


Four Seasons Pediatrics, LLC 
Patient Registration Form 

 
Today’s Date: ____________ 
 
Insurance information.  Enter policy holder/subscriber information.  If the patient is the policy holder 
(e.g. own insurance, Child Health Plus, Managed Medicaid) list responsible party for payment here: 
 
Last Name:  ___________________ First Name: ___________________ Middle Initial: ______ 
Street:  __________________________________________________________  
City:  ________________________ State: _________      Zip: __________  
Email: _______________________ Date of Birth: ____________   Sex: _______  
Social Security Number: _________________ Employer: _______________  
Relationship to Patient: __________________ 
Name of Insurance: __________________ Policy Number: ___________ Group Number: ___________  
Policy Effective Date: ____________  
Does your insurance require a copay? ________  If yes, what is your copay amount? ______ 
 
Is there a secondary insurance?    If yes, please provide information about 2nd policyholder: 
Last Name:  ___________________ First Name: ___________________ Middle Initial: ______ 
Street:  __________________________________________________________  
City:  ________________________ State: _________      Zip: __________  
Email: _______________________ Date of Birth: ____________   Sex: _______  
Social Security Number: _________________ Employer: _______________  
Relationship to Patient: __________________ 
Name of Insurance: __________________ Policy Number: ___________ Group Number: ___________  
Policy Effective Date: ____________  
Does your insurance require a copay? ________  If yes, what is your copay amount? ______ 
 
Contact Information: 
 
Parent’s Name: _________________  
Relationship:   _________________  
Daytime Phone:  _________________  
Evening Phone:  _________________  
Cell Phone:   _________________  

Parent’s Name:  _________________ 
Relationship:   _________________  
Daytime Phone: _________________ 
Evening Phone:  _________________ 
Cell Phone:  _________________                         

 
Patient Information: 
 
Last Name:  ___________________ First Name: ___________________ Middle Initial: ______ 
Address: If address is the same as listed in Insurance Information check here:  
Street:  __________________________________________________________  
City:  ________________________ State: _________      Zip: __________  
Date of Birth: ____________   Sex: _______  
Social Security Number: _________________ 
Patient’s physician (as listed with insurance company): ___________________________ 
Emergency Contact Person: ___________________ Phone: _____________Cell Phone: ____________ 
 
 



 
 

Patient Name:  _________________ 
Date of Birth:  _________________ 
Allergies:  _________________ 

 
Pediatric History Questionnaire 
 
Family Members: Name   Birth Date Occupation Employer 
Father   ____________________ ___________ _____________ ______________________  
Mother   ____________________ ___________ _____________ ______________________  
Brothers   ____________________ ___________ _____________ ______________________  
 & Sisters  ____________________ ___________ _____________ ______________________ 
   ____________________ ___________ _____________ ______________________ 
   ____________________ ___________ _____________ ______________________ 
      
          
Are the natural parents living together? _____ 
 
Birth History: 
Delivery: _________________________  If Cesarean delivery, describe reason: _______________________________  
Birth Weight: _______  lbs  ________ oz   Group B Strep Cervical Culture: _________________  
Mothers Hepatitis B test was: __________ Mothers Rubella Status was: _______________ 
Discharge weight from hospital: ________ lbs ________ oz 
Was your baby full term?  _____ 
What hospital was your baby born at?  ____________________    
Was the hearing test passed in the hospital?  _____ 
Please list any problems in the nursery: ________________________________________________ 
 
Past Medical History -  please list all medical problems and age of onset:  
___________________________________________________________________________________________________ 
 
Past Surgeries – please list type and year: 
___________________________________________________________________________________________________ 
 
Medications – please list all medications currently taken: 
___________________________________________________________________________________________________ 
 
 
Allergies – any allergy to food or medication; if yes please list medication and what reaction occurred: 
___________________________________________________________________________________________________ 
 
 
Development – please list any developmental problems your child has had.  If none check here  
___________________________________________________________________________________________________ 
 
 
Family History – please check those that are positive and list relationship to PATIENT (e.g. paternal grandfather) 

Alcoholism  _______________  
Allergies (environmental, hay fever etc)   ________________ 
Anemia    _______________ 
Asthma    _______________ 
ADHD    _______________ 
Cancer     _______________ 
Cystic Fibrosis    _______________ 
Diabetes    _______________ 
Eczema    _______________ 
High Cholesterol _______________ 
Hypertension   _______________ 
Kidney Disease _______________ 



Patient Name:  _________________ 
Date of Birth:  _________________ 
Allergies:  _________________ 

 
Family History – please check those that are positive and list relationship to PATIENT (e.g. paternal grandfather) 

 
Mental Retardation _______________ 
Heart attack, stroke (under 55 years of age)  _______________ 
Obesity  _______________ 
Seizures   _______________ 
Tuberculosis _______________ 
 

Other History: 
Do you anticipate or are you currently using daycare for your child?   _____ 
Was your house built before 1960?   _____ 
Has anyone in the home ever smoked?  _____ 
Does anyone currently smoke in (or outside) the home?  _____ 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 
 
