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PEDIATRIC PATIENT REGISTRATION FORM 
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Patient Name Social Security # Gender Preference 
☐ M  ☐ F   

☐ Transgender (M to F)   

☐ Transgender (F to M) 

Date of Birth (MM/DD/YY) 

Preferred Language Interpreter Needed? 
☐ Yes  ☐ No 

U.S. Citizen? 
☐ Yes  ☐ No 

Patient Race/Ethnicity – Select all that apply. 
☐ American Indian/Alaskan Native   ☐ Asian   ☐ Black/African American 

☐ Native Hawaiian   ☐ Other Pacific Islander   ☐ White/Caucasian   ☐ Other 

Is the patient Hispanic?  ☐ Yes  ☐ No 

Type of Housing 
☐ Own   ☐ Subsidized   ☐ Other Shelter   ☐ Rent   

☐ Transitional Housing   ☐ Homeless  

☐ Staying with Friends/Family 
Emergency Contact Name Relationship to Patient Emergency Contact Phone 
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Mother/Guardian Name Mother/Guardian Email Address 

Mother/Guardian Address City State ZIP 

Mother/Guardian Primary Phone Secondary Phone Preferred Contact Method 
☐ Mail  ☐ Primary Phone  ☐ Secondary Phone  ☐ EZAccess Portal 

Father/Guardian Name Father/Guardian Email Address 

Father/Guardian Address City State ZIP 

Father/Guardian Primary Phone Secondary Phone Preferred Contact Method 
☐ Mail  ☐ Primary Phone  ☐ Secondary Phone  ☐ EZAccess Portal 
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Primary Insurance Policy # Group # 

Subscriber Name Relationship to Patient 

Secondary Insurance (if applicable) Policy # Group # 

Subscriber Name Relationship to Patient 

Guarantor/Name of Person Responsible for Payment (if different from Subscriber) 

Address City State ZIP 

Phone Relationship to Patient 

 

Parent/Guardian Signature Relationship to Patient Date 
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PEDIATRIC MEDICAL HISTORY 
Patient Name Date of Birth (MM/DD/YY) 

 

M
E

D
IC

A
L

 H
IS

T
O

R
Y

 

Patient (Child) Family 

 Strep Throat  ☐ Yes  ☐ No  Thyroid  ☐ Yes  ☐ No 

 Diabetes  ☐ Yes  ☐ No  Diabetes  ☐ Yes  ☐ No 

 Heart Murmur  ☐ Yes  ☐ No  High Blood Pressure  ☐ Yes  ☐ No 

 Chicken Pox  ☐ Yes  ☐ No  Heart  ☐ Yes  ☐ No 

 Measles  ☐ Yes  ☐ No  Stroke  ☐ Yes  ☐ No 

 Ear Infections  ☐ Yes  ☐ No  Kidney  ☐ Yes  ☐ No 

 RSV  ☐ Yes  ☐ No  Liver  ☐ Yes  ☐ No 

 Croup  ☐ Yes  ☐ No  Mental Illness  ☐ Yes  ☐ No 

 Stomach Problems  ☐ Yes  ☐ No  Glaucoma  ☐ Yes  ☐ No 

 Mental Illness  ☐ Yes  ☐ No  Cataracts  ☐ Yes  ☐ No 

 Epilepsy  ☐ Yes  ☐ No  Epilepsy  ☐ Yes  ☐ No 

 Asthma  ☐ Yes  ☐ No  Asthma  ☐ Yes  ☐ No 

 Headaches  ☐ Yes  ☐ No  Headaches/Migraines  ☐ Yes  ☐ No 

 Cancer  
 (Type: ____________)  ☐ Yes  ☐ No 

 Cancer  
 (Type: _____________)  ☐ Yes  ☐ No 

 
 Other: _____________  ☐ Yes  ☐ No 

 
 Other: _____________  ☐ Yes  ☐ No 
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  Breast Fed?  ☐ Yes  ☐ No 

 Formula?  ☐ Yes  ☐ No        Type: ___________________ 

 Take Vitamins?  ☐ Yes  ☐ No 

 Taking Iron?  ☐ Yes  ☐ No 
 

M
E

D
IC

A
T

IO
N

S
 

Name of Medicine Dosage Times per Day 

   

