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Dr. K's Kids Pediatrics
Patient Registration
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Shari Kushwaha, M.D.

Patient Information

Last Name First Name M Date of Birth Gender
Home Address City State Zip Code
Father's Information

Last Name First Name M Date of Birth

Social Security #

Driver's License #

Employer Name

Home Phone # Cell Phone # Email Address
Mother’s Information

Last Name First Name MI Date of Birth

Social Security # Driver's License # Employer Name
Home Phone # Cell Phone # Email Address

Is the patient’s address different from Father and/or Mother's? YES NO

If yes, please write address below:

Address City State Zip Code

Insurance Information

Name of Insurance Company Policy Holder's Name Date of Birth

Identification # & Group # Employer Relationship to Patient

I certify that the information provided is true and correct. | authorize the payment for services rendered should be made payable to Dr.
K's Kids Pediatrics. | authorize release of medical information necessary to process any claims. | understand that | am financially
responsible (the guarantor) to all charges not paid by insurance. | have read all the terms and conditions contained in this agreement
and agree o be bound by these terms and conditions.

Signature of Parent/Legal Guardian Date

How did you hear about us?
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Does your child have ANY medication or food allergies?

If so, what is the reaction¢

Patient Name:

Patient Medical History -Page 1

DOB:

Medical History — Required for all patients

List any medications your child is taking and include dosage and how taken (i.e. tablet, syrup):

Family History

Check

Yes No

Maternal/Paternal
Relationship
Examples: Mom, Dad,
Maternal Grandma,
Paternal Grandpa

Personal Past History

Check

Yes No

Allergies

Anemia

Anemia

Arthritis

Asthma

Asthma

Autism

Autism

Bed Wetting

Autoimmune Disorder

Cellulitis

Cancer, Type:

Chickenpox

Diabetes, insulin dependent

Constipation

Heart Attack under age 50

Down's Syndrome

High Cholesterol

Eczema

Hypertension

Fracture History

Kidney Disorder

Frequent Ear Infections

Psychiatric lliness

Seasonal Allergies

Sudden Death

Other;

Other:

Surgical History

Check

Yes

No | Year

PET's (tubes)

Adenoidectomy

Tonsillectomy

Other:

Social History

Is Child in daycare?

Do you use a car seat?

If under age 1 or under 20Ibs, is car seat rear facing?

Does Child have good bedtime habits?

Does anybody smoke in household?

Has child or anyone in household traveled out of the countrye

If so, where to? :

GERD (reflux)
Learning Disabilities
Migraines
Murmur
Sickle Cell
Sleep Apnea
Snoring
Strep Throat
Tuberculosis
UTls
Other:
Other:
Please fill out
Check Patient
Yes No Medical
History
Page 2
for children
under 12
months of
age!!

Parent's Occupation - Mom:

Dad:




,.....hs Patient Medical History -Page 2

KIDS
@DIATRK} Birth History — Please only fill out if under age 12 months

Shari Kushwaha, M.D.

Birth Weight: How many weeks' gestatione:

Any complications with the pregnancy? YES or NO

If yes, explain:

Did baby go home with mother from hospitale YES or NO

Was the delivery vaginal or cesarean?¢ (Please circle.)

If cesarean, why?

Did your baby have any problems right after birth?

Was initial feeding breast or bottle¢ (Please circle.)

What hospital was baby born ate







