G CoxHealth Name: _
Regional Services Age: DOoB: . £

“CONSNT™ C.A.R.E. MOBILE REGISTRATION  SSNorID:
{or Patient Sticker Here)
|.“FF.“ * .
H Child's Legal Name: BON# Birth Date : / /
Sex; COMale CFemale Address: City. State: Zip:

School: Primary Language: (1 English [m) Spanleh O Cther:
FINANCIAL OBLIGATION®

PRIMARY INS: POLICY HOLDER NAME:

Policy Holder's Employer: Pollcy Holder S5 .
Group # Polioy/ID #; _ Policy Holder DOB: ___/__[
Patient's Relationship to Pelicy Helder. CIChild O Other (explain) i :

SECONDARY INS: POLICY HOLDER NANE:

Pclicy Holder's Emplayer: Policy Holder SSN#:

Group #: Policy/ID #: Pelicy Holdsr DOB: ___J [
Patient’s Relationship to Policy Holder: O Child O Other (expiain}

[ NO INSURANCE (SELF PAY) STUDENT QUALIFIES FOR FREE OR REDUCED LUNCH? OYes [No

* The mission of the C.A.R.E. Mobfie program /s ko provide access {o bealfh care for chifdren In the Ozarks wiha have #o insuranice, de ot have a
primary cara physiclan or whosa parents cannot afford 10 pay for necassary sanvices. Hawevelr no chifd witl ba lumed away

FARENT OR GUARDIAN and EMERGENCY CONTACT INFORMATION

Emergency Contact: Phone: Relationship:
RELATIONSHIP: OFather ObMother [ Guardian _

MName: (First, MI, Last) SSN#: bate of Birth; ___/ __ /
Address: City/State/Zip: Home Phone:

Employer: Woerk Phane; Mohlle Phone:

Preferred method of contact? [1Email CIHome Phone Clletter [ Mobile Phone  CITWork Phone
RELATIONSHIP: OFether OMother O Guerdian

Mame: {First, Mi, Last} SSN#: Date of Bitth: __/{__/
Address: City/State/Zip: Home Phone:
Employer: Werk Phane: Mobile Phone:

Preforred method of contact? [CEmall  ClHome Phone  LlLetter [IMoblle Phone  [I'Work Phone
FAMILY HISTORY

Ethniglty: O Hispanie or Lating O Ametican Indian or Alaska Native E1Aslan [ Black or Afican American [0White [ Native Hawailan or Other Pacific islander
Patient's biologlcal family has a history of: ' '

[1 Stroke O Heert discase or heart atiack [ Diabetes/suger disesse OHigh blood pressure
O High cholesterol O Diskwtesfsugar dissese O Asthma O Hearing loss af young age
O Vision loss atyoung age O Alzheimer's disease/dementia [0 Developmental delay/retardation [0 Miscarriaga/stillbirth
{JBreast cancer [1 Ovarian cancer O Endometrial {uterine) cancer O Colon cancer
L1 Birth Defects [ Geristic conditions:
1 Other Cancer(s);
U Genetic Condltions:
1 Mental Heaalth:
O Cther Heslth Concems:
identify family members with each condition checked:
Relationship Condition Age of Onget | Current Age Age and Cause of Death
Epcanple _Groudwisther os Fothar’s Site Hizh Blaod Prasswre 57 37, Strake

cFR.3028.13 0118 Ratrte CONTINUED ON BACK | —




' CoxHealth Name: -
Regicnal Services Age: DOB: __/ J o

. A.R.E. N SENorID:
CONSNT C.A.R.E. MOBILE REGISTRATIO " (or Pationt Sickar Here)

CONTINUED FROM FRONT (

SCREENING CHECKLIST FOR CONTRAINDICATIONS TO VACCINES

For parents/guarcdians: The following questions will help us determine which vaccines your child may be given. If you answer "yes” to
any guestion, It doss not nacessarlly mean your child should not be vaccinated. It just means addifional guestionz must be asked. If &
question s not cleer, please ask your healthcare provider fo expiain it.

