








New Pediatric Patient Information 
 

Welcome to Geist Family Medicine and Pediatrics!  Thank you for trusting us to care for 
your children.  Please help us meet the medical needs of your children by taking a 
moment to complete these questions.  One form will need to be completed for each child. 
 

Child Name: __________________________________ 
 

Past Medical History: 
Do you consider your child to be in good health?   Yes       No 
Any concerns about development?     Yes       No 
 If Yes, in what areas are you concerned? ________________________________ 
Any chronic medical problems for your child?                      Yes       No 
If so, what are they?  _____________________________________________________ 
   _____________________________________________________________________ 
Please list any significant medical problems in that past that have now resolved.  
_______________________________________________________________________ 
_______________________________________________________________________ 
Any hospitalizations in the past?                                      Yes       No 
If so, when and what for? ___________________________________________________ 
What surgeries has your child had in the past?___________________________________ 
________________________________________________________________________ 
Is your child allergic to any food or medications?                 Yes        No 
 If yes, please list. ___________________________________________________ 
________________________________________________________________________ 
Is your child currently taking any prescription or over the counter medications? Yes    No 
If so, please list medications and dosages:______________________________________ 
  _______________________________________________________________________ 
Is you child currently taking any herbal supplements, homeopathic medications?      
        Yes    No 
Does your child take a vitamin?                                          Yes     No 
Are his/her immunizations up-to-date?                       Yes       No 
Has your child had Chickenpox?                                 Yes       No 

If you child has had Chickenpox, when? _________________________________ 
Any vision problems or eye problems:                                 Yes        No 
Does your child wear glasses or contacts?                            Yes       No 
Has your child ever had a heart murmur?                               Yes       No 
 

Birth History: 
How old was mother at delivery?     __________________________________________ 
Any problems with pregnancy?     ___________________________________________ 
Did the mother smoke during pregnancy?                         Yes       No 
Did the mother drink alcohol during pregnancy?               Yes       No 
 If yes, how often? ___________________________________________________ 
Did the mother use any other drugs during pregnancy       Yes       No 
Any problems with labor or delivery?                                 Yes       No 
How was your baby born:                                                   Vaginal     C-section 
Was you baby born on time?                                               Yes       No 



If not, how early or late was your baby?  _______________________________________ 
What was your baby’s weight at birth?    _______________________________________ 
Did your baby have any problems after birth?  __________________________________ 
Did your baby go home with you from the hospital? _____________________________ 
 

Social History: 
Who does your child live with (including siblings) 
Name:                           Relationship:                          DOB: 
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________ 
 

If parents are divorced, what is custody status?   _________________________________ 
**We may need to ask for court documentation to support the custody status** 
Does the child visit the other parent?  Yes  No 
What pets are in the home?  _________________________________________________ 
Does anyone in the household smoke?         Yes                 No 
Does anyone in the house drink alcohol:      No    Occasionally     Frequently 
Any concerns about domestic violence?       Yes                 No 
Does your child attend day care?  Yes  No 
 

Family History: 
Mother’s  Height  _________________        Mother’s Weight  ____________________ 
Father’s Height     _________________       Father’s Weight   ____________________ 
Mothers Occupation _______________ Father’s Occupation __________________ 
 

Please place a check if there is any family history in parents, grandparents, or siblings, of 
the following.  If there is a family history, please indicate their relationship to patient in 
the space provided next to the problem 
             

?   Sudden Death before age 50 _______________ ?  Tuberculosis  ________________ 
?   Marfan’s syndrome ______________________ ?  Type I diabetes  ______________ 
?   High Cholesterol ______________________ ?  Type II diabetes ______________ 
?   Stroke or heart disease diagnosed before age 55 ?  Kidney disease  _______________ 
________________________________________ ?  Blood disorders _______________ 
?   Deafness ____________________________ ?  Osteoporosis  ________________ 
?   Migraines ____________________________ ?  Arthritis  ____________________ 
?   Seizures ____________________________ ?  Eye Problems ________________ 
?   Mental Retardation ______________________ ?  Birth defects _________________ 
?   Mental Illness ______________________ ?  Cancer ______________________ 
?   Alcohol Abuse ______________________ ?  Obesity _____________________ 
?   Drug Abuse ____________________________ ?  Bedwetting after age 10 ________ 
?   Depression ____________________________ ?  Liver Problems _______________ 
?   Nasal Allergies ______________________ ?  Eczema _____________________ 
?   Eye Allergies ______________________ ?  Psoriasis ____________________ 
?   Asthma ____________________________ ? High Blood Pressure ___________ 
? Other _________________________________ 



 
Geist Family Medicine & Pediatrics 
office: (317) 823-4435 Fax: (317) 823-9062 

Geist Family Medicine & Pediatrics 
8150 Oaklandon Road, Suite 130 

Indianapolis, IN 46236 
 

AUTHORIZATION FOR RELEASE OF INFORMATION 
 

Patient Name:        ____ _____         SS#:    _________ 

Street Address:             ________________ 

City:  _____________________________________________  State:  ______________________  Zip:   ________________ 

Date of Birth:  _____________________________________________  Telephone:     ________________ 

• I agree to the release of health records and/or information as stated below.  
• I understand that I may refuse to sign this form and that not signing this form will not affect my services, treatment or payment for services; unless 

the services are only to create a record for someone else, such as physical exam or drug testing for an employer or insurance company; or if the 
services are research-related and your signature is required so that your results can be used for the research.  

