
Harmony Health Services 
Child Medical History Form 
 
Name:_______________________________________   Date of Birth:___________________ 
 
Mother’s Name:____________________________      Father’s Name:___________________ 
 
Brothers/Sisters Name(s):_______________________________________________________ 
 
Does the child attend daycare? Yes No   Are there pets in the home?  Yes No 
 
Does either parent work:   Yes No  If yes, where:_______________________________ 
 
Does either parent smoke:  Yes No, If yes, who?________________________________ 
 
Child’s weight at birth:_____________________  Child’s length at birth:___________________ 
 
Current Health Habits: 
Bowel Movements/Stools:   
______Applesauce ______Brown/Green ____Curdly _____Greenish-Black 
_____Hard  _____Light Brown _____Loose _____Mushy 
_____Seedy Yellow _____Mustard-Like _____Soft _____Watery 
 
Feedings:    _____Breast    _____Bottle 
Time child nurses on each breast: _____10 minus   _____15mins   _____20mins 
 
Formula:  
_____Enfamil/Similac  _____Hypo-allergenic Formula _____Isomil/Prosobee 
_____Lactose Free Formula _____Neocare   _____Other________________ 
 
Ounces of formula per feeding:  _____2oz  _____3oz  _____4oz  _____5oz  _____6oz  ___7oz 
    _____8oz  _____Other_________ 
How long between each feeding:  
_____2hours  _____3hours  _____4hours  _____5hours   
_____6hours  _____on demand  _____has to awakened for feeding. 
 
How often does the baby feed during the night:  ___2times  ___3times  ___more than 3x’s 
 
Urination:   _____Less than 5 wet diapers daily  _____5-6 per day  _____more than 6 

_____off smelling urine  _____strong smelling urine 
 
Do you notice any hearing problems:  Yes  No  Do you notice any vision problems?  Yes  No 
 
Concerns:______________________________________________________________________
______________________________________________________________________________ 
 
Signature:_____________________________  Date___________________________ 
 
 
 

 
 
 



Harmony Health Services 
CONFIDENTIAL PATIENT REGISTRATION (PLEASE PRINT) 

Name:____________________________________________________________________________ 

  Last Name   First Name MI  Nickname 
Address:__________________________________________________________________________ 
        City/State/Zip 
Home Phone:_______________________________ Cell Phone:_____________________________ 
 
Email:_____________________________________ Date of Birth:___________________________ 
 
SS# Number:_____________ Emergency Contact:_________________ Phone #:________________ 
 
Marital Status: _____ Single     _____ Married     _____ Widowed     _____ Divorced 
 
Name of Employer:__________________________ Employer Phone Number:__________________ 
 
Name of Spouse: _______________ How Did You Hear About Our Office: ____________ 
 

INSURANCE & BILLING INFORMATION 
 

Guarantor Name:___________________________________________________________________ 
   Last Name   First Name   MI 
Patient Relationship to Guarantor: ____ Self   ____ Spouse    _____ Child   _____ Other 
 
Date of Birth:____________________________ Social Security #:___________________________ 
 
Name of Employer:_______________________ Employer Phone Number: ___________________ 
 
The patient is responsible for all fees, regardless of insurance coverage. It is customary to pay for services when 
rendered unless other arrangements have been made in advance. 

 
ASSIGNMENT & RELEASE 

 
I hereby authorize my physician to furnish my insurance company(ies) or their representatives information 
concerning my (or my dependent’s) illness and treatments. I hereby assign the payment of my insurance that I 
am responsible for any amount not covered by insurance, including service charges, all reasonable collection 
agency fees, reasonable attorney fees, filing fee (court costs), and any other applicable costs incurred while 
collecting the principal amount due. 
 
__________________________________________________________ ________________________ 
Patient Signature        Date 
If Patient is under 18, signature of Parent or Guardian 

 
INSURANCE AUTHORIZATION 

 
I request payment of authorized Medicare benefits be made either to me or on my behalf to my physician for any services 
furnished to me by the physician. I authorize any holder to medical information about me to release to the Health Care 
Financing Administration and its agents any information needed to determine the benefits or the benefits payable for related 
services. I understand my signature requests that payment be made and authorizes release of medical information necessary 
to pay the claim. If “other health insurance” is indicated in item 9 of the HCFA-1500 form, or elsewhere on other approved 
claims forms or electronically submitted claims, my signature authorizes releasing of the information to the insurer or 
agency shown. In Medicare assigned cases, the physician or supplier agrees to accept the charge determination of the 
Medicare carrier as the full charge, and the patient is responsible only for the deductibles, coinsurance and non-covered 
services. Coinsurance and the deductible are based upon the charge determination of the Medicare carrier. 
 
