




Carine Pediatrics / Ali M. Carine, D.O., LLC                                     
New Patient Registration Form (MINOR) 

 

New Patient Registration Form (MINOR) Page 1 of 2 

Child’s	(Patient)	Information		This section is directly regarding the child to be seen at our office.	

Last Name:            First Name:        M.I.:     

Preferred name:          Date of Birth:       Age:     
Previous name (if adopted/renamed):         (Biological) Mother’s Maiden Name:       

Sex:       SSN:        Race & Ethnicity (this is a government required question):           

We consider the “Home” to be the location where the child spends more than 50% of their time. If the time is split 50/50 (or some 
other ratio) please be sure to make note that below for our reference when contacting parents. 

Home Address:               

                

                

Child lives with	(please circle ONLY one):       BOTH Parents (in one home)      Mother       Father       Other       
If “Other” was selected from the options above (due to shared parenting, or step-parents for example), please take a moment to 
explain this child’s home/living situation so we can address each parent/guardian appropriately (note individual’s name and relation 
to the patient as well).:  

                

                

                

Our office will be	(please circle ONLY one):  PRIMARY CARE  CONSULTATIVE CARE 

Parent/Guardian	Information	 	“1st Contact” should be the parent/guardian accompanying the child to the 
office visits most	often, and/or most	likely to be available by phone for scheduling and clinical needs. Contact information for billing 
should be detailed on the next page. We will sign you up for our automated calls and text messages to help you remember to schedule 
and keep your child’s visits. You may opt out of this by signing an additional form.	

1st Contact 

Name:             Relation to Child:         

Date of Birth:        Sex:         SSN:       

Billing Address (if different):               

Phone #:        Email:              

2nd Contact 

Name:             Relation to Child:         

Date of Birth:        Sex:         SSN:       

Billing Address (if different):               

Phone #:        Email:              

-We will utilize the “1st Contact” information FIRST to convey scheduling and pertinent medical information to you using the 
contact information you have provided above. Please be sure this contact information is always accurate and up to date.	

‐Who	ELSE	may	we	speak	to	regarding	this	child’s	Protected	Health	Information	(PHI),	or	contact	in	an	emergency? 
This would be AFTER parent/guardian contact information listed above. Unless we have legal documents on file restricting 
access to medical information, both parents have the right to access a child’s PHI. However, we CANNOT give any protected 
health information to anyone other than a parent/guardian unless they are listed by name in this section. If you want your 
child to be seen in our office with anyone other than the parent/guardian, that individual should be listed here. Please tell the 
accompanying adult they should have their photo ID, the child’s insurance card, and be prepared to answer questions as well 
as make any applicable payment for that visit. 

Full Name:        Relation to Child:       Phone #:      

Full Name:        Relation to Child:       Phone #:        
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Insurance	and	Billing	Information  This section is both an attestation of your insurance coverage, and 
used to clarify the best contact for billing concerns like balances, refunds, or claim reprocessing. This contact information is primarily 
for insurance and/or billing matters. The contact information for scheduling/clinical calls should be detailed on the top of the first 
page. Who would you like us to	contact	for	billing	related	issues? 

Name:             Relation to Child:         

Date of Birth:        Sex:         SSN:       

Billing Address (if different):               

Phone #:        Email:              

Please	disclose	all	medical	insurance	policies, including but not limited to, any MEDICAID insurance coverage. Failure to disclose 
medical insurance coverage could result is exclusion/expulsion from the practice. Please understand there are certain insurances 
that have accompanying regulations for our office. 

Primary Insurance:       ID#:       Policy Holder:        DOB:     

Secondary Insurance:       ID#:       Policy Holder:        DOB:     

Tertiary Insurance or any additional information related to patient insurance coverage:         

                

Consent	&	Attestation  All sections should be completed prior to this one. This section MUST be completed to make 
any of this information valid for our office. Without completion of this section your child (the patient) cannot and will not be 
registered at our practice.  