• I understand that I may see and copy the information described in this form if I ask for it. 
• Unless limited below, I understand that this release also pertains to records whose confidentiality is protected by either Federal Regulations (42 CFR 

Part 2) or State Law (IC 16-39-2) concerning hospitalization or treatment, including but not limited to, information regarding alcohol abuse, 
substance abuse, communicable disease documentation, human immunodeficiency virus (HIV,) or mental health treatment or 
counseling.   

 
I authorize Geist Family Medicine & Pediatrics to release information to (Outgoing Records Request):   

Name:        ____     __________________________ 

Street Address:             __________________ 

City:  __________________________________________________  State:  ______________________  Zip:   __________________________ 
 
I authorize Geist Family Medicine & Pediatrics to obtain information from (Incoming Records Request):   

Name:        ____     __________________________ 

Street Address:             __________________ 

City:  __________________________________________________  State:  ______________________  Zip:   __________________________ 
 
The purpose or need for the disclosure:     At the request of the individual      Other (Specify:) _______________________________________ 
_____________________________________________________________________________________________________________________ 
 
Date(s) of information to be disclosed: (please circle one) past year, past 2 years, past 3 years, past 4 years, past 5 years,  All Records, 
Other_________________ (list) ____________________________________________________________________________________________ 
 
Information to be disclosed: 
  Office Notes    X-Ray report        All Records 

   Labs     Emergency Room        Other __________________________________________________________________________ 
_______________________________________________________________________________________________________________________ 
 
I understand that this authorization is voluntary and that I have the right to revoke it at any time prior to its expiration date by written notification to 
__________________________(name of releasing entity).  This revocation will not have any effect on the information released pursuant to this 
Authorization before the revocation.  I understand that the information released may be subject to redisclosure by any recipient and no longer protected by 
federal privacy laws. 
 
The expiration Date for this release is 60 days from the signature date.  
 
Information to be released:     Verbally       Photocopy    Faxed        Other      

________________________________________   ___________________ ______________________________________ _______________    
Signature           Date   Parent/Guardian/Representative Signature      Date 

________________________________________   ___________________ ________________________________________________________    
Witness         Date   Legal Authority of Representative    
- - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - -  
Released by ________________________________________________________________________  Date _____________ Correspondence 

Copy of Auth. provided to Individual by: _______________________________________________________  Date _______________ Section 
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_______      Receipt of Community Health Network Notice of  
Privacy Practices 

 

_______ Consent to Treat: 
I request and give consent to my physician to provide and perform such medical/surgical care, tests, procedures, drugs and 
other services and supplies as are considered necessary or beneficial by my physician for my health and well being.  I 
acknowledge that no representations, warranties or guarantees as to the results or cures have been made to me or relied 
upon by me. 
 

_______ Release of Information valid for 1 year: 
I here by assign all medical and/or surgical benefits, including private insurance and other plans, due me to be made 
directly to Geist Family Medicine & Pediatrics.  I authorize disclosure of portions of the patient’s record to the extent 
necessary to determine liability for payment and to obtain reimbursement as well as disclosure to other physicians as 
needed for consulting. 
 

_______ Financial Agreement: 
I understand and have had opportunity to obtain the Financial Policy for Geist Family Medicine & Pediatrics.  I 
understand that depending on the nature and extent of my coverage, benefits assigned to Geist Family Medicine & 
Pediatrics may not satisfy the doctor’s bill in full.  Co-payments, co-insurances, and insurance deductible are due at the 
time of service unless other definite financial arrangements have been made prior to the treatment.  I agree to pay all 
reasonable attorney fees, interest, and collection costs incurred in the event of default of payment of my charges related to 
co-payments, co-insurances, and insurance deductible. 
 

________ Release of Information: 
I give the staff of GFM&P permission to release the results of my laboratory tests to persons other than myself as I have indicated 
below by my initials.  This release does not include HIV or any other sexually transmitted disease testing or mental health treatment.  
This waiver remains in effect as long as I remain a patient at GFM&P or until otherwise revoked in writing.     
Spouse (name)___________________________Leave message on answering machine________  Leave message on voice mail_____ 
Other Comments:  ____________________________________________________________________________________________ 
____________________________________________________________________________________________________________
____________________________________________________________________________________________________________
____________________________________________________________________________________________________________ 
 
 
_______________________________________  __________________________ 
Signature      Date 
________________________________________  __________________________________ 
Printed Name      Patient Name (if different) 
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CONSENT FOR TREATMENT 
 

At Geist Family Medicine & Pediatrics, we understand that the parent or legal guardian 
may need someone else (grandparent, child-care provider, etc.) to bring the child in for 
sick visits from time to time.  If you believe that this may apply to you, please consider 
completing this form.  With all the proper signatures, you are granting Geist Family 
Medicine & Pediatrics to provide care to your child when that child is under someone 
else’s care. 
 
Child’s Name _________________________________   Birth Date _______________ 
 
I (we) __________________________________________, grant permission for Geist  
 Parent/Guardian 
Family Medicine & Pediatrics to provide medical care as deemed necessary to the above 
named dependent if brought to the office by the persons named below: 
 
_________________________________________ 

Name (please print) 
_________________________________________ 

Name (please print) 
_________________________________________ 

Name (please print) 
 
Signature (must be completed) 
 
__________________________________________________ 
Parent/Guardian 
 
__________________________________________ 
Date 
 
__________________________________________ 
Telephone Number 




