Robert E Rosenberg, MD, FAAP
Hartsdale Pediatrics

140 E. Hartsdale Ave. Suite 1K

Hartsdale NY, 10530-3301

Patient Information:
	FIRST NAME                      

	MIDDLE INITIAL                         
	LAST NAME                        
     

	 
	       
	

	Social Security # (if known)        

	GENDER                         
	DATE OF BIRTH       

	
	
	


	Home Address
	Home Phone
	Work Phone 1
	Cell Phone

	
	
	
	


Parents Information:

	Mother
	
	Father
	

	Name
	
	Name
	

	Date of Birth
	
	Date of Birth
	

	Employer
	
	Employer
	

	Emp. Address
	
	Emp. Address
	

	Emp. City, St., Zip
	
	Emp. City, St, Zip
	

	work phone
	
	work phone
	


Primary Insurance: insured: 

insurance name:     Policy Number:  group #: Copay: $ 

Secondary Insurance:insured:  

insurance name:     Policy Number:  GROUP NUMBER: 

Where did you hear about my office?  (choose one) 

1. insurance directory

2. patient referral

3. telephone book

4. newspaper ad

5. other:    ________________________________

Who was your previous doctor?
I hereby authorize payment directly to Robert E. Rosenberg, M.D., P.C., dba Hartsdale Pediatrics for all insurance benefits otherwise payable to me for services rendered. I understand that I am financially responsible for all charges, whether or not paid by insurance, and for all services rendered on my behalf or my dependents, unless other arrangements have been made.

I authorize Robert E. Rosenberg, M.D., P.C. dba Hartsdale Pediatrics and/or any provider or supplier of services in this office to release the information required to secure the payment of the benefits. I authorize the use of this signature on all insurance submissions.
SIGNATURE OF RESPONSIBLE PARTY:__________________________________________

DATE: ___________________
HIPAA COMPLIANCE

I have received the HIPAA Notice of Privacy Practices from Robert E. Rosenberg, M.D., P.C. dba Hartsdale Pediatrics.

SIGNATURE OF RESPONSIBLE PARTY:____________________________________

DATE: _______________

Patient Name:
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Date of Birth: 

Hartsdale Pediatrics
review of general health
Does your child now have, or has your child ever suffered from any of the following problems? Please circle any of the problems listed below that have happened to your child.

	
	yes
	no
	
	yes
	no

	01. allergies?
	
	
	23. heart murmur?
	
	

	02. anemia?
	
	
	24. hemophilia?
	
	

	03. asthma
	
	
	25. hepatitis?
	
	

	04. bedwetting?
	
	
	26. high blood pressure?
	
	

	05. cancer?
	
	
	27. high cholesterol?
	
	

	06. chicken pox?
	
	
	28. kidney or bladder infections?
	
	

	07. congenital heart defects?
	
	
	29. latex sensitivity
	
	

	08. convulsions/epilepsy/seizures?
	
	
	30. pneumonia?
	
	

	09. croup?
	
	
	31. rheumatic fever?
	
	

	10. dental problems?
	
	
	32. sleeping problems?
	
	

	11. developmental problems?
	
	
	33. speech problems?
	
	

	12. diabetes?
	
	
	34. TB/lung disease?
	
	

	13. constipation?
	
	
	35. temper problems?
	
	

	14. discipline problems?
	
	
	36. thumb sucking?
	
	

	15. frequent ear infections?
	
	
	37. toilet training problems?
	
	

	16. eating problems?
	
	
	38. tonsillitis or frequent throat infections?
	
	

	17. eczema or skin problems?
	
	
	39. tuberculosis?
	
	

	18. emotional problems?
	
	
	
	
	

	19. eye problems?
	
	
	
	
	

	20. HIV/AIDS?
	
	
	
	
	

	21. handicaps or disabilities?
	
	
	
	
	

	22. hearing problems?
	
	
	
	
	


Please be sure to answer the next two questions:
1. Has your child every been in the hospital because of illness?

