State of California — Health and Human Services Agency

Evaluacion de Salud

(Staying Healthy Assessment)

5 - 8 aﬁOS (5 —8Years)

Department of Health Care Services

Nombre del nifio ( nombre y Fecha de [l mujer
apellido) nacimiento [ ] hombre

Fecha de hoy

(Afo escolar?

Persona que llena el formulario

Tutor

[ ] Padre/madre [_|Familiar [ ] Amigo []

Asistencia escolar

¢(Regular? []si [ ]No
[ ] Otro (especifique)
Por favor intente responder todas las preguntas de este formulario lo mejor que pueda. Encierre ¢Necesita un
en un circulo la palabra “Omitir” si no sabe una respuesta o no desea responder. Asegiirese de intérprete?
hablar con el médico si tiene preguntas sobre cualquier seccion de este formulario. Sus respuestas [ si [1No
estardn protegidas como parte de su expediente médico. Clinic Use Only:
¢Su hijo bebe o come 3 porciones al dia de alimentos ricos en Nutrition
1 calcio, como leche, queso, yogur, leche de soja o tofu? Si No = Omitir
(Child drinks/eats 3 servings of calcium-rich foods daily?)
2 ¢Su hijo come frutas y verduras, al menos, 2 veces al dia? S No Omitir
(Child eats fruits and vegetables at least two times per day?)
¢Su hijo come alimentos con alto contenido de grasa, como
3 alimentos fritos, papitas, helado o pizza méas de una vez por No Si Omitir
semana? (child eats high fat foods more than once per week?)
4 ¢Su hijo bebe méas de una pequefia taza (4 - 6 0z.) de jugo al No S Omitir
dia? (Child drinks more than one small cup of juice per day?)
¢Su hijo toma refresco, jugos, bebidas deportivas, bebidas
5 energizantes u otras bebidas endulzadas mas de una vez por No S Omitir
semana? (child drinks soda, juice/ sports/ energy drinks, or other sweetened drinks
more than once per week?)
- S : Physical
g ¢Suhijo hace ejercicio o juega deportes la mayorfa de los S No | Omitir et alng
dias de la semana? (Child exercises or plays sports most days of the week?)
7 ¢Le preocupa el peso de su hijo? No Sq Omitir
(Concerned about child’s weight?)
g ¢Su hijo ve television o juega juegos de video menos de 2 S No Omitir
horas al dia? (Child watches TV or plays video games less than 2 hours per day?)
. Safety
En su hogar, ¢hay un detector de humo que funcione? . s
9 (Home has a working smoke detector?) SI No Omitir
10 ¢Ha cambiado la temperatura del agua a tibia (menos de 120 Si No Omitir
grados)? (Water temperature turned down to low-warm?)
En su hogar, ¢esta pegado cerca del teléfono el numero del
11 Centro de control de intoxicaciones (800-222-1222)? Si No  Omitir
(Home has phone # of the Poison Control Center posted by phone?)
¢ Coloca usted siempre a su hijo en un asiento para nifios en el
12 enel asiento de atras (o usa un cinturon de seguridad si su Si No Omitir
hijO mide mas de 4’9”)? (Always places child in booster seat in back seat (or
uses a seat belt) if child is over 4’9”)?
¢Su hijo pasa tiempo cerca de una piscina, rio o lago? . s
13 (Child spends time near a swimming pool, river, or lake?) No SI Omitir
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¢Su hijo pasa tiempo en un hogar donde hay un arma de
14 fuego? No Si Omitir
(Child spends time in home where a gun is kept?)

¢Su hijo pasa tiempo con alguna persona que lleve un arma

15 de fuego, un cuchillo u otra arma? No Si  Omitir

(Child spends time with anyone who carries a gun, knife, or other weapon?)

¢Su hijo siempre usa casco al montar en bicicleta, patineta o
SCOOter? (child always wears a helmet when riding a bike, skateboard, or scooter?)
¢Su hijo ha presenciado o ha sido victima de abuso o

17 violencia? No Si  Omitir
(Child ever witnessed or been victim of abuse or violence?)

¢A su hijo le ha pegado alguien o le ha pegado él a alguien
18 durante el afio pasado? No St Omitir

(Has child been hit or hit someone in the past year?)
¢Su hijo ha sido acosado alguna vez o se sintié inseguro en la
19 escuela o en su vecindario (o lo acosaron por Internet)? No Si Omitir

(Has child ever been bullied or felt unsafe at school/neighborhood (or been cyber-bullied)?

¢Su hijo se cepilla los dientes y los limpia con hilo dental

16 Si No Omitir

Dental Health

20 ) . .
todos los dias? (Child brushes and flosses teeth daily?) Si No Omitir
.. . .. Mental
21  ¢Su hijo parece a menudo triste o deprimido? No S Omitir Health
(Child often seems sad or depressed?)
.. . Tobacco
29 ¢SU hijo pasa tiempo con alguna persona que fuma? No S Omitir Exposure

(Child spends time with anyone who smokes?)

