
Parent/Guardian: 

Your child has been scheduled for a New Patient Appointment in Primary Care Clinic.  We are 

located at 1601 4th Ave South, Children’s Park Place Clinics, Ground Floor.  Park in the 5th Avenue 

parking deck (1600 5th Avenue South) and take the elevators to the ground floor.  Be sure to bring 

your parking ticket to clinic to be validated for free parking.  Complete the enclosed registration 

forms and bring to your appointment with you.  Please arrive 30 minutes early for registration.   

 Medical Information/Immunization Records:  In order to provide the best service possible, 

please furnish us with medical records from your previous pediatrician.  Please have 

records mailed to Primary Care Clinic, 1600 7th Ave South, CPPII G60, Birmingham, AL 

35233.  Fax number 205-638-2181.  Please find the attached Release of Information to 

assist you in obtaining medical records.  You will need to bring your child’s immunization 

records with you to your visit.   

 

 Medications:  Please bring a list of your child’s current medications (name, dose, when 

taken) or you may bring the medications with you.  

 

 Insurance Card and Photo ID:  Please bring your child’s insurance card and photo ID of the 

Parent/Legal Guardian.   

 

 Parent/Legal Guardian Present:  Parent/Legal Guardian must be present at first 

appointment.  If you are the legal guardian, bring any custody/legal paperwork with you.          

If you have questions, need to reschedule, or cancel your appointment, please call 205-638-9096.   
 
Thank you for allowing us to assist you with your health care needs. 

Primary Care Clinic 

 

Appointment Date: _____________________________ 

Appointment Time: _____________________________ 

Appointment with: ______________________________  



 
Primary Care Clinic 

 

Patient’s Full Name ______________________________________________________________________________ 
(Child’s name as it appears on Birth Certificate) 

 

Date of Birth ______/______/______   Male _____  Female ______   Race____________   SS# ________-_______-________ 

 

Address  ______________________________________________________________________________________________ 

  Street         Apt # 

 

_____________________________________________________________________________________________________ 

 City     State   Zip    County 

 

Home Phone  ____________________ Cell Phone ____________________ Alternate Phone _______________________ 

 
Parent/Guardian Information  
 
Parent/Guardian’s Name__________________________________   Parent/Guardian’s Name__________________________________ 

 

Relationship to Child  ____________________________________ Relationship to Child  ____________________________________ 

 

SS#  ________-_______-________    DOB ______/______/______      SS#  ________-______-_________    DOB______/______/______ 

 

Address _______________________________________________ Address _______________________________________________ 

 

City______________________ State__________Zip____________ City________________________State__________Zip__________ 

 

Home Phone _________________ Work Phone________________ Home Phone___________________ Work Phone______________ 

 

Employer_______________________________________________ Employer______________________________________________ 

 

Email Address ___________________________________________________________________________________________________ 

  (To be used for Patient Portal Access)    

 
Insurance Information 
 

Name of Insurance Co _________________________________________  Policy # ___________________________________________ 

 

Group #__________________________  Insurance Appears in Whose Name?________________________________________________ 

 

Secondary  Insurance Co _______________________________________  Policy # ___________________________________________ 

 

Group #__________________________  Insurance Appears in Whose Name?________________________________________________ 

 
Person Responsible for Bill_________________________________________________________________________________________ 

 
Emergency Contact 
 
Name________________________________________________________  Relationship to Patient______________________________ 

 

Phone Number ______________________________________  Alternate Phone Number ______________________________________ 



Address to Parking Deck:  1600 5th Avenue South Birmingham Al 35233. 
 
Please visit www.childrensAL.org/MapsDirections to print directions or take 
an interactive or video tour of Children’s.  
 

 From the South on I-65 to Children’s of Alabama - 5th Avenue 
Parking Deck. Take the University Boulevard/8th Avenue South (Exit 
259). Travel approximately one block to 13th Street South. Turn left 
on 13th Street. Travel four blocks and turn right on 4th Avenue South 
(one way street). Travel approximately three blocks to 16th Street 
South and turn right. Children’s 5th Avenue Parking Deck is located 
on the left.   

 

 From the North on I-65 to Children’s of Alabama - 5th Avenue 
Parking Deck. Take the 4th Avenue South (Exit 259B). Travel 
approximately four blocks on 4th Avenue South and turn right on 16th 
Street South. Children’s 5th Avenue Parking Deck is located on the 
left.   

