L CoxHealth Name: _
Regional Services Age: DOB: . {5

C.A.R.E. MOBILE REGISTRATION SSN or [D:

*CONSNT* (or Patient Sticker Here)
{  Childs Legal Name: SSN#: Birth Date : [
Sex: O Male OFemale Address: City: State: Zip:

School: : Primary Language: 3 English [m] Spanish [0 Other:
FINANCIAL OBLIGATION"

PRIMIARY INS: POLICY HOLDER NAME:

Policy Holder's Employer: Policy Holder SSN#:

Group #: Policy/ID #: Policy Holder DOB: ___/__/
Patient's Relationship to Pelicy Holder, T2Child [ Qther {explain) i :

SECONDARY INS: POLICY HOLDER NAME:

Policy Holder's Emplayer: Policy Holder SSN#:

Group #: Policy/ID #; Policy Holder DOB: __ /  /
Patient’s Relationship to Policy Holder: O Child O Other {expiain}

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

* The mission of the C.A.R.E. Mobile pragram is lo provide access to health care for children In the Ozarks wha have no instranice, do rot have a
primary gare physician or whose perents cannot afford to pay for nacessary senvices. However, no child will be turned away.

FARENT OR GUARDIAN and EMERGENCY CONTACT INFORMATION

Emergency Contact: Phone: Relationship:
RELATIONSHIP: OFather OMother O Guardian

Narme: (First, M|, Last) S8N& Date of Bisth: __/__ {
Address: City/State/Zip: Home Phone:

Employer: Work Phone: Moblie Phone:

Preferred method of contact? D Email CIHome Phone O letter [ Mobile Phone  TI'Work Phona
RELATIONSHIF: OFather [MMother O QGuardian

Name: (First, Mi, Last) SSN#: Date of Birth: __/__/
Address: Ciiy/State/Zip; Home Phone:
Empioyer; Work Phane: Mobile Phone:

Preferred method of contact? [1Email [1Home Phone [lietter ['Mobile Phone [IWork Phone
FAMILY HISTORY

Ethnicity: [ Hispanic or Lafino O American Indian or Alaska Mative [Asian 1 Black or Aftican American (0White [ Native Hawaiian or Other Pacific |slander
Patient's biological family has a history of:

[1 Stroke O Heert disease or heart atiack [ Diabetes/sugar disease O High blood pressure
O High cholesterol O Diaketesfsugar disease [J Asthma [ Hearing loss at young age
O Vision loss at young age O Alzheimer's disease/dementia [ Developmental delay/retardation O Miscarriage/stillbirth
{1 Breast cancer [ Ovarian cancer O Endometrial (uterine) cancer O Colon cancer
1 Birth Defects [ Garietic conditions:
1 Other Cancer(s);
O Genetic Conditions:
1 Mental Health;
O Other Hesalth Concems:;
Identify family members with each condition checked:
Relationship Condition Age of Onset | Current Age Age and Cause of Death
L
Bocample:  Grandurorber on Fothers Side Hivh Blood Pressure 57 87, Stroke
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O 0O Ropiom Sawess -
*CONSNT* C.A.R.E. MOBILE REGISTRATION SSN or ID:
CONTINUED FROM FRONT -

(or Patient Sticker Here)
SCREENING CHECKLIST FOR CONTRAINDICATIONS TG VACCINES

For parentsiguardians: The following questions will help us determine which vaccines your child may be given. If you anawer “yes” to
any question, it doss not necessarlly mean your child should not be vaceinated. It just means additional questions must be asked. If a
question s not clear, please ask your healthcare provider to explain it.

1. Is the child sick today? OYes [ONo ODon'tKnow
2. Does the child have allergies to medications, food, a vaccine componenl, or latex? COYes [ONo CIDon'tKnow
3. Has the child had a serious reaction t¢ a vaccine in the past? CYes ONo  ODon't Know
4, Has the child had a heatth problem with lung, heart, kidney or metabalic disease

