
ln general, the.HlPM prlvaq 
rylq glves lndlvlduale lhe rlght lo requestir reetdcrlon on uses and disctosures of their protecred

health. informstlon (PHl);The lndlvldual le aleo provlded th; dght to iequest conftdentlal communicailons or that a communicationol PHlbe made by altematlve moen3, cuch ai aendlng coneipondence to tne lndlvldual's office inslead ol the individuat,s home

I Home Telephone fJ Wrltten Communicatton

E O.X. lo mailto my home address

E O,f. to mailto my work/office address

E O.K.to fax to this number

HO.X.to leav€ me8{rage wlth detalled lnlormailon

El Leave moscage wlth call-back number only

n wo* Telephone

n O,X, to leave mossago wlth deialled lnformatlon

E Leave message wlth call.back number only

E otner

Prlnl N.m. D. o. (5-

(t)
(2)

(3)

t

ThePrlvary Rule generally requlrea healthcare provldera to lake reasonable steps to llmit the use or disolosure of, and requesrs
lor PHlto the mlnlmum nects88ry to acoomplleh the lntended purpose. These provlslons do not apply to uses or disctosures
made pursuanl lo an authorlzatlon requested by the lndlvldual.

Hoalthcsro entltl€8 must koep records ol PHldlsclosures. lnformatlon provlded below,lf completod properly, wiil constilure an
adeciugle record.

Note: Ueec and dlsclosures lor-TPO may be permltted wtthout prlor consent ln an emergency.

Check hb box I hr dlrdorur. b &horEcd
Tlpc koy: TrTrcrtnonl Rcafft; PrPtynml lnlonndlon; O-Healllrcarc Oporatlona
Enter how dbcloern wu nudl FrFu; PrPhonr; ErEmril: M.Mrll; O.Other

PATIENT RECORD OF DISCLOSURES

lwlrh to be contacted ln the foltowlng manner (check ail that appty):

Record of Dlsclosures of Protected Health lnformailon

O zWZ b,/ Kurl Coyl. tzitzz - M.dictl Anr Pf.$. I.60+328.2I 79



PATIENT REGISTRATION

CHILD INFORMATION

Meleclo Apostol, M,D,

Sex[ ]M t lFChlld's name
Address
Clty Sbte

PAR,ENT INFORMATION

Father's name 

-DOB- 

SS#

Employer Octuprtlon

Phone numbers: Home Work

zlp

Cell

Mothe/s name - -DOB. , ,.,SS#

- 
octuPatlon -Employer

Phone numbers: Home -i
Doesthechildllvewlththeabove? [ JBoth I JFather I ]Mother t lN€lther
tf nlitner, ptease provlde the follofind lnformatlon about the person wlth whom the chlld resldes:

Name
Employer Occupatlon

Phone numbers: Home

Relation$hlp to chlld

Emergency Contact

Who may we contact lf the parents/guardlans are not avallable?

phone ffibers: Home 

--- 

Work

I authorlze the relersc of medtcat lnformatlon to the lndlvldurl rbove, '
cr^nih r'6 

- 

DateSlgnature

INSUR^NCE

Primary insurance comPanY name
ID number/Group number (if appllcable)

SS# (lf not above)Guarantor 

-DOB

Secondary insurance comPanY name
ID number/Group number (lf appllcable)

SS# (lf not above)Guarantor

INFORMATION AND ASSI€NI.IEi{T OF BENEFITS

I authorlze the release of any medlol lnformaUon n€cessary to proccss any lnsurance clalm made 
_by 

trrls ofllce.

This authorlzagon may be revoked by elther me or $e lnsunncc coqpany tt any tlme ln wrlUng' I request that

pryment from my lnsurancc qrmpny bc made dlrcctly to Dr, Apottgl or Rockport Pcdlrtrlcs,

I certify that the lnformaUon provlded above ls conect,

Signature



Sandcastle Pediatrics Melecio F. Apostol, M.D., F.AA.P. 

PATIENT HISTORY 

General lnfonnation 

First Name---------- Middle Name-----------
Last Name----------- DOB __ I __ I __ Sex ( ) M ( ) F 

Birth History 

Hospital-------------- �!(th weight ________ _ 
City · State Country-----­
Any problems during pregancy? ---------------------

Tobacco use during pregnancy? ( ) N ( ) Y amount·'--------------
Alcohol use during pregancy? ( ) N ( ) Y amount--------------
Recreational drug use? ( ) N ( ) Y type---------------
Any problems after birth? -----------------------

Growth and Development 

At what age did your child: sit without support ------ walk-------­
drink from a cup speak in sentences -------­
Any concerns regarding growth or development?----------------

Name of (pre)school/daycare --------------- Grade--'----­
Any concerns regarding school perfonnance? ---------------� 