 

 From the East/South on Hwy 280/31 North – Elton B. Stephens 
Expressway/Red Mountain Expressway to Children’s of Alabama 
- 5th Avenue Parking Deck. Exit onto 8th Avenue South/University 
Boulevard. At traffic light at end of ramp turn right onto 8th Avenue 
South/ University Boulevard. Travel seven blocks (approx. ¾ mile) 
and turn right onto 18th Street South. Travel three blocks and turn left 
onto 5th Avenue South. Travel approximately two blocks and turn 
right on 16th Street South. The Children’s 5th Avenue Parking Deck 
entrance is located on the right.   

 

 From the West Hwy 280/31 South – Elton B. Stephens 
Expressway/Red Mountain Expressway to Children’s of Alabama 
5th Avenue Parking Deck. Take the 3rd/4th Avenue South exit. At 
end of ramp turn right and take the first left onto 3rd Avenue South 
(one way street). Travel approximately 10 blocks to 16th Street 
South. Turn left on 16th Street South. The Children’s 5th Avenue 
Parking Deck entrance is located on the left.   

http://www.childrensal.org/MapsDirections
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FORM COMPLETED BY DATE COMPLETED

Name

ID NUMBER

BIRTH DATE  AGE

 M F

Initial History Questionnaire

 Household
Please list all those living in the child’s home.

  Relationship Birth Health
 Name to child date problems

 Biological Family History   DK = don’t know

Have any family members had the following?

Childhood hearing loss Yes No DK    Who Comments

Nasal allergies Yes No DK    Who Comments

Asthma Yes No DK    Who Comments

Tuberculosis Yes No DK    Who Comments

Heart disease (before 55 years old) Yes No DK    Who Comments

High cholesterol/takes cholesterol medication Yes No DK    Who Comments

Anemia Yes No DK    Who Comments

Bleeding disorder Yes No DK    Who Comments

Dental decay Yes No DK    Who Comments

Cancer (before 55 years old) Yes No DK    Who Comments

Initial History Questionnaire

Are there siblings not listed? If so, please list their names, ages, and where 

they live.

What is the child’s living situation if not with both biological parents?

Lives with adoptive parents    Joint custody    Single custody

Lives with foster family

If one or both parents are not living in the home, how often does the child see 

the parent(s) not in the home?

 Birth History   n Don’t know birth history

Birth weight              Was the baby born at term?              OR              weeks

Were there any prenatal or neonatal complications?

Yes    No    Explain

Was a NICU stay required?    Yes    No    Explain

During pregnancy, did mother

Use tobacco    Yes    No Drink alcohol    Yes    No

Use drugs or medications    Yes    No    Used prenatal vitamins

What When

Was the delivery    Vaginal    Cesarean    If cesarean, why?

Was initial feeding  Formula  Breast milk  How long breastfed?

Did your baby go home with mother from the hospital?

Yes     No    Explain

 General   DK = don’t know

Do you consider your child to be in good health? Yes No DK Explain

Does your child have any serious illnesses or medical conditions? Yes No DK Explain

Has your child had any surgery? Yes No DK Explain

Has your child ever been hospitalized? Yes No DK Explain

Is your child allergic to medicine or drugs? Yes No DK Explain

Do you feel your family has enough to eat? Yes No DK Explain

(Biological Family History continued on back side.)
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 Biological Family History   (Continued from front side.)    DK = don’t know

Liver disease Yes No DK    Who Comments
Kidney disease Yes No DK    Who Comments
Diabetes (before 55 years old) Yes No DK    Who Comments
Bed-wetting (after 10 years old) Yes No DK    Who Comments
Obesity Yes No DK    Who Comments
Epilepsy or convulsions Yes No DK    Who Comments
Alcohol abuse Yes No DK    Who Comments
Drug abuse Yes No DK    Who Comments
Mental illness/depression Yes No DK    Who Comments
Developmental disability Yes No DK    Who Comments
Immune problems, HIV, or AIDS Yes No DK    Who Comments
Tobacco use Yes No DK    Who Comments
Additional family history