(e.g., diabetes), asthma, or a biood disorder? OYes [ONo DODon'tKnow

Is hesshe on long-term aspirin therapy? OYes ONo [ODon'tKnow
5. Has the child, a sibling, or a parent had a seizure; has the child had brain or other

nervous system problems? OYes ONg ODon'tKnow
8. Does the child or a family member have cancer, leukemia, HIVIAIDS, or any ather :

immune systam problems? OYes [ONo  [ODon't Know

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

“rheumatoid arthritis, Crohn's disease, or psoriasis; or had radiation ireatments? COYes [ONo  ODon't Know
8. In the past yaar, has the child received a transfusion of bleod ar bloed products,
or been given immune (gamma) globulin or an antiviral drug? ' CYes ONo  ODon'tKnow
9. is the child/tesn pregnant or is there a chance she could become pregnant during
the next month? OYes ONo ODon'tKnow
10.Has the child received vaccinations in the past 4 weeks? Q¥Yes ONe  ODon't Know

Plsase send your chiid's Iimmunization record card with them on the day of their visit to the C.A.R.E Mobile.

It is important to have a personal resord of your child's vaceinations. If you don't have one, ask the child’s healthcare 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 document to enter daycare or scheol, for employment, or for international travel,

VACCINE RECORD (FOR C.ARE. MOBILE USE ONLY) _
Vaccines for Children (VFC) Program Eligibility Staius: O Medicaid fNo health insurance O Amaerican Indian/Alaska Native

O Underinsured (FQHC/RHC) Diphtheria, Tetanus ONOT VFC Eligible
Vaccine Route | M/D/Y Given | Injection Manufacturer Lot Number Exp. Date NDC Numbar VIS Rev, Date VIS
Site Date Given
Ex.: Hib %) 01f0t/18 | LefAmm Sangfi Pastenr AA12344 0ii01/18 49281-547-58 or/otli8 | 01/01/18
Comments:
Vagcinator Signature Vaccinator Titke . Date
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é-"’*'“"*'()hild’s Lagal Name;

hi

(D T

*AUTHOR*

Sex; OMale CIFemale Address:

CoxHealth Name: _
Regicnal Services Age: DoB:__/  f
C.A.R.E. MOBILE AUTHORIZATION SSNorID:
{or Patient Sticker Hare)
SON# Birth Date : { /
City: State: Zip:

Schogl:

Primary Language: [ English O Spanish [ Other:

This Authorizatior, Financial Qbligation ,Consent and Permission to Share form applies to the GoxHealth C.A.R.E. Mobille (herainafter teferred to as "CoxHealth™),

Authorization to Release information. The Notice of Privacy Practices sets

forth rights regarding my chile’s personal health information and the mannar in
which it may be used or disclosed. This includes the sharing andfor recaiving
of prescription information with a prescription database utilized in eleclronically
prescribing medications for my child's treatment, including the review and
"aocess o prescdplions prescribed to my child cutside of the CoxHealth
system. | understand that | have the following rights, among others, regarding
ny child's information: to raceive the Notics of Privacy Practicss prior to
signing this form; to object to the use of my child’s parsonal health information
in any facility directory; and to revoke this form in writing, except to the extent
that CoxHealth has already taken acilon in reliance on this form. | authorize
the review, copying, releass and disclosure of any and all Information in my
child’s medical oraccountln%record{s), including information reganding the
diagnasis or freatmant of HIV, AIDS, mental illness or substance ahuse, to

any person, carporation or agency responsible for dstermining the necessity,
appropriateness, payment, contlnuity of care or other matiers related fo the
treatment or services rendered to me by CoxMealth.

Assignment of Beneflts, | assign to CoxMealih the benefils atherwise
payabe Yo me for any treatment from my insurance carier or company,
managed care plan, health maintenance organization, self-insured health plan,
Medicald or Medicare and its intermediaries and carriers,

%ﬂhﬁﬂjﬂnﬂ;ﬁﬁm | autherize CaxHealth to obizin information from
fssour] HealthNet o other government agencies regarding my entitiement to

benefits and my health insurance claim numbers.

