for Oconee Pediatrics to be reimbursed for our services rendered to your child. We will also
use or disclose your child’s PHI for health care operations. For example, we may use your child’s PHI, when required by the
Secretary of the US Department of Health and Human Services. Unless disclosure is required under federal/state law, or certain
other exceptions, including law enforcement, we are prohibited from disclosing your child’s PHI without your authorization. Our
practice may use or disclose your child’s PHI in accordance with the specific requirements of the HIPAA rules without Oconee
Pediatrics needing to obtain your authorization if the information is.

1. Required by law

2. Required for public health purposes

3. Required disclosures about victims of abuse, neglect, or domestic violence

4. Required by a health oversight agency for oversight activities authorized by law

5. Required in the course of a judicial or administrative proceeding

6. Required for a law enforcement purpose to a law enforcement official

7. Required by a coroner or medical examiner

8. Required by an organ procurement organization for research, and

9. Necessary to prevent or lessen a serious and imminent threat to the health or safety of a person or the pubilic.

Additionally, if you are a member of the armed forces, Oconee Pediatrics is permitted to disclose your child’s PHI without your
consent if deemed necessary by appropriate military command authorities to assure an appropriate military mission. We may
also contact you via mail or phone to remind you of appointments with our office or to discuss treatment alternatives. if, for any
reason, you do not wish to be contacted via mail or phone, our office personnel will note your request in your chart. In the
event our practice wishes to disclose you child's PH} to another entity besides those referenced above, we are required to
obtain your authorization. We would seek to obtain your authorization if Oconee Pediatrics decided to release your child’s PHI
for reasons other than treatment, payment, or for our practice operations. For example, if we desired to participate in outside
research or a drug study, we would need written authorization prior to being permitted to release your child’s PHI to such
outside research facility or drug manufacturer. If you provide us with an authorization, you have the right to revoke such
authorization at any time by sending Oconee Pediatrics a written revocation. However, if we have already released such
information pursuant to your authorization, the revocation will be effective for all future disclosures. Please be further advised
that you have the ability to access, obtain a copy, inspect, and request amendment to your child’s medical information that we
maintain. Additionally, if you desire, Oconee Pediatrics can provide you with an accounting of all disclosures for treatment,
payment, or healthcare operations and pursuant to authorization. If you have a dispute with our practice regarding the use of
your child’s PHI or a disclosure by Oconee Pediatrics and believe that you child’s primary rights have been violated, please
contact Oconee Pediatrics to file a complaint or you may contact the Secretary of Health and Human Services. We welcome
feedback from our patients via mail, email, or telephone. Please understand that Oconee Pediatrics will not retaliate against you
in any way for filing a complaint. Lastly, please be advised that you have the right to designate a personal representative or
request restrictions on certain uses and disclosures of your child’s PHI to carry out treatment, payment, or healthcare
operations or disclosures by Oconee Pediatrics of your child’s PHI to a family member, relative, or a close personal friend.
However, we are not required by law to agree to your requested designation or restriction. If you request a copy of your child’s
PHI, you also have the ability to request that we send it to an alternative location and by alternative means. Additionally, if you
have received this notice in an electronic format and you would like a paper copy, please contact Oconee Pediatrics Privacy
Contact. Oconee Pediatrics reserves the right to amend this notice as revised. Notices will be posted on our website
{www.oconeepediatrics.com) and in our office and provided to you upon request. Thank you and if you have any questions,
please contact Oconee Pediatrics at 864-882-7800 or by email at oconeepediatrics864@gmail.com.