¢ Tiene alguna pregunta o inquietud sobre la salud, el
23 desarrollo o el comportamiento de su bebé? No Si  Omitir

(Any other questions or concerns about child’s health or behavior?)

Si la respuesta es afirmativa, describa, por favor:

.. Counseled | Referred Anticipatory = Follow-up | Comments:
Clinic Use Only Guidance Ordered

|:| Nutrition |:| D |:| |:|

] Physical Activity ] ] O] []

] Safety ] L] ] ]

[] Dental Health ] ] ] ]

[ ] Tobacco Exposure ] ] L] L] . -

P [ ] Patient Declined the SHA

PCP’s Signature Print Name: Date:

SHA ANNUAL REVIEW

PCP’s Signature Print Name: Date:
PCP’s Signature Print Name: Date:
PCP’s Signature Print Name: Date:
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Riverwalk Pediatric Clinic, inc. FECHA

HASMUKH C. AMIN, hi.D, No. DE EXPETHENTE
MARIA C. RUERAS, M.D.
MARISSA Q. DeLEON, M.D, Ry —
VALERIE J. CAYABYAB-GARCIA, M.D, Asintico
Moreno
Filiping
Mex-AmenHisp
9508 STOCKDALE HWY., SUITE 150~ BAKERSFIELD, CA 93311 Blaneo
PHONE: (661) 663-7500~ FAX : (661) 663-3063 T Pacifico

ION DE EL PACIENTE

NOMBRE:

RPELLIBO FRIMER NOMBRE o INTETAL SEXG FECHA DE NACROENTO

S8m

DIRECCION:

NUMERQ Y NONBRE DE LA CALLE Ciunap ESTADOZONA POSTAL TELEFFONG

INFORMACION REQUERIDA ST EL PACIENTE 158 MENOR DE EDAD INDIQUE LA PERSONA RESFONSABLE

NOMBRE DE NOMBRI DE
PADRE MADRE
FECHA DE NACIMIENTO SsH
FECHA M5 NACIMIENTOQ Ss#
QCUPACION OCUPACION
NOMBRE DEL EMPLEADOR NOMBRE DEL EMPLEADGR
DIRECCION DIRECCION
TELEFONO TELEFONQ

ASEGURANZA PRIMARIA ASEGURANZA SECUNDARIA

NOMBRE DE EL SUBSCRITOR

NOMBRE DE EL SUBSCRITOR

m Agrupelf

1D# Aprupel

PERSONA(S) RESPONSABLES

REFERIDO POR

EN CASO DE EMERGENCIA CONTACTARSE CON

HUMERG Y ROMBRE DE LA CALLE CIUDAD, ZONA POSTAL TELEFONO

ASIGNAMIENTO DE LOS BENEFICIOS DE LA ASEGURANZA

Yo, por la presente authorize Hasmukh C. Amin, M.I3. poporcienar informacien con respecto a esta enfermedad y con respecto a yo por la
presente asigno a etlos lodos pagos para servicios medicos rendidos. Una copia de esta authorizacion es valida como la original. Entiendo que soy
financieramente responsabic por 1os cobros que no son cubiertos por esta authorizacion..

FIRMA (de la persona Asegurada) FECHA . "




Medical Record: ___ o
Riverwalk Pediatric Clinic, Inc. 9508 stockdale Hwy # 150, Bakersfield Ca, 83311, 61-663-7500

Caifornio
immunization
Regisizy

N

Imimunization &ga_giéﬁyﬂi‘eotic:e to Patients and Parents

immunizations or ‘shots’ prevent serious diseases. Keeping track of shots you have received can be hard. It's
especially hard if more than one doctor gave them. Today, doctors use a sscure computer system called an
immunization registy to keep track of shots, If you change doctors, your new doctor can use the registry 1o see the
shot record. [{'s your right to cheose if you wanl shot records shared in the Califoria immunization Regisiry.

How Does 4 Reglstry Heip You?

= Keeps track of all shots, so you don't miss any or get oo many

= Sends reminders when you or your child nged shots

o Gives you a copy of the shot record from the doctor

s Can show proofl aboul shols needed to start ehild care, schoal, or a new job

How Does a Reglstry Help Your Health Care Team?
Doctors, nurses, health plans, and public health agencies use fhe registry to:
= See which shols arg nesded = Prevent disease in your community

= Remind you about shots needed = Help with record-keeping

Gan Schools or Other Programs See the Registry?
Yes, but this is imited. Schools, child care, and other agencies allowed under Catifornia law may:

» See which shots children in their programs need
= Make sure children have all shots needed fo start child care or school

What Information Can Be Shared in a Registry?
= natlent's name, sex, and birth place = limited information to identify patients

= parents’ or guardians' names = details about a patient’s shots

Whal's enterad in the registry is treated like other private medical information. Misuse of the registry can be punished
by faw. Under California iaw, only your doctor's office, health plan, or public health department may see your address

and phone number.