   

   

   

   

   

   

   
 

Parent/Guardian Signature Relationship to Patient Date 
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  Date of last doctor visit: ______________________________

 Date of last dental visit: ______________________________

 Dentist’s Name:  ____________________________________
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  Father:      ☐ Living      ☐ Deceased         Age: _______

 Cause of Death ______________________________
 _________________________________________
 Mother:     ☐ Living      ☐ Deceased         Age: _______
 Cause of Death ______________________________
 _________________________________________
 Siblings, How Many:   ☐ Living ____  ☐ Deceased ____
 Cause of Death ______________________________
 _________________________________________
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 ☐ Vaginal Birth   ☐ C-Section 

 Birth Weight _____________  Birth Length ______________

 Place of Birth? ______________________________________
 _________________________________________

 Pregnancy History:  __________________________________
 _________________________________________

 Problems at Birth: ___________________________________
 _________________________________________
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List of Authorized Persons for Medical Purposes 

 
I, _________________________________________, the parent or legal guardian of 

___________________________________________, hereby authorize the individual(s) 

listed below to act as temporary guardian(s) for the purpose of bringing my child to True 

Health. These individuals have permission to bring my child into the clinic and consent to 

healthcare treatments and examinations in my absence. This authorization is valid for 

one year from the effective date unless otherwise specified in writing. 

Name of Authorized Person Relationship to Child 

 

 

 

 

 

 

 

 

 

 

 

 

 
 

Parent/Guardian Signature Relationship to Patient Date 

 

For Health Center Use Only 
Employee Signature Employee Title Date 

  

Parent/Legal Guardian Name 

Child’s Name and Date of Birth 



 

 

☐ ☐ ☐ ☐ ☐

☐ ☐ ☐ ☐ ☐

☐ ☐ ☐ ☐ ☐

☐ ☐ ☐ ☐ ☐

☐ ☐ ☐ ☐ ☐

☐ ☐ ☐ ☐ ☐

☐

☐

☐ ☐ ☐ ☐ ☐ ☐
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Authorization and Agreement for Treatment 
Patient Name Date of Birth (MM/DD/YY) 

The undersigned hereby makes the acknowledgements and agreements regarding the treatment to be provided to the 
patient whose name appears on the Registration Form. The patient, guardian, or patient representative must initial all 
applicable items. 

Consent for Treatment 

_______ I certify that I am requesting examination and medical treatment of the patient by the physicians and employees of 
True Health via face-to-face visit and/or telehealth services. I give permission for evaluation and treatment and 
certify that no guarantee or assurance has been made as to the results that may be obtained. If the patient is a 
minor, I understand that a parent, legal guardian, or responsible adult must accompany the patient to the health 
center and stay with the patient throughout the entire examination. 

Financial Agreement and Assignment of Benefits 

_______ I acknowledge that I have received a copy of the True Health Financial Policy and that I agree to abide by its terms.  

Patient’s Bill of Rights and Responsibilities 

_______ I acknowledge that I have received a copy of the True Health Patient’s Bill of Rights and Responsibilities and that I 
agree to abide by its terms. 

Notice of Privacy Practices 

_______ I acknowledge that I have received a copy of True Health’s Notice of Privacy Practices. 

Release of Medical Information 

_______ (If applicable) In addition to the use and/or disclosure of my protected health information (PHI) as stated above, I 
authorize my information to be released to the following individual(s). Please provide full name(s) of authorized 
individual(s) below. I understand that this request will not restrict the normal use or disclosure of PHI as stated 
above. 

Name of Authorized Person Relationship to Patient 
  

  

  

  

  

_______ I understand that I may amend or revoke my consent to use and/or disclosure of PHI at any time, if submitted in 
writing. Use or disclosure that occurs prior to the date on which the revocation of consent is received will not be 
affected. 

I have read and fully understand the above acknowledgments and agreements.  

Patient/Guardian Signature Relationship to Patient Date 

 

For Health Center Use Only 

Employee Signature Employee Title Date 

(initials) 

(initials) 

(initials) 

(initials) 

(initials) 

(initials) 



 

 

 

• 

• 



 

 

 





Patient-Centered Medical Home (PCMH) 

The medical home encompasses five functions and attributes: 

1. Comprehensive Care

The patient-centered medical home is accountable for meeting:  

 A majority of each patient’s physical and mental health care needs
 Prevention and wellness
 Acute care
 Chronic care

Providing comprehensive care requires a team of care providers. This team might include physicians, 
physician assistants, nurses, pharmacists, and care coordinators.  