2. Is your child allergic to any medications or foods?

If you answered yes to any of the above problems please briefly describe the problem below...

This form filled out by:__________________________________

                                       (name and relationship to patient)
Patient Name:
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Date of Birth :
Hartsdale Pediatrics
Birth History

sex (circle one): ...male...female...

when was your baby's due date: 

birth weight: _______    delivery type:   ______   

The position of the baby before birth was (circle one) ...'head-first'...breach (bottom-first).
obstetrician: __________                                   hospital of birth: _______

problems during pregnancy:  diabetes? y / n   hypertension? y / n   thyroid disease?  y / n

infections (circle any that apply) : 1. herpes  2. HIV 3. toxoplasmosis 4. syphilis 5. chlamydia

days in nursery:    ____   days on ventilator:  ____   jaundice at birth: yes / no  received phototherapy: yes / no

other therapy needed in nursery?

Did your baby pass the newborn hearing screen: 

Family History
Please fill in the date of birth and health data for each of your child's grandparents...



  DOB

still alive?                                                            DOB         still alive?

maternal grandfather:     /   /                  y/n                              paternal grandfather       /    /              y/n

maternal grandmother    /   /                  y/n                              paternal grandmother     /    /              y/n

In your family, is there a history of...
heart disease?  



myocardial infarction prior to age 50?

elevated cholesterol levels?


asthma?

allergies?




kidney disease?

anemia?




sickle cell anemia?

thyroid disease?



diabetes?

cancer?




other disorder?

hip dysplasia?

If you answered yes to any of the above questions, please explain below...
This form filled out by:__________________________________

                                     (name and relationship to patient)

Robert E Rosenberg, MD, PC dba Hartsdale Pediatrics

Hartsdale Pediatrics

140 E. Hartsdale Ave. Suite 1K

Hartsdale NY, 10530-3301

(914) 472-0300

PATIENT RECORD OF DISCLOSURES
 re: ______________  date of birth: _________ 

In general, the HIPAA privacy rule gives individuals the right to request a restriction on use and disclosures of their protected health information. The individual is also provided the right to request confidential communications or that a communication of protected health information be made by alternative means, such as sending correspondence to the individual's office instead of the individual's home.
I wish to be contacted in the following manner (check all that apply):

__Home Telephone (      )        -            


__Written Communication



     __OK to leave message with detailed information        __ OK to mail to my home address

     __Leave message with callback number only               __OK to mail to my work address

                                                                                            __OK to fax to this number

__Work Telephone (       )        -               

    __OK to leave message with detailed information          __Other: (please fill in)

    __Leave message with callback number only          

_____________________________________            _________________          ________
(parent's signature)                                                                                           (relationship to patient)                            date

The Privacy Rule generally requires healthcare providers to take reasonable steps to limit the use or disclosure of, and requests for protected health information to the minimum necessary to accomplish the intended purpose. These provisions do not apply to usages or disclosures made pursuant to an authorization requested by the individual.

(OFFICE USE  ONLY)Note: uses & disclosures necessary for treatment, payment, and operations may be permitted without prior consent in an emergency
	date
	disclosed to whom/address fax
	(1)
	description/purpose of disclosure
	By whom disclosed
	(2)
	(3)

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	


(1) check this box if the disclosure is authorized (2) Type Key: T=treatment records, P=payment information, O=healthcare operations, A=authorization on file, D=discretionary (3) Enter how disclosure was made: P=phone, F=fax, E=e-mail, M=mail, O=other

Robert E. Rosenberg, MD, FAAP
Hartsdale Pediatrics

140 E. Hartsdale Ave. Suite 1K

Hartsdale NY, 10530-3301

(914) 472-0300

Request to transfer record from old medical office
FROM:
Patient Name: 
Patient date of birth: 

TO: 
I hereby authorize and request you to release to Dr. Rosenberg, at the above address, the complete medical records in your possession during the period from birth to present.

Sincerely,

_________________________

(signature)
_________________________                  _________________

(print name and relationship to patient)                    date