___________________________________________ ______________  ______________________ 
Patient signature        Date 



Harmony Health Services 
1620 25th Street, Bedford, IN  47421 

 
I hereby authorize Harmony Health Services to obtain information from the following: 
 
Physican/Hospital:____________________________________________________ 
 
Address:____________________________________________________________________ 
      City  State  Zip 
Phone:______________________ 
Fax:________________________ 
(If you are requesting records from ore than one facility of physician, please ask for additional forms) 
I am requesting the release of the following: 
 
_____Statement of charges and/or payments 
 
_____Records of all visits 
 
_____Record of visit for specific date(s):_________________________ 
 
_____Discharge Summary 
 
_____History & Physical 
 
_____Operative Report 
 
_____Pap Smears/Cytology Reports 
 
_____Other, Please specify:___________________________________________________ 
 
Information to be released to: 
 
Harmony Health Services   __________________________ 
Erica Scheffer, MD     __________________________ 
Ariel J. Gonzalez, MD    __________________________ 
1620 25th Street     __________________________ 
Bedford, IN  47421 
812.279.6790 
812.279.6791 

 
This authorization is given freely with the understanding that: 

1. Any and all records, whether written, oral or in electronic format, are confidential and cannot 
be disclosed without my prior written authorization, except as otherwise provided by law. 

2. That a photocopy or fax of this authorization is as valid as an original. 
3. That I may revoke this authorization at any time, except where information has already been 

released.  This authorization is valid for sixty (60) days from the date it is signed, or sooner if 
noted below. 

4. I agree to pay Harmony Health Services for any costs incurred in preparing the copy of the 
requested record(s).  Fees available upon request. 

 
__________________________________________  ______________________ 
Patient’s Name Printed      Date 
__________________________________________  ______________________  
Patient’s Signature (Guardian)     Social Security Number 
__________________________________________ 
Witness 
      



Harmony Health Services 
Consent for Communication Health Information to Personal Representatives 

 
Name:__________________________________________________________________ 
 
Address:________________________________________________________________ 
         City, State, Zip Code 
Telephone Number:_______________________________________________________ 
 
Date:____________________________________ 
 
I, give my written consent for Harmony Health Services to share information regarding 
my protected Health Information (HIPAA) and care to the following listed person(s). I 
understand that these person(s) may be treated as personal representative(s) of myself. 
 
Personal Representative(s) that you may share my health information with: 
 
 
Name     Relationship   Telephone Number 
 
 
Name     Relationship   Telephone Number 
 
 
Name     Relationship   Telephone Number 
 
You may leave a message (please check all that apply) 
 
_____ at home 
 
_____ at work 
 
_____ answering machine/voice mail 
 
Verification Data:_________________________________________________________ 
   Mother’s Maiden Name 
 
       _________________________________________________________ 
   City of Place of Birth 
 
____________________________________ ______________________________ 
Patient’s Signature     Date 
 
___________________________________ 
Witness 



PHARMACY VERIFICATION 
 
 

NAME: _________________________________________________________ 
 
 
PHARMACY: ____________________________________ 
 
 
DATE: _____________________________________________ 
 
 

The pharmacy that your have chosen above will be the pharmacy 
that all of your medications will be sent to. 
 
If you decide to use another pharmacy, you will need to come in 
and sign a new form.  No medications will be sent to a pharmacy 
other than the one you have on file with us. 
 
Our policy is that all prescription refills require a 24 hour notice. 
 
Please check with your pharmacy 24 hours after you have 
contacted our office for the refill. If the pharmacy does not have 
the prescription, please have the pharmacy call the office. 
 
We only need one call for your prescription refill.  We ask that you 
do not call our office multiple times.   
 
Thank you. 
 


