SUE A. CUTLIFF, M.D., P.L.L.C. 
2707 Tucker Road, Louisville, KY 40299  Phone: 502-499-8208  Fax: 502-499-8209

Patient Registration Information

Name of Child: _____________________________________________________________________________________
		(First Name)			          (Middle Name)				 (Last Name)

DOB: ____________	          Sex: Male / Female/ Decline to Specify	      	Social Security #: __________________

Primary (Billing) Address:
 _________________________________________________________________________________________________
(Street or P.O. Box)			          	(City)				 (State)			(Zip Code)

Primary Phone Number: _______________			Language(s) Spoken: __________________
Ethnicity: ___________________________			Race: 	_____________________________


Parent or Guardian 1:					           
Name: _________________________			
DOB: _______________	
Social Security #: ____________________
Cell Phone #: ____________________
Email: ____________________
Employer: ____________________
Occupation: ____________________
Relationship to Patient: _____________________
Lives with Patient?	Y  /  N

Parent or Guardian 2:					           
Name: _________________________		
DOB:_______________	
Social Security #: ____________________
Cell Phone #: ____________________
Email: ____________________
Employer: ____________________
Occupation: ____________________
Relationship to Patient: _____________________
Lives with Patient?	Y  /  N
Emergency Contact (Other Than Parents):

Name:  __________________	Relationship:  __________________	      Phone #:  ____________________	

Primary Insurance: 
Policy Holder’s Name:  ______________________________________________________________________________
			(First Name)			          (Middle Name)				 (Last Name)

Policy Holder’s DOB: ____________________		     Policy Holder’s Social Security #: ______________________	

Insurance Company: _________________  ID #: ______________________________ Group #: ____________________

Privacy Constraints (Check One):
· No restrictions. Okay to leave message/send mail. 
· Restrictions – Person to person with patient/guardian only. 
· Restrictions – __________________________________________________

If parents are divorced/separated, who has custody? __________________________________	

Are there any legal restrictions that would restrict the non-custodial parent from consenting to medical treatment for the child or from obtaining information about the child’s medical treatment?   Y  /  N
· If yes, please explain and provide a copy of any legal documents that support this restriction. 
__________________________________________________________________________






CONSENT FOR USE AND DISCLOSURE OF HEALTH INFORMATION

SECTION A: PATIENT GIVING CONSENT 

Name: ____________________________________________________________________________________________
		(First Name)			          (Middle Name)				  (Last Name)

Address: _________________________________________________________________________________________
       (Street or P.O. Box)			               (City)			 (State)		  (Zip Code)

DOB: ________________________	          				Social Security #: ________________________

SECTION B: NOTICE TO PATIENT

Purpose of Consent: By signing this form, you are consenting to our use and disclosure of your protected health information to carry out treatment, payment activities, and healthcare operations.  

Notice of Privacy Practices: You have the right to read our Notice of Privacy Practices before you decide whether to sign this Consent.  Our Notice of Privacy Practices provides more details on our treatment, payment activities, and healthcare operations as well as other important matters about your protected health information.  A copy of our Notice of Privacy Practices accompanies this Consent.  We encourage you to read it carefully and completely before signing this Consent. 

We reserve the right to change our privacy practices as described in our Notice of Privacy Practices.  If we should do so, we will issue a revised Notice of Privacy Practices. Those changes may apply to any of your protected health information that we maintain. 

You may obtain a copy of our Notice of Privacy Practices, including any revisions, at any time by contacting:

Privacy Officer:  Renee Lowrey
Address: 2707 Tucker Road, Louisville, KY 40299
Phone: 502-499-8208
Fax: 502-499-8209
Email: abcjtownpeds@mw.twcbc.com

Right to Revoke: You will have the right to revoke this Consent at any time by giving us written notice of your revocation submitted to the Privacy Officer listed above.  Please understand that revocation of this Consent will not affect any action we took in reliance on this consent before we received your revocation, and that we may decline to treat you. 

Signature 

I, ___________________________________ , have had full opportunity to read and consider the contents of this Consent form and the Notice of Privacy Practices. I understand that I am giving you my consent to use and disclose my healthcare information to carry out treatment, payment activities, and healthcare operations. 

________________________________________________				_______________________
Patient’s Signature or Signature of Patient’s Representative				Date

________________________________________________				_______________________
Printed Name of Patient’s Representative						Relationship to Patient 


You are entitled to receive a copy of this consent after you sign it.




ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES

SUE A. CUTLIFF, M.D., P.L.L.C. 
2707 TUCKER ROAD, LOUISVILLE, KY 40299
 PHONE: 502-499-8208
 FAX: 502-499-8209

I hereby acknowledge that I received a copy of this medical practice’s Notice of Privacy Practices. 

Yes	No (circle one)	I would like to receive a copy of any amended Notice of Privacy Practices.

Signature: ________________________________		Date: ________________________________________

Print Name: _______________________________		Telephone #: __________________________________


If not signed by the patient, please indicate your relationship to the patient: 
· Parent or guardian of minor patient 
· Guardian or conservator of an incompetent patient 
· Beneficiary or personal representative of deceased patient 


Patient Name: _______________________________		Date of Birth: __________________________________




FOR OFFICE USE ONLY 


Signed Form Received By: __________________________________________________________

Acknowledgement Refused: _________________________________________________________

Efforts To Obtain: 

	__________________________________________________________________________

	__________________________________________________________________________

Reasons For Refusal:

	__________________________________________________________________________
	
__________________________________________________________________________












PATIENT FINANCIAL POLICY 

Copays
The patient is expected to present an insurance cards at each visit. All copayments and past due balances are due and payable at the time of service. 
Self-Pay Accounts
Self-Pay accounts are patients who are covered by insurance plans that the office does not participate in, patients without an insurance card on file, or at the time of service, do not meet the deductible. It is expected that payment is required at the time of service for all services.
Extended Payment Arrangements 

For visits exceeding $200: 75% of the total fee is to be paid at the time of service. The remaining balance is to be paid over the next three months in equal monthly payments by the first of every month. Patients who fail to make a monthly payment will be sent to a collection agency and may be terminated from the practice.

Nonparticipating Insurance Plans 

The financial obligations of patients who are insured by carriers that the practice does not participate with are considered a self-pay account. The insurance company will be billed as a non-assigned claims as a courtesy to the patient will the patient paying the office the amount in full at the time of service. If the office receives payment for a non-assigned claim, the patient will receive a refund within 10 days. 

Automobile Accident Cases 

The patient will be treated as a self-pay account unless a subrogation agreement is provided by health insurance. If a subrogation agreement is provided and the physician participated with the insurance carrier, the health insurance is billed. If an attorney is involved in the case, a letter of protection will be obtained whether an insurance carrier is involved or not. 

Patient Refunds 

The following criteria must be met prior to issuing a patient refund: 1) the patient has not been seen in the office for 90 days, 2) there are no outstanding insurance claims on the patient’s account, and 3) there are no outstanding patient balances on the account. 

Child Custody Cases 

The parent with primary custody is usually the parent with whom the child lives and who usually brings the child to the office for care. The custodial parent is responsible for payment at the time of service whether the account is considered self-pay, participating insurance, or nonparticipating insurance. In noncustodial parent carries the insurance on the child, the office will bill that insurance company. The office does not get involved with divorce specific and it is the parents’ obligation to work out an agreement themselves or through the court system. 

The financial policy helps the practice provider quality care to our valued patients. If you have any questions or need clarifications on any of the above policies, please feel free to contact us.


_______________________________________		_______________________________________
Name of Patient 					   Date of Birth

_______________________________________		_______________________________________
Signature of Parent/Guardian					         Date



SUE A. CUTLIFF, M.D., P.L.L.C. 
TEMPORARY AUTHORIZATION TO CONSENT TO TREAT A CHILD 


I, _____________________________, give my permission to ___________________________________ 
          (Name of Parent Guardian)			             (Name of Adult to Accompany Child)

to accompany my child(ren) __________________________________________ to doctor’s appointments
   (Name and D.O.B.)	

at Sue A. Cutliff, M.D., P.L.L.C. and authorize medical evaluation and treatment in accordance with the

office policy of Sue A. Cutliff, M.D., P.L.L.C.. This includes: 

· Bringing the child to Sue A. Cutliff M.D., P.L.L.C.; 
· Providing a history of present illness;
· Disclosing protected health information; and 
· Witnessing any physical examination completed by the provider. 

This adult has the responsibility to relay any diagnosis, treatment plan, or prescriptions to the parent or 

guardian mentioned above. I agree to be available by phone and to be financially responsible for all 

copayments. 

_______________________________________		_______________________________________
Signature of Parent/Guardian					         Date

























AUTHORIZATION FOR RELEASE OF PROTECTED HEALTH INFORMATION 

I, _________________________, hereby authorize the release of my health information TO / FROM Sue A. Cutliff, M.D., P.L.LC.