You have the right to be informed about your condition and the recommended surgical, medical, or 
diagnostic procedure to be used so that you may make the decision whether to undergo any suggested 
treatment or procedure. This consent is first an effort to obtain your permission for Carine Pediatrics’ 
personnel to perform the evaluation necessary to identify the appropriate treatment and/or procedure for 
any identified condition(s) and/or assessment of development.  

This consent provides Carine Pediatrics with your permission to perform reasonable and necessary medical 
examinations, testing, and treatment. By signing below, you are indicating that (1) you intend that this 
consent is continuing in nature even after a specific diagnosis has been made and treatment recommended; 
and (2) you consent to treatment at our practice. The consent will remain fully effective until it is revoked in 
writing. You have the right at any time to discontinue services.  

You have the right to discuss the treatment plan your provider about the purpose, potential risks, and 
benefits of any test ordered for you. If you have concerns regarding any services initiated or provided by 
Carine Pediatrics, we encourage you to ask questions.  

“I voluntarily request a physician, nurse practitioner, and other medical designee at Carine Pediatrics, as 
deemed necessary, to perform reasonable and necessary medical examination, testing, and treatment for the 
condition which has brought me to seek care here. I understand that any specimens which cannot be 
processed at Carine Pediatrics (including collection of blood, urine, stool, swabs, and other specimens) and 
their corresponding billing will be sent to, and processed by Nationwide	Children	Hospital	 (NCH) Labs, 
unless otherwise specified by me prior to collection. Verbal consent given to Carine Pediatrics’ personnel to 
collect specimens will constitute consent for billing of the test. I understand all charges generated by Carine 
Pediatrics follow guidelines from Centers for Medicare and Medicaid Services (CMS), and pricing for insured 
patients is determined by the insurance carrier.” 

“I,        , certify that I have read and fully understand the above 
statements; and I consent fully and voluntarily to its contents. I attest that all information included herein 
is correct and that any falsification/omission may lead to exclusion/expulsion from Carine Pediatrics.”   

Signature:              Date:      
 
(OPTIONAL) How did you hear about our office?              
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DATE COMPLETED:                                                 
NAME (LAST, FIRST):                                                                                           DOB:                                 SEX:                               AGE:                   
HOW DID YOU HEAR ABOUT US?                                                                                           DATE OF LAST PHYSICAL EXAM: 

CHILD’S PAST MEDICAL HISTORY 

PLACE OF BIRTH: ______________________________________________                       BIRTH WEIGHT: _________________________ 
MOTHER’S PROBLEMS DURING PREGNANCY: ________________________                      GESTATIONAL AGE: ______________________ 
MOTHER’S PROBLEMS DURING LABOR: ____________________________ 
CHILD’S PROBLEMS AT BIRTH: ___________________________________ 

CIRCLE ANY PAST ILLNESS YOUR CHILD HAS HAD: 
ACNE                                        ALLERGIES                             ANEMIA                                                APPETITE CONCERNS                                      ASTHMA 
BAD TEETH                            BED WETTING                        BEHAVIOR PROBLEMS                   BLOOD DISEASE                                                BOWEL PROBLEMS 
BRONCHITIS                         CHICKEN POX                        COLD SORES                                       COUGH, PERSISTENT                                        DIARRHEA 
EAR INFECTIONS                EAR PAIN                                  ECZEMA/SENSITIVE SKIN             FAINTING                                                             FOOD ALLERGIES 
HEADACHES                         HEARING PROBLEMS           MENINGITIS                                       MOTHER USED DRUGS/ALCOHOL              NOSE BLEEDS 
PALE                                        PNEUMONIA                             PSYCHIATRIC CARE                        RAPID WEIGHT LOSS                                     RESPIRATORY DISEASE 
SCHOOL PROBLEMS         SEIZURES                                   SORE THROAT                                   STOMACH/INTESTINAL PROBLEMS         SWOLLEN GLANDS 
TIRES EASILY                      TROUBLE SLEEPING              TUBERCULOSIS EXPOSURE           TURNS BLUE                                                      URINE PROBLEMS 
VISION PROBLEMS             VOMITING                                 WEARS GLASSES                              OTHER (LIST) 