1. 1s the child sick today? OYes [No [DontKnow
2. Does the child have allergies to medications, food, a vaccine component, or latex? OYes DONo ODontKnow
3. Has the child hed a serious reaction to a vaccine in the past? OYes ONo [ODon't Know
4. Has the child had a heaith problem with lung, heart, kidney or metabalic disease

(e.g., diabetes), asthma, or a blood disorder? OYes OMNo ODon'tKnow

Is he/she on long-term aspirin tharapy? OYes ONo ODon't Know
5. Has the child, a sibling, or a parent had a seizure; has the child had brain or other

remvous system problams? OYes BONog ODon'tKnow
6. Doas the child or a family member have cancer, leukemia, HIVIAIDS, or any ather : -

immune systam problems? OYes [INo [IDen'tKnow

7. In the past 3 months, has the child taken medications that affect the immune system
such as prednigone, olher steroids, or anticancer drugs; drugs for the treatment of

“rheumatoid arthritls, Crobn's disease, or psoriasis; or had radiation freatments? NYes [ONo TDon't Know
8. In the past yaar, hes the child recsived a transfusion of blcod or blood products,
ar been given immune (gamma) globulin or an antivical drug? ' CiYes [ONe ODon't Know
9. {a the child/tean pregnant or is there a chance she could become pregnant during
the next maonth? OYes ONo ODon't Know
10.Has tha child received vactinations in the past 4 weeks? CYes ONe  ODon't Know

Plsass send your child’s immunization record card with them an the day of their visit to the C.AR.E Moblle.

It is important to have a persongl record of vour child’s vaccinations. Ifyou don't have ong, ask the child’s healthcars provider to
give you one with all your child’s vaccinations on it. Keep it in a safe place and bring it with you every time you seek medical care (
for your child. Your child will need this dosument to enter deyeare or schoot, for amployment, or for international travel.

VACCIME RECORD (FOR CARE MOBILE USE ONLY)

Vaccines for Children (VFC) Program Eligibility Status: O Medicaid 1 No health Insurance  CJAmerican Indian/Alaska Native
& Underinsured (FQHC/RHC) Diphtheria, Tetanus CINCT VFC Eligibla
Vaccne Route | MDY Glven | Injaction Manufacturer Lot Number Exp. Date MDC Numbar VIS Rev. Date VIS
Sl Date Givan
Ex: Hib B | @tfi/8 | Lat Anw Senaft Pastenr AAi2iAd 01/01/18 45281-547-58 o1/e1/rs | 81/01/18
Comments:
(
Vactinator Sighatura Vaccinator Title : Date
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ST OhIEs Legal Nams:

JNGATARACAO RO

*AUTHOR*

Sex: Maie CFemale  Address:

CoxHealth Name: _
Regional Services Age: poe:.__ ¢ f
C.A.R.E. MOBILE AUTHORIZATION $SN or ID:
{or Patient Stickey Hens)
S8NE Binh Dete : ! /
City: State: Zip:

School:

Primary Languaga: O English [ Spanish [ Gther:

gifion to Relesss Information, The Motlce of Privacy Practices sets
ghts reganding my ¢hild"s parsonal bealth information and the manner In
which it may be used or disclosed, This includes the sharing andfor recaiving
of prescription information with a prescription database utilized in electronically
prescribing medicafions for my child's freatment, including 1he review and
aocess to prescripons prescribed bo my child ouiside of the GoxHeelth
system. | undesstand that | have the fallwing rights, among others, regarding
riy child's information; ko receive the Notica of Privacy Praclices prior lo
Eigning 1his form: 1o abjest te the use of m; child's pereonal healih information
in any facRity directory; and to revoke this form in witing, except ta the extent
that CoxHealth hes already faken actlon in reliance on ihis form. | authorize
the review, m?ying, releases and disclosura of any and al! information i my
child's medicel or accouniing record{s}, including information regarding the
diggnosis or freatmant of HIV, AIDS, menial ilness or substance abuse, to

any person, carporation or agency responsible for determining the necessity,
appropriateness, payment, continuity of care or ather maftars related io the
traatmend or services rendered 1o me by CoxHealth,

This Authorization, Financial Obligation ,Consent and Pennission to Share form applies to the CoxHaalth C.ARE. Moblla (haralnafter refared to as *CaxHeallh™),

Financlal Obliaatien, | understand ihat | am Anancially responsible for
peyment of all amounts due for services provided by CoxHealth rogerdless
of whether | have insurance coverage or whether other parties may also be
responsible for paying for my child's eare. | wil nol be responsible topay
for such servicas rendered if my financial obligation is walvad by contractual
agreement or prohibled by applicable state or feceral laws or requiations.