Name of Practice: ___________________________________________________________________________________

Address: ___________________________________________________________________________________

City: ____________________		State: ____________________		     Zip Code: ______________


Patient(s) Name and Date of Birth:

Name: __________________________________				      D.O.B.: ________________

Name: __________________________________				      D.O.B.: ________________

Name: __________________________________				      D.O.B.: ________________

Name: __________________________________				      D.O.B.: ________________

Please indicate why you have requested the release of your child’s health information. 
· 
· Moving
· Waiting time too long 
· Dissatisfaction with doctor
· Dissatisfaction with treatment 
· Dissatisfaction with staff
· Other: __________________


Health Information Requested (check all that apply): 
· All of my child’s health information 
· My child’s health information regarding my child’s labs/x-rays/test results 
· My child’s health information regarding acquired immunodeficiency syndrome (AIDS) or human immunodeficiency virus (HIV)
· My child’s health information regarding treatment for alcohol and/or substance abuse 
· My child’s health information regarding behavioral health services or psychiatric care
· Other: _______________________________________________________________

I understand that this authorization will will expire one (1) year from the effective date as provided below unless otherwise specified.  I further understand that I have the right to inspect and to obtain a copy of any information disclosed pursuant to this authorization as well as receive a signed copy of this authorization. 

I understand that I may revoke this authorization in writing at any time, except to the extent that action has already been taken in reliance on this authorization.  Written revocation must be sent to the person I authorize to release the information.  



_________________________________________	       __________________	__________________
Signature of Patient/Parent/Personal Representative	       Relationship		Date		







Sue A. Cutliff, M.D., P.L.L.C. 2707 Tucker Road, Louisville, KY 40299  Phone: 502-499-8208  Fax: 502-499-8209
INITIAL HISTORY QUESTIONNAIRE

Form Completed By: ___________________________		   Date Completed On: ___________________________

FAMILY HISTORY

Do or have any family members had any of the following conditions?
(Please place a check mark on the line that corresponds to your answer. If you answer yes, please explain who has the condition (e,g, maternal uncle) and any additional explanatory information.)

1) Deafness

Yes ___	No ___		Who: ________		Comments _____________________
 
2) Blindness 

Yes ___	No ___		Who: ________		Comments _____________________

3) Food allergies 

Yes ___	No ___		Who: ________		Comments _____________________

4) Environmental allergies

Yes ___	No ___		Who: ________		Comments _____________________
 
5) Asthma 

Yes ___	No ___		Who: ________		Comments _____________________

6) Tuberculosis 

Yes ___	No ___		Who: ________		Comments _____________________

7) Heart disease or sudden death 

Yes ___	No ___		Who: ________		Comments _____________________

8) High blood pressure 

Yes ___	No ___		Who: ________		Comments _____________________

9) High cholesterol 

Yes ___	No ___		Who: ________		Comments _____________________

10)  Anemia/bleeding disorder 

Yes ___	No ___		Who: ________		Comments _____________________

11)  Liver disease 

Yes ___	No ___		Who: ________		Comments _____________________

12)  Kidney Disease 

Yes ___	No ___		Who: ________		Comments _____________________

13)  Juvenile diabetes 

Yes ___	No ___		Who: ________		Comments _____________________

14)  Adult onset diabetes 

Yes ___	No ___		Who: ________		Comments _____________________

15)  Seizures 

Yes ___	No ___		Who: ________		Comments _____________________

16)  Alcohol abuse 

Yes ___	No ___		Who: ________		Comments _____________________

17)  Drug abuse 

Yes ___	No ___		Who: ________		Comments _____________________

18)  Mental illness 

Yes ___	No ___		Who: ________		Comments _____________________

19)  Depression

Yes ___	No ___		Who: ________		Comments _____________________
 
20)  Mental retardation 

Yes ___	No ___		Who: ________		Comments _____________________

21)  Immune problems, HIV or AIDS 

Yes ___	No ___		Who: ________		Comments _____________________

22)  Cancer 

Yes ___	No ___		Who: ________		Comments _____________________

23)  Gastrointestinal problems 

Yes ___	No ___		Who: ________		Comments _____________________

24)  Other 

Yes ___	No ___		Who: ________		Comments _____________________













































BIRTH HISTORY

Name of Child: ______________________________	Date of Birth: __________________

Birth Weight:    ______________________________

Was the baby born at term?  Yes ___  	No ___ (How many weeks? ___)

Were there any prenatal complications?  Yes ___  	No ___ 
(If yes, please explain your answer.)