2. Patient-Centered

The patient-centered medical home provides health care that is relationship-based with an orientation 
toward the whole person.  

 Partnering with patients and their families requires understanding and respecting each patient’s
unique needs, culture, values, and preferences.

 The medical home practice actively supports patients in learning to manage and organize their
own care at the level the patient chooses.

 Recognizing that patients and families are core members of the care team, medical home
practices ensure that they are fully informed partners in establishing care plans.

3. Coordinated Care

 The patient-centered medical home coordinates care across all elements of the broader health
care system, including specialty care, hospitals, home health care, and community services and
supports.

 Such coordination is particularly critical during transitions between sites of care, such as when
patients are being discharged from the hospital.

 Medical home practices also excel at building clear and open communication among patients
and families, the medical home, and members of the broader care team.

4. Accessible Services

The patient-centered medical home delivers accessible services with shorter waiting times for:  

 Urgent needs
 Enhanced in-person hours
 Around-the-clock telephone or electronic access to a member of the care team
 Alternative methods of communication such as email and telephone care.

The medical home practice is responsive to patients’ preferences regarding access. 



5. Quality and Safety

The patient-centered medical home demonstrates a commitment to quality and 
quality improvement by ongoing engagement in activities such as: 

 Using evidence-based medicine and clinical decision-support tools to guide shared decision
making with patients and families

 Engaging in performance measurement and improvement
 Measuring and responding to patient experiences and patient satisfaction
 Practicing population health management

Sharing robust quality and safety data and improvement activities publicly is also an important marker 
of a system-level commitment to quality. 

Patient/Guardian Signature ______________________________         Date _____________________ 
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UNIVERSAL PATIENT AUTHORIZATION FORM FOR  
FULL DISCLOSURE OF HEALTH INFORMATION FOR TREATMENT AND QUALITY OF CARE 

***PLEASE READ THE ENTIRE FORM, BOTH PAGES, BEFORE SIGNING BELOW*** 

Patient (name and information of person whose health information is being disclosed): 

Name (First Middle Last): 

Date of Birth (mm/dd/yyyy): 

Address:              City:  State:      Zip: 

You may use this form to allow your healthcare provider to access and use  your health information. Your 
choice on whether to sign this form will not affect your ability to get medical treatment, payment for 
medical treatment, or health insurance enrollment or eligibility for benefits. 

By signing this form, I voluntarily authorize, give my permission and allow use and disclosure: 

OF WHAT:  ALL MY HEALTH INFORMATION including any information about sensitive conditions (if any) [See page 2 for details] 

FROM WHOM:   ALL information sources [See page 2 for details] 

TO WHOM: Specific person(s) or organization(s) permitted to receive my information (must be a healthcare provider):  

Person/Organization Name:  Phone:  (           ) 

Address:  Fax:  (        ) 

PURPOSE: To provide me with medical treatment and related services and products, and to evaluate and improve patient safety and 
the quality of medical care provided to all patients.  

EFFECTIVE PERIOD: This authorization/permission form will remain in effect until my death or the day I withdraw my permission. 

REVOKING MY PERMISSION: I can revoke my permission at any time by giving written notice to the person or organization named 
above in “To Whom.”  

In addition: 

 I authorize the use of a copy (including electronic copy) of this form for the disclosure of the information described above.

 I understand that there are some circumstances in which this information may be redisclosed to other persons [See page 2 for
details].

 I understand that refusing to sign this form does not stop disclosure of my health information that is otherwise permitted by
law without my specific authorization or permission.

 I have read all pages of this form and agree to the disclosures above from the types of sources listed.