 Past History    DK = don’t know

Does your child have, or has your child ever had,
Chickenpox Yes No DK    When
Frequent ear infections Yes No DK    Explain
Problems with ears or hearing Yes No DK    Explain
Nasal allergies Yes No DK    Explain
Problems with eyes or vision Yes No DK    Explain
Asthma, bronchitis, bronchiolitis, or pneumonia Yes No DK    Explain
Any heart problem or heart murmur Yes No DK    Explain
Anemia or bleeding problem Yes No DK    Explain
Blood transfusion Yes No DK    Explain
HIV Yes No DK    Explain
Organ transplant Yes No DK    Explain
Malignancy/bone marrow transplant Yes No DK    Explain
Chemotherapy Yes No DK    Explain
Frequent abdominal pain Yes No DK    Explain
Constipation requiring doctor visits Yes No DK    Explain
Recurrent urinary tract infections and problems Yes No DK    Explain
Congenital cataracts/retinoblastoma Yes No DK    Explain
Metabolic/Genetic disorders Yes No DK    Explain
Cancer Yes No DK    Explain
Kidney disease or urologic malformations Yes No DK    Explain
Bed-wetting (after 5 years old) Yes No DK    Explain
Sleep problems; snoring Yes No DK    Explain
Chronic or recurrent skin problems (eg, acne, eczema) Yes No DK    Explain
Frequent headaches Yes No DK    Explain
Convulsions or other neurologic problems Yes No DK    Explain
Obesity Yes No DK    Explain
Diabetes Yes No DK    Explain
Thyroid or other endocrine problems Yes No DK    Explain
High blood pressure Yes No DK    Explain
History of serious injuries/fractures/concussions Yes No DK    Explain
Use of alcohol or drugs Yes No DK    Explain
Tobacco use Yes No DK    Explain
ADHD/anxiety/mood problems/depression Yes No DK    Explain
Developmental delay Yes No DK    Explain
Dental decay Yes No DK    Explain
History of family violence Yes No DK    Explain
Sexually transmitted infections Yes No DK    Explain
Pregnancy Yes No DK    Explain
(For girls) Problems with her periods Yes No DK    Explain
 Has had first period    Yes    No    Age of first period
Any other significant problem

HE0328

The recommendations in this publication do not indicate an exclusive course of treatment or serve as 
a standard of medical care. Variations, taking into account individual circumstances, may be appropriate.

Copyright © 2010 American Academy of Pediatrics. All rights reserved. No part of this publication may 
be reproduced, stored in a retrieval system, or transmitted, in any form or by any means, electronic, 
mechanical, photocopying, recording, or otherwise, without prior written permission from the publisher.

 9-223/0109

This American Academy of Pediatrics Initial History Questionnaire 
is consistent with Bright Futures: Guidelines for Health Supervision of 
Infants, Children, and Adolescents, 3rd Edition.
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UAB Department of Pediatrics, Primary Care Clinic  
Children’s Park Place II Building, Suite G60,1601 4th Avenue South, Birmingham, Al 35233   

Tel 205-638-9096 Fax 205-638-2181 
www.uab.edu/medicine/peds 
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Consent for Medical Treatment of a Minor Child 

 
When you are away from your child, the person entrusted with your child’s care 
may be faced with an illness or injury to your child that cannot be treated promptly 
until your consent has been obtained. If you would like to give permission to your 
child’s caretaker, or someone other than yourself to seek medical care in your 
absence, please complete the following form: 
 

I__________________________________ give permission to _______________________________________ 

_________________________________________________________________________________________________

_________________________________________________________________________________________________ 

 
 

To seek medical attention for ___________________________________ D.O.B. ___________________ 

To seek medical attention for ___________________________________ D.O.B. ___________________ 

To seek medical attention for ___________________________________ D.O.B. ___________________ 

To seek medical attention for ___________________________________ D.O.B. ___________________ 

To seek medical attention for ___________________________________ D.O.B. ___________________ 

 
 
At UAB Pediatrics Primary Care Clinic located in Children’s Hospital. This 
permission will be valid for: 
 

1) The duration of enrollment at UAB Pediatrics Primary Care Clinic 

2) From ______________________________________ to ________________________________________ 

 
Signature of Parent or Guardian _________________________________________ Date ____________ 

Signature of Witness ______________________________________________________ Date ____________ 

Signature of Witness ______________________________________________________ Date ____________ 

*DT0141* 
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