_____________________________________________

Was a NICU stay required?  Yes ___  	No ___ 
(If yes, please explain your answer.)

_____________________________________________

_____________________________________________

During pregnancy, did the mother use any of the following? (Check all that apply.)
· Tobacco			___ 
· Alcohol			___ 
· Prenatal vitamins  		___
· Drugs or medications    	___
· If yes, what and when? __________________________

Was the delivery vaginal?    Yes ___  	No ___ 

Was the delivery cesarean?  Yes ___  	No ___ 
If yes, please explain why. 
_____________________________________________

Was initial feeding breast milk?  Yes ___  	No ___ 
If so, how long was the child breastfed?
__________________________

Was initial feeding formula?  	     Yes ___  	No ___ 

Did the baby go home with the mother from the hospital? Yes ___  	No ___
If no, please explain. 

_____________________________________________

_____________________________________________





GENERAL 
(DK = don’t know)

Do you consider your child to be in good health?  Yes ___   No ___   DK ___   
· If no, please explain. 

	_____________________________________________

_____________________________________________

Does your child have any serious illnesses or medical conditions?  Yes ___   No ___   DK ___  
· If yes, please explain. 

_____________________________________________

_____________________________________________

Has your child had any surgery?  Yes ___   No ___   DK ___  
· If yes, please explain. 

_____________________________________________

_____________________________________________

Has your child ever been hospitalized?  Yes ___   No ___   DK ___  
· If yes, please explain. 

_____________________________________________

_____________________________________________ 

Is your child allergic to medication or drugs?  Yes ___   No ___   DK ___  
· If yes, please explain. 

_____________________________________________

_____________________________________________

Does your family have enough to eat?  Yes ___   No ___   DK ___  
· If no, please explain. 

_____________________________________________

_____________________________________________






PAST HISTORY

Does your child have or has he/she ever had:

1) Chicken Pox 

Yes ___  	No ___		When _____________________

2) Frequent ear infections/hearing loss 

Yes ___  	No ___		Explain ________________________________________

3) Allergies (food or environmental)

Yes ___  	No ___		Explain ________________________________________

4) Problems with eyes or vision 

Yes ___  	No ___		Explain ________________________________________

5) Asthma, bronchitis, bronchiolitis, or pneumonia 

Yes ___  	No ___		Explain ________________________________________

6) Any heart problem or heart murmur 

Yes ___  	No ___		Explain ________________________________________

7) Anemia/bleeding disorder 

Yes ___  	No ___		Explain ________________________________________

8) Frequent abdominal pain/constipation 

Yes ___  	No ___		Explain ________________________________________

9) Bladder or kidney infection 

Yes ___  	No ___		Explain ________________________________________

10) Bedwetting after 5 years of age 

Yes ___  	No ___		Explain ________________________________________

11) GIRLS: Has she started her menstrual period?

Yes ___  	No ___		When and list any problems	 _____________________________
							        	 _____________________________

12) Chronic and recurring skin problems 

Yes ___  	No ___		Explain ________________________________________

13) Frequent headaches 

Yes ___  	No ___		Explain ________________________________________

14) Convulsions or other neurological problems 

Yes ___  	No ___		Explain ________________________________________

15) Diabetes

Yes ___  	No ___		Explain ________________________________________
 
16) Thyroid or other endocrine problems 

Yes ___  	No ___		Explain ________________________________________

17) Alcohol or drug abuse 

Yes ___  	No ___		Explain ________________________________________

18) Any other significant problems 

Yes ___  	No ___		Explain ________________________________________
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HOME ENVIRONMENT

Please list all individuals living in the child’s home. 
	Name
	Relationship to Child 
	Birthdate
	Health Problems

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	



Are there siblings that are not listed?  Yes ___  	No ___	
· If so, please list their names, ages, and where they live. 

	_____________________________________________

_____________________________________________ 

What is the child’s living situation if it is not with both biological parents?
(Circle what choice applies.)

Joint custody 			Lives with adoptive parents 

Single custody 		Lives with foster family 

If one or both parents are not living in the home, how often does the child see the parent(s) not in the home? 

_____________________________________________


Please check all that are in the household in which the child resides:
· Smokers				___ 
· Guns/Firearms			___ 
· Smoke detectors  			___
· Carbon monoxide detector	    	___
· Pets 					___
· What kind? 
		____________________________________________