Medical History 

Please check if your child has/has had any of the following conditions: 

( ) Allergi,s 
( ) Asthma 
( ) Recurrent coughing 
( ) Heart problems 
( ) Constipation or diarrhea 
( ) Recurrent abdominal pain 

( ) Diabetes 
( ) Seizures/Epilepsy 
( ) Recurrent headaches 
( ) Hearing problems 
( ) Vision problems 
( ) BehaviQr problems 

Does your child have any other chronic or recurrent medical prot;>,lems? --------

Hospitalizations, including date and diagnosis----------------

Surgeries, including type and date --------------------

Medications--------------------------­
Allergies and reactions-----------------------­
Are your child's Immunizations up to date? ( ) Y ( ) N If not, what is needed? ------

� 



Family History

Mother's age 

- 

Hoalth Problems
Father'a age 

- 

Health Problems
Age ol sibllngs Sex 

-

Health problems
Health problemsSex 

-_-
Sex Health Problems
Sex 

-- 

Health Problemo
Sex 

-- 

Health Problems

Are theso the biologlcal parents? ( ) Y ( ) N ll not, please explain

Please check il vour child's prlmary retatmffiiiGtng s9f?,?:l!:l,u-15:.'ncles' and tirst

;"ffi rj' ;"il' ffi ;.y';; 0'' J ioi ro*rn g, a nd ll ves, Pl:iL 9:lttv 
tre^re lauve :

;i;il;tt ;vhearl dlseee dlasnosed prior to 45 vrs ol ase

) Diabetes

) Selzures/EPilePsY
) Cancer

)Asthma
)Allergles
i urrniw triit tntecuons as chlldren

) Oystlo llbrosls
) Muscular dYstoPhY

) Blood dlsorder
) Deafnes!
) Mentalrebrdatlon
i Oepre"sron/any type ol psychlaflc disordor

) Otrer Problems

Any oher'concerns regardlng your child?

How did You hear about us?
( ) Relatlve/Frlend/Acqualnbnce

NewspaPer ll eo, whlch one?

Phone book ll so, whlch one?

ll so, who?

Sohool/Daycare ll co, whlch one?

Church ll so, whlch one?

Just passlng by/eaw slgn

Date
Signattrre



TExASDErARTMENToFSTATI,HEALTHsrRvrcEs r,ttt]t Tbe4Aa
IMMUNIZATIONREGISTRY(mmTrac) Q" ft:r t r t:' t !ts

CoNSENTFORMl.wlrnnmEailonncglr|ry
(Please print clearly / Simase escribir claramente con letra de molde)

DEPARTAMENTO ESTATAL DE SERVICIOS DE SALUD
REGISTRO DE INMUNIZACION (rntaTrac)
FORMULARIO DE CONSENTIMIENTO

Child's Gender / G6nero: ! Mele /Masculino ! Female / Femenino

Child's Lest Name / Apellido del nifio(a)

r-T----1 r-r--t r--r-f-T---l"Childrenun4c!,lgJgpEply/
L_U /l I I /l I I I I sob^,ntffi6i,d,taofto,
Cbild's Drte of Birth / Fecha de nacimiento del niflo(a)

Child's Address / Direcci6n del nifro(a) Apartment # / Apartamento #

m rrn*r-l
Statc / Estado Zip Code / C6digo postal County / Municipio

Mother's Maiden Neme / Nombre de soltera de la madre

For Clinic/Ofrice Use

First Nrme / Nombre

hnmTrac, the Texds immunization registry, is a free service of the Texas

Department of State Health Services. The immunization registry is a secure

and confidential service that consolidates and stoies your child's (under 18

years of age) immunization records. With your consent, your child's
rmmunization information will be included in ImmTrac. Doctors, public health
departments, schools and other authorized professionals can access your child's
immunization history to ensure that important vaccines are not missed.

The Texas Departmenl ofStute Health Services encourages
your voluntary partlcipodon in the T*os lmmunizolion registry.

El registro de inmunizaci6n (ImmTrac) de Texas, es un servicio gratis que proporciona el

Departamento Estatal de Servicios de Salud. El iegistro de inmunizaci6n es un servicio
seguro y confidencial que consolida y guarda el rdcord de inmunizaciones de su nifro
(menor de l8 afios de edad). Con su consentimiento, la informaci6n de la inmunizaci6n de

su nifro ser6 incluida en ImmTrac. Los doctores, departamentos de salud pirblica, escuelas

y otros profesionales autorizados pueden tener acceso al historial de inmunizaci6n de su

nifro para asegurar que las vacunas importantes no le falten.
El Departanunto Estatal de Seniclos de Salud le anima a

participar voluntariamente en el registro de inmanizacidn de Texos.

