
Child Intake Form

Are you the child�s biological or adoptive parent? Yes No

___________________________________________________ _____________________________
Print Parent�s Name Date

_____________________________ , ___________________________, _________________________
Last Name First Name Middle Name

What name would the child want to go by? _______________________________

Native American/Alaskan Native Asian Black/African American Native Hawaiian White

Hispanic / Latino Non Hispanic / Non Latino Other: _____________________________

_______________________________________________________ : _________________

(___) _______________ (___) __________________ : (____) _________________

Phone Text__________________________________

____________________________________ __________________

__________________________



Full Time Part Time Unemployed Full Time Student Retired

Active Military Unknown

___________________________________________________________________________

How were you referred to Community Medical Clinic?
___________________________________________

Patient Name:____________________________________ Date of Birth:___________________



OUSEHOLD INCOME INFORMATION
Note: As a Federally Qualified Health Center (FQHC), we provide Sliding Fee Scales which may help you with
your health care expenses. To help us determine if you may qualify, please answer below. This information
is only used to obtain the grants we use to help those who do not have insurance and will not affect you in
any adverse way.

What is your annual household income?_______________   How many people are in your household?_______ 

 No Income       Less than 24,999  25, 000 to 39,999   40,000 to 59,999  60,000 to 99,999 

 100,000 or more 

If you are interested to know more about our Sliding Fee Scale Program, please fill out the enclosed Sliding 
Fee Scale discount program section below.    

sliding scale

Yes, I am interested in information regarding the sliding scale program.

No, I am not interested at this time in the sliding scale program
.

Signature: __________________________________

Date: ______________________________________ 

Patient Name:____________________________________ Date of Birth:___________________



Required Information and

Please review each section, check each box, and sign below.

1. Release of Medical Records
I authorize Community Medical Clinic (CMC) to release my medical records, if needed, for
referral to a specialist or outside provider for continuity of care. This excludes behavioral
health, HIV/AIDS status, and substance abuse records unless a separate consent form is
completed. CMC will refer me to my preferred provider when possible if unavailable, a similar
qualified specialist may be selected. This authorization remains valid until revoked in writing.

2. Consent for Treatment
By seeking care at CMC, I consent to examinations and treatments deemed necessary by my
provider. I understand that medical care involves risks, including possible injury or death, and
acknowledge that no guarantees have been made regarding outcomes.

3. Appointment Scheduling & Cancellation
I agree to schedule appointments for my care and will notify the clinic at least 24 hours in
advance if I need to cancel.

4. No Call / No Show
I understand that missing three (3) appointments within 12 months without notice may result
in discharge from the practice.

5. Transportation Assistance
I understand that if I have difficulty getting to an appointment, I may notify CMC, and
transportation assistance may be available.

6. Notice of Privacy Practices
I have received a copy of CMC’s Notice of Privacy Practices.

7. Payment Responsibility
I understand that co pays, co insurance, and sliding scale fees are due at the time of service.

_____________________________________________________ Date:________________
Signature (Patient / Parent / Guardian / Legal Representative)

Patient Name:____________________________________ Date of Birth:___________________



PART B
CHILD: NEW PATIENT HISTORY

Current problems / Concerns: ______________________________________________________________________

A. Birth History:

Was this child? Full term (greater than 36 weeks) Pre term (less than 37 weeks)

If pre term, how many weeks? ___________________ If adopted, at what age? _____________________

Type of delivery? Vaginal C Section If C Section, why? ___________________________________

Birth weight? ________________________ was the baby breech? yes no

Were there any problems during the newborn period? yes no Was the baby in NICU? yes no

If yes, please explain: ________________________________________________________________

B. PAST MEDICAL HISTORY:

Has the child ever been seen by a medical specialist? yes no
If so, what type of specialist was needed? ________________________________________________ has the
child ever been treated for any of the following? Check �yes� or �no� for each option.

Condition Y N Condition Y N

Allergies Ear Infections
Asthma Chicken Pox
Eczema Urinary Tract Infection
Seizures Acne

Heart Murmur Serious Injury or Concussion
Wheezing Developmental and/or Speech problems
Pneumonia ADHD/ADD

Please list any medications that the child routinely takes.

Any recent Emergency Room or Urgent Care visits? yes no If yes, please explain:_________________

__________________________________________________________________________________________

Patient Name:____________________________________ Date of Birth:___________________



This Question is For Girls Only:

Has she started her menstrual cycle? Yes no If yes, at what age? ___________________

FAMILY HISTORY:

Does the child or any family members have any of the following conditions? (grandparents,
parents, aunt, uncle, brother, or sister)

Condition Y N Family
Member

Condition Y N Family
Member

Heart Attack Migraines
High Blood Pressure Seizures

Congestive Heart Failure Melanoma (skin cancer)

Rheumatic Heart Disease Ovarian Cancer
Congenital Heart Disease Pancreatic Cancer
Breast Cancer Any other Cancer

Colon Cancer Tuberculosis

Colitis Diabetes
Crohn�s Disease Goiter / Thyroid Disorder
Colon Polyps Blood Clotting Disorders
Hepatitis Bleeding Tendency

Stomach Ulcer Anxiety and/or Depression

Kidney Disease Suicide
Stroke Mental Illness
Leukemia Drug or Alcohol Abuse

SOCIAL HISTORY:
Who lives in your child�s home? ______________________________________________________________
____________________________________________________________________________

Is your child in: Daycare School Neither If in school, what grade? ____________________

Does anyone in your house smoke? yes no

Do you have any concerns regarding the child�s school / daycare performance? yes no

Do you have any special concerns regarding your child or is there anything more you would like to tell us
about your child?
__________________________________________________________________________________________
__________________________________________________________________________________________

Patient Name:____________________________________ Date of Birth:___________________