Patient and Parent Rights
It's your legal right to ask:
e not to share your (or your child’s} registry shot records with others besides your doctor”

e not to get shot appointment reminders from your doctor's office
= 10 Jook at a copy of your or your child’s shot records
& who has seen the records or to have the doctor change any mistakes

¥ vou DO want vour or your child's records in the registry, do nothing, You're ail done.

if vou DO NOT want vour doctor's office fo share your immunization information in the registry; Please request an

“immunization Registry Refusal Fornt” from: your doctor's office,
For more information about your rights, calt {860} 578-7883

Patient Name; D.0.B.

® By lenw, public health officials can alse look at the registry in the case of 'u prblic health emergency,

rev 1/08



Siate of California~Haealh and Human Services Agency

Dopariment of Heafth Services

Children’s Medical Services Branch

California Child Health and Disability Prevention Program

I hereby give my consent for

CONSENT FORM

immunizations recommended by the CHDP Program from

{Name of patienl)

o receive the health screening tests and

(Name of pravider)

I hereby authorize release of information concerning the results of these screening tests to CHDP Program
personnel. | also authorize release of the infermation to the locations checked below.

| understand that information provided to CHDP Program personnel will be strictly confidential and wiil be used only
to make the provision of health services easier and to permit statistical reporting on the resuits of screening.

] School Name
Address (number, street) City Slale ZIP code
[] Health care Name
provider
Address (number, street) City State 2iP code
[] Other Name
City State ZIP code

Address (hnumber, street)

Name of parent, guardian, or emancipated minor

Signature of parent, guardian, or emancipated minor

Date

Screening Frovider: This form, signed by parent, guardian, or emancipated minor, must be retained in patient’s file.

#4211 (Bilinguai} {303}



Chart #

Riverwalk Pediatric Clinic, Inc.
9508 Stockdale Hwy, Suite 150
Rakersfield, CA 03311

12.0.13

Patient Name:

IMPORTANT INFORMATION REGARDING YOUR FINANCIAL RESPONSIBILITY

Riverwalk Pediatric Clinic, Inc. is contracted with most major health plans. Insurance coverage
is an agreement between you and your insurance company. We will be happy to bill your
insurance company directly for medical services rendered. It is your responsibility to contact the
_insurance company to verify coverage when being treated at Riverwalk Pediatric Clinic, Inc. IT
problems arise regarding coverage issues, we will attempt to work with you and your insurance
company to resolve them.

It is your responsibility to keep your insurance and personal information current in our files. We
ask that you present your insurance card at every visit. Copayments and coinsurance are due at
time of service.

If you do not have medical insurance at time of service, you must pay in full before services are
provided. We accept cash, personal checks, and Visa, Master Card, Discover, and American
Express. If your financial situation is such that you are unable to pay in full, please contact our
billing office to discuss possible payment options.

Cash Patients:
As a courtesy, we are able to provide information, which may assist you in obtaining specific

medical services at a minimal/or no cost.

Riverwalk Pediatric Clinic, Inc. is committed to providing quality service. Thank you in
advance for your cooperation and patience

Patient/Parent/or Guardian Name Date

Patient/Parent/or Guardian Signature



'NOTICE OF PRIVACY PRACTICES:
Acknowledgement of Receipt

Patient Name: ‘ Date of Birth:

By signing this form, you acknowledge receipt of the Notice of Privacy Practices of Dr. Amin’s
office. Our Notice of Privacy Practices provides information about how we may use and disclose
your protecied health information. We encourage you to read it in full.

Our Notice of Privacy Practices is subject to change. If we change our notice, you may obiain a
copy of the revised notice by coming by the office at 300 Old River Rd. Bakersfield, Ca. 93311

If you have any questions about our Notice of Privacy Practices, please contact:
Tina Lujan, Privacy Officer at 661-663-7500

I acknowledge receipt of the Notice of Privacy Practices of Dr. Amin’s office.

Patient/Parent Name:

Signature: Date:

(patient/parent/conservator/guardian)

Complete only if no signature is obtained. If it is not possible to obtain the individual’s
acknowledgement, describe the good faith efforts made to obtain the individual’s
acknowledgement, and the reasons why the acknowledgement was not obtained.

Patient’s Name:

Reasons why the acknowledgment was not obtained:
& Patient refused to sign this acknowledgement even though the patient was asked to do
so and the patient was given the Notice of Privacy Practices

Ll Other:

Signature of provider representative: Date: -

(3/03)