| uneferstand that, es & oourte5{ to me, GoxHealth wili submit claims for
third-parly coverage to my disclosed insurance carmiers and that GoxHealth
is autharized to complale eny forms which are needed In order fo obtsin
payment from said thied-party payers. For a)l past due scoaunts, 1 apres to
pay inlerest &t the legal rate if the amount for which | am responsible is nat
paid within thirty (30) daye of recaipt of the blll. As nart of the coftactions
process, | authorize CoxHealth and any of its agents attempting to collect an
unpald account halanes to contact me at any &lephone number or address |
have pravided to CaxHealth using any manner, including the use of an auto-
dialing device, at any fime until my debls ere paid In full, | understand that

the cost of cellections on past due accounts, including reasonable aitomey’s
foes and court costs, will be included as part of my financial obligation, This
egreemsnt shell be governed by Missouri law. | agres venue shall

be appropriate in Greene County, Missouri, | also undarstand, pursuant o

the Miesour| hospital len statutes, that i my injurles were caused by the
negligance of wrongful act of another, CoxHealth rmay have a lien on any end
adicald Bansfelaries all claims or rights of astlon | may have agalnst the person causing my injuries
igsaurl HealthNat ar offer govemmant agensies regarding my enfitlement to | and CoxHealth may have the rignt {o enfiorce the llen for payment of services
benefits and my health insurance claim numbars, : randered rather then sagk payment from any third-party payer.

Consent for Treatment, | agres, raqueat and sutherize the achoot listed above to facilitate freatment and health care for my ¢hild that is to be provided by the CoxHealth
CAR.E. Mabile pragram, including but net (Emited ta: primary cre services, Immunizations, vision services, sports pre-participation physicals, and the treaiment of
commen flnesées. | have been given a copy and have read, or had explained to me, the information in the “Vaccine Information Statementis),” whare applicabie, for any
the vaccins(s) my child will receive from CoxHesith, | have'had a chance bo ask quastions and tad thert answered 10 my sallsfaction. | viderstand the henefits and risks
of the vaccinels) requested and ask that the vaceina(s) currently due forwhich | have signed betow be given to ty child, 1 am authorized pursuant to Sesfion 431.058
RSMo to make this request, | realize that among those whe atisnd to patierts at CoxHealth are medizal, nursing and other healthcare personnal in training who may be
present and participating in my child's care &3 part of their education. | elsp understand that CaxHealth utilizes the services of Non-Physician Practitioners, that my ohild
may be evalyated and treated by oneof these Noa-Physician Practitionars ani that | hava fhe right to ase that provider's collaborating physician. | autharize the taking of
photographs, vkfacs ar ather Images of parts of my child's body for use In medieal evaluaiion, educetion snd securily purposes. I sm aware it the praciice of medidine Is
net an axact sclence.and { undarstand thet ne promise, puerentee or warranty has heen mede segarding ihe results of the examination or reatment ty child recsives,

Pammizalon to $hare Information. § understand thal prolected health information (PHIY may Inelude records relading ta paychivtric or paychological care; communicebie
diseases; HIVIAIDS diagnasis or traatment; aleohol or drug abyae Eegtment; sexually transmitted disegses; and other sansitive Information.

| understand that irestment, pﬁymuni, anroliment or efigibilily far bansfbs way ot be canditioned on whether 1 sign this authorization.

I understend thet any disclosure of information carriee with it ihe polential for anautharized re-diseibsure and the information may not be protected by federal coniidemiality ruies,
___ | authotize e release of financial and PHI from the entire CoxHealth system and s Affiiated Covered Entifies.
1 D0 NOT authorize the relezse of financial and PH| from the following entity(s):

« In the case of an emergency situation CaxHaalth may determine that a limited disclasure mey be In my child's best inferests and | realize CoxHealth may shara limited
PHI or ather information with those who may be invelved in my child's care.
+ brelize this form does NOT euthotize the person{s) baiow to maka health care decistons for my child or ko view or recelve coples of my child's medical recerds.

Type of Information

Al Scheduling /
Appointmant

Anlgnmlm_%ﬂml assign to CoxMealth the benefils otherwise
payeble fo me for any freetment from my insurance camier or company,
managed care plan, heaith meintenance organization, seif-insured heslih plan,
Medizald or Medicans and its intermediaries and camiess,

e, | authorize CoxHealth t obizin information from

Inaurance
Billing

Relationship to

Mama: patient

Phone Number; Medical

This covers iha following time frames, If NOT marked, all past presant, and fuiirs encounters ars the default.
Al past, gresent, and future encounterafvisita -OR- Other:

TmeLimit and Right to Revoke. Exceptto the extent that aclion has aready been taken ia raliance on this authorization, | have the right to ravoka this suthorization at
any fime. {nless otherwise revaked, this authorization shall terminate one £1) yaar from the dats signed.

Signature of Pzarant o Lagal Guandian Date Deta

(i imahle 12 gign, Rapresentalive name ansd Relationahip)

GPB-3028.71 0178 Reuli-18

Signature of Winess

Faas 1




