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Name: First:

Preferred Pharmacy:

PRIOR CARE

HEALTH HISTORY QUESTIONNAIRE (PEDIATRICS)

Ml __ Last:
PCHS or

Dentist: PCHS or

Birthdate:

Gender Identity M / F / Other

Lab: LabCorp or

Primary Care (PCP):

ER visit / Hospital within 2 years?

Hospital(s):

Specialist(s): 0O Yes O No Reason(s):
Dentist:
ALLERGIES
NONE LATEX NAME REACTION
a Yes O
No O
MEDICATIONS (including prescriptions, aspirin, supplements, and over-the-counter meds)
NAME DOSE / STRENGTH DIRECTIONS (AMOUNT / FREQUENCY) REASON FOR USE
FAMILY HisTORY (“M” for maternal / mom’s side |  “P” for paternal / Dad’s side)
| CONDITIONS RELATIVE(S) CONDITION RELATIVE(S) CONDITION RELATIVE(S)
0 ADD/ADHD m|P [ Congenital Disorder m|P ( Kidney Disease =~ M|P
3 Alcoholism/Drug Use m|p 0 Depression mip O Mental lliness Mm|Pp
3 Allergies m|P (3 Development Concern M|P O Seizures Mm|P
3 Anemia m|P (7 Diabetes m|P 3 Stomach Issues Mm|P
O Anxiety m|Pp (3 Eczema/Skin Disorder M|P [ Stroke (CVA) Mm|P
gﬁ:’;:':g; (in m|P O Headache/Migraine m|P (J Thyroid Disease  M|P
O Asthma/Lung Disorder M|P O Heart Disease mip O Tuberculosis MmP
0 Blood disorder / Clot m|p 0 High Cholesterol m|p O Vision/Hearing Mm|Pp
3 Cancer / Tumor m|P (3 Hypertension (high BP) M|P 0 Other: Mm|P

SOCIAL HISTORY

PLACE OF BIRTH:

Who does the child live with?

(Please select all who have custody)

version: 07/2018 Isb

Exposure [ Use

EVER TRAVEL OUTSIDE USA?

O Yes 00 No WHERE?

TB ExPosure/RIsK? (J Yes (J No

O Mother: Name:
O Father: Name:
3 Sibling(s): Name

Name

O Other Family

O Tobacco?
O Alcohol?
O Recreational drugs?

O Guns/weapons?
O Pets?

O Foster Care

O Yes O No
O Yes O No
O Yes O No
O Yes O No
O Yes O No

(Age) ___

O Other:

job/Profession:

Job/Profession:

Name (Age)
(Age) __ Name (Age)
O Patient [J Others O Inside [ Outside
O Patient [ Others
O Patient J Others
How are they stored?
O Religion part of your life? [ Yes (O No
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HEALTH HISTORY QUESTIONNAIRE (PEDIATRICS)

SCHoOOL / DAYCARE NAME: GRADE: ACTIVITIES:
Performance level: O Above [ At Grade (0 Below IEP, Learning Disability, Special Needs?: O YO N
PAST SURGICAL HISTORY
PROCEDURE | YEAR | PROCEDURE YEAR | GENDER-SPECIFIC PROCEDURE(S) | YEAR

O Abdominal surgery O Heart Surgery

O Appendix Removal O Hernia Repair (Type

O Bowel/Colon Surgery O Joint Replacement

O Carpal Tunnel Surgery 3 Hip Surgery (L /R / Both)

0 Ear/Nose/Throat [ Knee Surgery(L /R / Both)

O Tonsillectomy 3 Thyroid Surgery
O Gallbladder Removal 3 Other:

O Gastric Bypass 3 Other:

(e.g. pacemaker, valve, stent, bypass)

- ) -

Male:

O Circumcision

O Scrotal / Testicular surgery

Other:

Q Q a Q

History of bad reaction to anesthesia?

03 Yes [ No [ Local O General]

Do you need antibiotics before dental

work?

O Yes O No

PAST MEDICAL HISTORY

(CIRCLE THOSE THAT APPLY TO YOU)

Abdominal Pain Back Problem (Scoliosis, etc)

Acne Blood disorder

ADD/ADHD Bowel Disease (IBD, etc)

AIDS/HIV Cancer (Type: )
Allergies Congenital Disease

Anemia Dental Decay / Disorder

Anxiety Depression

Asthma / Lung Disease Developmental Delay

Other: Other:

BIRTH/PERINATAL HISTORY

Birth Hospital: Mother’s Age:

Route: (1 Vaginal [ C-section Birth Wt: __ lbs __ oz Hear Pass / Fail
Complication(s)? (J Yes 0 No [ Breech presentation (I Jaundice O Other:
Exposure during pregnancy: (J N/A [ Tobacco (I Drugs ([ Alcohol O Medication(s):

Gest Age: _ wk __d

Diabetes

Ear Issue (Infection, Hearing, etc)
Eye Issue (Movement, vision, etc)
Heart Problem

Joint Problem / Arthritis

Kidney Disease

Liver Disease

Mental lliness (type: )