X_____

Signature of Patient or Patient’s Legal Representative  Date Signed (mm/dd/yyyy) 

_____ 

Print Name of Legal Representative (if applicable) 
 Check one to describe the relationship of Legal Representative to Patient (if applicable): 

 Parent of minor
 Guardian
 Other personal representative (explain: ) 

NOTE: This form is invalid if modified. You are entitled to get a copy of this form after you sign it. 
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Explanation of Form Florida AHCA FC4200‐004 
“Universal Patient Authorization for Full Disclosure of Health Information for Treatment & Quality of Care” 

Laws and regulations require that some sources of personal information have a signed authorization or permission form before releasing it. Also, 
some laws require specific authorization for the release of information about certain conditions and from educational sources.  

 “Of What”: includes ALL YOUR HEALTH INFORMATION, INCLUDING:  
1. All records and other information regarding your health history, treatment, hospitalization, tests, and outpatient care. This

information may relate to sensitive health conditions (if any), including but not limited to: 
a. Drug, alcohol, or substance abuse
b. Psychological, psychiatric or other mental impairment(s) or developmental disabilities (excludes “psychotherapy notes” as

defined in HIPAA at 45 CFR 164.501)
c. Sickle cell anemia
d. Birth control and family planning
e. Records which may indicate the presence of a communicable disease or noncommunicable disease; and tests for or records of

HIV/AIDS or sexually transmitted diseases or tuberculosis
f. Genetic (inherited) diseases or tests 

2. Copies of educational tests or evaluations, including Individualized Educational Programs, assessments, psychological and speech
evaluations, immunizations, recorded health information (such as height, weight), and information about injuries or treatment. 

3. Information created before or after the date of this form. 

“From Whom” includes: All information sources including but not limited to medical and clinical sources (hospitals, clinics, labs, pharmacies, 
physicians, psychologists, etc.) including mental health, correctional, addiction treatment, Veterans Affairs health care facilities, state registries and 
other state programs, all educational sources that may have some of my health information (schools, records administrators, counselors, etc.), 
social workers, rehabilitation counselors, insurance companies, health plans, health  maintenance organizations, employers, pharmacy benefit 
managers, worker’s compensation programs, state Medicaid, Medicare and any other governmental program.  

 “To Whom”: For those health care providers listed in the “TO WHOM” section, your permission would also include physicians, other health care 
providers (such as nurses) and medical staff who are involved in your medical care at that organization’s facility or that person’s office, and health 
care providers who are covering or on call for the specified person or organization, and staff members or agents (such as business associates or 
qualified services organizations) who carry out activities and purpose(s) permitted by this form for that organization or person that you specified. 
Disclosure may be of health information in paper or oral form or may be through electronic interchange. 

 “Purpose”: Your signature on this form does NOT allow health insurers to have access to your health information for the purpose of deciding to 
give you health insurance or pay your bills. You can make that choice in a separate form that health insurers use. 

 “Revocation”: You have the right to revoke this authorization and withdraw your permission at any time regarding any future uses by giving 
written notice. This authorization is automatically revoked when you die. You should understand that organizations that had your permission to 
access your health information may copy or include your information in their own records. These organizations, in many circumstances, are not 
required to return any information that they were provided nor are they required to remove it from their own records.  

 “Re‐disclosure of Information”: Any health information about you may be re‐disclosed to others only to the extent permitted by state and federal 
laws and regulations. You understand that once your information is disclosed, it may be subject to lawful re‐disclosure, in accordance with 
applicable state and federal law, and in some cases, may no longer be protected by federal privacy law.  

Limitations of this Form: If you want your health information shared for purposes other than for treating you or you want only a portion of your 
health information shared, you need to use Form Florida AHCA FC4200‐005 (Universal Patient Authorization Form For Limited Disclosure of Health 
Information), instead of this form. Also, this form cannot be used for disclosure of psychotherapy notes. This	form	does	not	obligate	your	health	
care	provider	or	other	person/organization	listed	in	the	“From	Whom”	or	“To	Whom”	section	to	seek	out	the	information	you	specified	in	
the	“Of	What”	section	from	other	sources.	Also,	this	form	does	not	change	current	obligations	and	rules	about	who	pays	for	copies	of	records.			
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HIPAA Officer: Anthony Diaz • (407)322-8645 ext. 1149 • Anthony.Diaz@mytruehealth.org 

http://www.hhs.gov/ocr/privacy/hipaa/understanding/consumers/index.html
http://www.hhs.gov/ocr/privacy/hipaa/understanding/consumers/noticepp.html
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