Consat for Registati<m of ChiH and
Rdease oflmmrmbation Recor* to Aufirorized Enfries

I understand that by ganting consent below, I register my child in the Texas
Department of State Health Services immunization registry and authorize the
registry to include my child's information in the registry and !o release past,

present, and future immunization records on my child to a parent of the child
and any ofthe following:

r public health district or local health department;
o physician or health care provider;
r insurance company, health maintenance organization or payor;
. school or child care facility in which the child is enrolled and/or
. state agency having legal custody ofthe child.

I understand that I may withdraw the consent to include information on my
child in the ImmTrac Registry and my consent to release information from the
registry at any time by written communication to the Texas Department of
State Health Services, Immunization Registry, I100 West 49th Street, Austin,
Texas 78756.

Corsentimknto Pala Registural Nifio(a)y Para PoderDar a Conocer a

Entidad€s Autorizadas d R6ood de hmunizaciones dd Nmo(a)
Entiendo y ac€pto que al autorizar mi consentimiento en la part€ inferior, registro a mi
nifro(a) en el registro de inmunizaci6n del Departamento Estatal de Servicios de Salud de

Texas y autorizo al registro para que incluya la informaci6n de mi nifro(a) en el registro y
que el rdcord de inmunizaciones de mi nifro(a) del pasado, presente y futuro sea dado a
conocer a alguno de los padres del niffo(a), y a cualquiera de los siguientes:

o distrito de salud ptblica o departamento de salud local;
r mCdico o proveedor de atenci6n de salud;
r compafiia de seguros, organizaci6n plra el mantenimiento de salud o pagador,
o escuela o centro de cuidado de nifios, en el que el nifro(a) estii inscrit-o y/o
. agenciaestatal que tenga custodia legal del nifro.

Reconozco y acepto que en cualquier momento puedo retirar mi consentimiento de poder

incluir la informacidn de mi nifio(a) en el Registro ImmTrac, y tambiin retirar mi
cons€ntimiento para poder dar a conocer la informacion del registro, por medio de

comunicacion escrita dirigida al Texas Department of State Health Services,
Immunization Reeistry, I100 West 49th Street, Austin, Texas 78756.

By my signature below, I GRANT consent for registration. I wish to IN@,DE my child's information in the Texas immunization registry.
Al firmar abajo, YO {SQ@ el consentimiento para registarlo. Deseo !$!!!! la informaci6n de mi nifio en el registro de inmunizaci6n de Texas.

Parent, legal guardirn, or managing conservator:
Alguno de los padres, tutor legal o administrador de bienes: Printed Name / Escriba con letra de molde

Date / Fecha Signature / Firma

trlv&l ilolltlc€tion: Wih hry ucoptionr, yil hm ho right b ruqmst and bo htm6d abort hftma0on fiet ht
Stsb ot Teras Ftbdr $out you. Yd rr onti0od b rffilv. ild Fvlow ho lnbrmlts upon nqu$t YN ak
lar€ h6 righl to esi fis dds aoglry b trsi sy lnfdmaton hat i! d€tdmhod b b€ lncor.d Sd
iltptlffi.dthr..trtr.U.ur h( lm hltrmaton on Privel Notfidtil. (Rsfmn6: c{vsn[Ent Crd€, Soc{or

i52.021. 552.023. 569.m3 ard 559.m4)

{otmcacl6n Sobn Prlv&idd: Tan slo po{ uns ostas oxFpcioms, ust€d tons ol dsocho de mlicitr y de w inlqmadc
pbrB la hformaci6n qu9 sl Estrdo d6 Toxs Hlno sbr6 ut€d. A usbd s€ lo dob6 oneds €l dtr€dro d€ rsibi y rBvis4 la

domd6n al rsq6ida. Uslod tambldn tFm ol ddodo d€ p€di que ls agemia statal ffiija flahuitr inlmaclin que so h€

lebmlnado sa h@noc'ts. DlrijM a htbrlwwvr.drhr.rtrts.h.ut paa mAs inbmmidn sobre 18 Notifcei6n eb{o p.iveidad
Roftronds: Goffimn Codo. ssddn 552.021. 552.023. 550.003 v 559.m41

Questions?/;Tiencprcguntrs? (800)252-9152 r (512) 458-7284 o www.lmmTrac.com
Texrs Deprrtment of State Health Serviccs o ImmTrrc Group - MC 1946 r ll00 West 496 Street . Austin, TX ?8756

Stock No. C-7

Revised 06/l 5/06

ffiEmt,.-
PROVIDERS REGISTERED I/ITH ImmTrac - please fax this

siened fty parent) Consent Form to ImmTrac
onlv if the child is not currenlly registeredwith ImmTrac.

Faxto: Tollfree (866) 624-0180
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