Other:

Reflux/GERD/Ulcer(s)
Seizures / Tremors

Skin Disorder (eczema, etc)
Sleep Disorder

Speech / Language Problem
Thyroid Problems

Urinary Disorder (UTI,
Weight Concerns

Other:

Prenatal Labs: (J Yes [J No
PKU: Normal / Abnormal / Unknown

3 Pregnant? ONursing? O
N/A

Adolescents: No. of Pregnancies

No of Deliveries: (C-Sections: ___

Vaginal: __
)

COMMENTS:

(additional information we should know about your health history)

PCHS PROVIDER SIGN OFF:

DATE:

version: 07/2018 Isb




b4 , Peninsula
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Health

Services School-based Health Center (SBHC) -- REGISTRATION FORM
Last Name: First Name:
Preferred Name: Middle Name:
Date of Birth: / / Sex at Birth: M / F Patient Email:

How would you like to receive your after-visit summary?
Preferred Contact: CIlHome [Work [Mobile CPortal COPaper
Address: City: State: Zip:
Voice Message ok? [lYes [INo

Home Phone: Mobile Phone: Text Message ok?  [Yes [INo

Who is your current/former Primary Care Provider (PCP):

Guarantor Information (to whom statements are sent) Emergency Contact Information
Name: Name:
Relationship: Relationship:
DOB: | Phone: Home Phone:
Address: Mobile Phone:

School and Student Information

Name of School:

| Student ID:

*UNIFORM DATA SYSTEMS-PCHS is required to collect the following information from our patients who utilize
our services. The following information, when reported, does not include any personal identification information and is confidential.

Language?

Do you need an Interpreter? [1Yes [INo

[OMexican, Mexican American, or Chicano(a)
OUnreported/Refused

Ethnicity (check one):
[CONot Hispanic/Latino(a)

CJPuerto Rican

[CdCuban [JAnother Hispanic, Latino(a), or Spanish origin

Race (check all that apply): [JAsian Indian [JChinese [Filipino(a)
[ Other Pacific Islander [[JGuamanian or Chamorro(a)

Omore than one race  CUnreported/Refused

ClJapanese [Korean
[OSamoan [CIBlack/African American

Ovietnamese [JOther Asian [INative Hawaiian
CAmerican Indian/Alaskan Native [White

Check range of your household's annual income:
[0S0 - $15,060 [1$25,820.01 - $31,200
[Js15,060.01 - $20,440 [J$31,200.01 - $36,580
[J$20,440.01 - $25,820 [1536,581 & Higher

How many people are in your household:

Questions below apply to 18yrs old and above*
Sexual Preference: (check)
[IStraight/ Heterosexual
[OBisexual
CODon’t Know
OLesbian, Gay, or Homosexual
ODecline to answer
Do you think of yourself as: (check)
COmale
CFemale
Oother
COFemale-to-Male (FTM)/Transgender Male/Transman
[OMale-to-Female (MTF)/Transgender Female/ Transwoman
OGenderqueer, neither exclusively Male nor Female
ODecline to answer

Housing Information
Cown/rent your home without help (NOT HOMELESS)
[ Staying with Friends /Relatives (DOUBLING UP)
[OHave concerns about your housing and want help(OTHER)
[Living on the street, outdoor, in a car/travel trailer(STREET)
[Ostaying in a treatment facility (TRANSITIONAL)
[OLiving in public housing where all tenants get discount
rent (PUBLIC HOUSING)
[OHaving been homeless in the last year and have housing now
(TRANSITIONAL)
[Ostaying in a shelter-short term housing like the mission, YMCA,
etc (SHELTER)
[Living Somewhere not meant to be a home-no running
water/heat (OTHER)

Primary Insurance

O 1 have no insurance please contact me for options

Plan Name:

Last Name: (carrier's info) First Name: Middle Name:
ID# Group#

Address: City: State: Zip:

DOB: / / Sex: M / F Relationship to Patient:

Insurance Authorization

I accept financial responsibility for all my professional services and/or supplies. Payment for services is due at the time rendered unless arrangements have been made. I
authorized my insurance to pay PCHS directly. I am financially responsible for any balance due. I authorize PCHS or the insurance company to release any information for

claims unless specifically limited by me in writing.

Patient/Guardian Signature: Print Name:

Date:

I acknowledge that I have received a copy of my rights and responsibilities. Initials

02_2024

Approved by
Peninsula Community Health Services
Publications Committee



Peninsula Community Health Services

HEALTH INSURANCE PORTABLITY ACCOUNTABILITY ACT (HIPAA),
PERSONAL HEALTH INFORMATION (PHI), AND
HEALTH INFORMATION EXCHANGE (HIE)/COMMUNITY INFORMATION EXCHANGE (CIE)

Privacy Notice Acknowledgment

I acknowledge that I have received the Peninsula Community Health Services’ Health Insurance Portability Accountability
Act (HIPAA) pamphlet. I have been informed that any questions and/or comments about this notice can be directed to the
Privacy Officer, Jennifer Kreidler-Moss, PharmD, CEO, at the following address and phone number:

Peninsula Community Health Services PO Box 960 Bremerton, WA 98337  (360) 377-3776

Notice of Privacy Practices

Peninsula Community Health Services (PCHS) maintains a record of your healthcare services. You may ask us to see a
copy of that record. You may ask us to correct that record. We will not disclose your record to others unless you direct us
to do so or unless the law authorizes or compels us to do so. You may request to see your record or get more information
by contacting our Health Information Management Department at the following address and phone number:

Peninsula Community Health Services HIM Department PO Box 960  Bremerton, WA 98337  (360) 377-3776

Information Sharing

PCHS works in an integrated health system (i.e. medical, dental, pharmacy, mental health, substance use disorder). For
purposes of continuity and coordination of care, PCHS shares patient information within our own system of care. In order
to better meet your healthcare needs, PCHS may also share patient information with community partners such as hospitals,
schools, and jails to the extent allowed by law. Where patient privacy laws limit information sharing, PCHS will not share
your information unless you give proper consent.

Consent to Participate in Health Information Exchange/Community Information Exchange

PCHS has agreed to participate in a Health Information Exchange (HIE) to share important elements of your care with other
healthcare providers and Community Information Exchange (CIE) to coordinate community referrals unless you opt out of
the HIE/CIE. Ultimately, participation leads to better, safer, more efficient care for you and your family.

NO to Participate The named patient, or their representative, does not consent to the disclosure of the patient’s
protected health information to HIE and CIE to carry out routine treatment and healthcare operations for continuity of care.

By my signature below I hereby acknowledge that I have been made aware of the availability of the Privacy Notice
Acknowledgement, Notice of Privacy Practices, and PCHS’ participation in the Health Information Exchange and the
Community Information Exchange.

Patient Signature Date
(Print) Guardian/Legal Representative Name Relationship to Patient
Guardian/Legal Representative Signature Date
Approved by
12/07/2023 . Peninsula Community Health Services
Legal/Compliance

Publications Committee



CONSENT FOR HEALTHCARE SERVICES FOR MINORS

Peninsula Community Health Services’ (PCHS) must have a signed consent from a parent or
guardian before providing health care services to minors under the age of 18, except in situations
where federal and/or state law allows minor patients to access and consent to treatment without
parental/guardian consent.

(initial) I authorize
(initial) I do NOT authorize

Print Minor’s Name: DOB:

First Name, Middle Initial, Last Name

to receive healthcare services available from and deemed necessary or advisable by a PCHS
provider. Healthcare services may include, but are not limited to: routine medical exams, sports
physicals, well-child or well-teen care, evaluation and treatment of acute illness and injuries,
immunizations, blood studies, and photographs for medical charts. PCHS encourages family
involvement in the care provided to minor patients. However, if I am unable to be present, I
authorize the above-named minor patient to receive healthcare services in my absence. Consent is
also given for referral of care and, if necessary, emergency transportation to other healthcare
providers or agencies deemed necessary by PCHS providers. This consent does not allow services
to be given without the minor patient’s consent unless the minor patient is unable to consent.

(initial) I consent to the minor patient receiving immunizations.

(initial) I do NOT consent to the minor patient receiving immunizations.

I understand that I may be required to sign additional consents for some surgical procedures.
I understand that this consent may be revoked at any time by writing to PCHS.

I understand it is my responsibility to report any changes in the patient’s medical, behavioral
health, or dental history to PCHS. Unless changes are noted by me, the provider will assume that
there have been no changes in the patient’s medical history.

In accordance with federal and/or Washington State law, when consent is provided for care, health
information is kept confidential except in the following circumstances:

* The patient permits release of information through a signed authorization.

* The patient exhibits a risk of imminent harm to self or others.

* The patient has a life-threatening health problem and is under 18 years old.

* There is reason to suspect abuse or neglect.

1 of2

4/26/2022 Approved by
Peninsula Community Health Services

Publications Committee



* Certain communicable diseases must be reported to public health authorities.
* Other disclosures as required by law.

The following consent is for school-based health services only. If your child does not utilize
school-based health services, skip to signature below.

(initial) I authorize my child’s school to release basic FERPA demographic information
(name, date of birth, address, and phone number) to PCHS’ school-based health program staff to
allow for care coordination. An authorization for records release with a parent/guardian signature
is required if records need to be released to my child’s school.

Parent/Guardian Name (Print) Parent/Guardian Signature Date
Relationship to Minor Phone number
20f2
4/26/2022 Approved by

Peninsula Community Health Services
Publications Committee



	Health History Questionnaire (Pediatrics) July 2018
	SBHC Demographic Form v2_2024
	HIPAA_PHI Notice & HIE_CIE v3_2023
	Consent for Healthcare Services for Minors (003)
	Print Minor’s Name:   DOB:
	(initial) I consent to the minor patient receiving immunizations.
	The following consent is for school-based health services only. If your child does not utilize school-based health services, skip to signature below.