 
 
 
 
NEW YORK STATE DEPARTMENT OF HEALTH 
Bureau of Communicable Disease 
New York State Immunization Information System 
 

Consent Form 
 

I give my consent for Four Seasons Pediatrics, LLC to disclose my and/or my child’s immunization(s) and identifying 
information to the New York State Immunization Information System (NYSHS) for re-disclosure to assist in my and/or 
my child’s medical care and to record that the required immunizations are received for school/daycare entry.  The 
immunization information may be released to the following: the patient if over 18 years of age; the parent or legal 
guardian of a minor; I and/or my child’s insurance company; the state and local health departments; the school or 
licensed daycare I and/or my child is registered to attend; or to authorized medical providers that deliver medical care to 
me and or my child.  When information is disclosed by the provider, state and federal confidentiality laws protect the 
confidentiality of identifiable information, specifically in the registry, in other doctors’ offices and in school medical files. 
 
I understand that there will be no effect on my and/or my child’s medical treatment, payment or enrollment for benefits if 
I choose not to enroll in NYSHS.  This consent will remain in effect until my child reaches 18 years of age.  My consent 
may be withdrawn at any time by using the form provided or by writing to my child’s doctor. 
 
 
Patient’s Name – Last: ___________________  First: _______________  DOB: __________    Male      Female 
Street Address: ____________________________City: _________________  State: _______ 
Zip: _________  County: ___________  Birth State: _________  Phone: ______________ 
Guardian Name – Last: _____________  First: _____________  Guardian DOB: __________ 
Guardian Type:      Mother        Father        Guardian        Relative        Self 
 
Patient Lives With:      Yes         No 
Patient Care Giver:      Yes         No 
 
Mother’s Maiden Name: _______________________ 
Primary Care Physician: _______________________ 
 
____________________________________________   __________ 
Signature of patient if over 18 years of age or signature   Date 
of parent, legal guardian or legal custodian 
 
DOH-4360b (11/05) 
HIPPA Compliant, NYSDOH Approved 2005 



PATIENT CONSENT FOR TREATMENT, PAYMENT AND HEALTHCARE OPERATIONS 
Four Seasons Pediatrics 

 
 
Privacy Use: Patient Consent for Use and Disclosure of Protected Health Information 
 
With this consent, Four Seasons Pediatrics may use and disclose protected health information   
(PHI) about me/my child to carry out treatment, payment and healthcare operations (TPO).  Please refer to 
Four Seasons Pediatrics’ Notice of Privacy Practices for a more complete description of such uses and 
disclosures.   
 
I have the right to review the Notice of Privacy Practices prior to signing this consent and acknowledge I 
have received a copy.   Four Seasons Pediatrics reserves the right to revise its Notice of Privacy Practices at 
anytime.  A revised Notice of Privacy Practices may be obtained by forwarding a written request to Four 
Seasons Pediatrics Privacy Officer at 532 Moe Road, Clifton Park, NY 12065.   
  
With this consent, Four Seasons Pediatrics may call my home, mail to my home, or other designated 
location and leave a message on voice mail or in person in reference to any items that assist the practice in 
carrying out TPO, such as appointment reminders, insurance items and any call pertaining to me/my child’s 
clinical care, including test results and medical information.   
 
Financial Policy: Agreement for Payment 
 
Listing Four Seasons Pediatrics as Primary Care Provider (PCP):  I understand that if Four Seasons 
Pediatrics is not listed as my/my child’s PCP, that I am responsible to notify my insurance company to 
change to Four Seasons Pediatrics as my/my child’s PCP.  Failure to do so within the time frame required 
by my insurance company will make me responsible for the services rendered during any visits to Four 
Seasons Pediatrics.   
 
 
 
 
Co-Payment is due at the time of the office visit.  Failure to pay co-payment is subject to a co-pay 
surcharge(currently $5).   
 
Monthly Statements will reflect the amount I owe to Four Seasons Pediatrics.  Unpaid balances will have a 
finance charge (currently $5 per month). 
 
No Show/Late Cancellation Charges:  Four Seasons Pediatrics cannot bill the insurance for these charges, 
but are permitted by insurance companies to bill for them.  We kindly ask for 24 hours notice if you are 
unable to come to an appointment previously made.   Notifying us 24 hours in advance allows an 
appointment to be offered to others.  Failure to give 24 hours notice to cancel an appointment previously 
made is subject to a Late Cancellation charge (currently $25).  Failure to show up for an appointment 
without notification is subject to a No Show charge (currently $50).  I understand that if I miss 
appointments, I will be asked to transfer records to another doctor and am still responsible for the balance 
owed.     
 
Past Due Accounts:  Accounts that are past due greater than 60 days are subject to being referred to a 
collection agency.  Four Seasons Pediatrics will make every effort to inform me of this action.  It is my 
responsibility to inform Four Seasons Pediatrics of any change in insurance, address, phone numbers or 
other information important to medical payments.  Failure to notify Four Seasons Pediatrics of changes in 











hmiller
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