Fihanclal Obligation, | understand that | am financlally responsible for
payment of all amounts due for services provided by CoxHealth regardless

of whether | have insurance coverage or whether other parfies may also be
respansible for paying for my child’s care. | will not be responsible to pay
for such servicas rendered if my financial obligation is waived by contractual
agreement or prohibited by applicable state or faderal laws or regulations.

| understand thet, as a courtesy 1o me, CoxHeallh vill submit claims for
third-party coverage to my discksed insurance carriers and that CoxHeaith

is authorized to complete any forms which are needed In order to obtain
payment from said thivd-party payers. For all past due accaunts, | agres to
pay inlerest at the legal rate if the amount for which | am responsible is not
paid within thirty (30) days of receipt of the hlll. As part of the collections
process, | authorize CoxHealth and any of its agents attsmpting to coltect an
unpaid account balance to contact me at any telephone number cr address |
have pravided fo CexHaallh using any manner, including the use of an aute-
dialing device, at any time until my dabts are paid In full, | undsrstand that
the cost of collections on past due accounts, including reasonable attomey's
fees and court costs, will be included as part of my financial obligation. This
agresment shall be governed by Missouri law. | hersby agree venue shall

ba appropriate in Greene County, Missour, | also understand, pursuant fo
the Missour! hospital llen statutes, that # my injurias were caused by the
regligence or wrongful act of anothat, CoxHealth may have a lisn on any and
all claims or rights of action | may have agalnst the person causing my injuries
and CoxHealth mey have the right to enforce the lien for payment of services
randered rather than sask payment from any third-party payer.

Consent for Treatment, | agres, request and authorize the schoo! listed ahove 1o faciitate treatment and healih care for my child that is to be provided by the CoxHealth
C.ARE, Mobile progeam, including but not limited to: primary care servicas, immunizations, vision services, sports pre-participallon physicals, and ihe treaiment of
common llineskes. | have been givan & copy and have read, or had explained fo me, the information in the “Vaceing Information Statement(s),” where applicable, for any
the vaccina(s) my child will receive from CoxHeslth. | have had a chanse to ask questions and had them answered to my safisfaction. | understand the benefits and risks
of the vaccine(s) requested and ask that the vaccine(s} currently dus for which | have signed below ba given 1o my child. 1am authorized pursuant to Section 431.058
RSMo to make this request. | realize that among those who atiend to patiants at CoxHealth are medical, nursing and cther healthuare persormel in training who may be

present ant! participating in my child's care as par of their education. | also understand that CaxHealth utilizes the services of Non-Physician Praciifoners, that my child
may be evaiuated and treatad by one of these Non-Physician Practitioners and that | have the right to sse that provider's coflaborating physician. | auihorize the taking of
photegraphs, videos or other Images of parts of my child's body for use in medical evaluaion, education end security purposes. [ zm aware that the practice of medicine is
nat an exact science and { undarstand that no promise, guarantes or warranty has been made regarding the restlts of the examination ar reatment my child recalves,

Pamisslon to Share Information. {understand that protected health information (PHI) may include records refating to psyehiatric er psychclogical care; communicable
diseases; HIVIAIDS diagnosis or treatment; aleohal or drug abuse freatment; sexually transmitted diseases; and ather senskiive infarmation.

| undersiand that treaiment, péyment, enroliment or eligibility for benefits may not be conditioned an whether I sign this authorization.

I understand thet any disclozure of information carries with it the: potentil for unanthorized re-disgiosure and the informafion may not be protected by federal confidentiakty rules,
___.| authorize the release of financial and PHI from the entire CoxHealth system and its Affiliated Coversd Entltles.
— | DD NOT authorize the release of financial and PHI from the following entity(s):

* In the case of an amergency situation CoxHealth may determine tnat a Amited disciosure may be in my child's best inferests and | realize CoxHealth may share limited
PHI er other infomeation with those who may be involved in my child’s care.
+ | rglize this form does NOT authorlze the person{s) below fo make health care decistons for my child or to view or raceive coples of my child's medical records.

Type of Information

Relationship to A
patisnt:

Scheduling
Appaointment

Insurance {

Medical Biling

Mame: Phone Number;

This covers ihe follawing time frames. If NOT marked, all past presant, and future encounters are the default.
__All past, nresent, and future encourdersivisits -OR- Other:

Time Limit and Right to Revoke. Exceptto the extent that aclion has already been taken in reliance on this authorization, | have the tight fo revoke this authorization &t
any fime. Unless othenwise revoked, this autharization shall terminate one (1) year from the dats signed.

Signature of Parent or Leal Guardian Date Signature of Wimass Date

(If unable 10 gign, Representative name ansd Relationship)
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