FAMILY MEDICAL HISTORY 

FATHER: AGE:_____  HEALTH: GOOD / BAD / DECEASED                                  MOTHER: AGE:_____  HEALTH:  GOOD / BAD / DECEASED 
LIST MEMBERS OF FAMILY: ___________________________                      OTHER HOUSEHOLD MEMBERS:______________________________ 
HAS ANYONE IN YOUR FAMILY HAD:         WHO:                                                                                WAS YOUR HOME BUILT PRIOR TO 1970?  YES / NO 
MRDD                                                                    ______________________________              ANY RECENT HOME IMPROVEMENTS?  YES / NO 
SEIZURES                                                                ______________________________               HOME:  HOUSE / APARTMENT / CONDO 
ASTHMA                                                                  ______________________________              WATER:  CITY / WELL 
SEASONAL ALLERGY                                         ______________________________               PETS: YES / NO _________________________________ 
CHILD DEATH                                                       ______________________________               FAMILY HISTORY OF ABUSE?  YES / NO    
CHILDHOOD HEART CONDITIONS                 ______________________________                                              PHYSICAL / EMOTIONAL / SEXUAL 
GENETIC DISEASES                                            ______________________________ 
CROHN’S DISEASE                                              ______________________________ 
IRRITABLE BOWEL SYNDROME                      ______________________________ 
OTHER (PLEASE LIST)                                        ______________________________      

MEDICAL HISTORY OF CHILD 
HAS YOUR CHILD HAD ANY SERIOUS ILLNESSES OR OPERATIONS?     YES / NO  IF YES, DESCRIBE: _________________________________________ 
IS YOUR CHILD CURRENTLY UNDER A PHYSICIAN’S CARE?                    YES / NO  IF YES, DESCRIBE:_________________________________________ 
HAS YOUR CHILD EVER HAD A BLOOD TRANSFUSION?                             YES / NO  IF YES, DESCRIBE:_________________________________________ 
HAS YOUR CHILD EVER BEEN HOSPITALIZED?                                             YES / NO  IF YES, DESCRIBE:_________________________________________ 
IS YOUR CHILD CURRENT ON VACCINATIONS?                                             YES / NO  IF YES, DESCRIBE:_________________________________________ 
LIST ANY MEDICATIONS YOUR CHILD IS CURRENTLY TAKING (IF ANY): _____________________________________________________________ 
LIST ANY DRUG ALLERGIES YOUR CHILD HAS (IF ANY):_________________________________________________________________________ 
CHILD’S DIET:  _______________________________________________________________________________________________________ 
ANY CONCERNS YOU WOULD LIKE TO DISCUSS?   _____________________________________________________________________________ 

AUTHORIZATION TO SEEK MEDICAL CARE 
THE FOLLOWING INDIVIDUALS NAMED BELOW AND THEIR RELATIONSHIP TO THE PATIENT ARE AUTHORIZED TO SEEK CARE FOR ILLNESS OR INJURY FOR THE ABOVE 

NAMED PATIENT WITH THE PHYSICIAN AND NURSE PRACTITIONER OF INTEGRATIVE PEDIATRICS.  PLEASE BE ADVISED THE INDIVIDUALS NAMED BELOW ARE PEOPLE 

WHO WILL HAVE ACCESS AND KNOWLEDGE OF PROTECTED HEALTH INFORMATION (PHI): 

Name and Relationship to child: 
1.______________________________________________________                          2._____________________________________________________ 
 
 
 
3.______________________________________________________                          4._____________________________________________________ 
 
 
 
I, ______________________________________________, parent/legal guardian of the above named patient give permission for the above named 
authorized individuals to seek medical care in my absence. 
 
 
 

 
_____________________________________________________________________________________________________________________________ 

                 Printed Name                                                                              Signature                                                                        Date 

PRACTITIONER’S SIGNATURE                                                                                                                                                       DATE REVIEWED: 
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We believe that our job as providers is to put the health of your 
child as our first priority.  This handout is designed to help you better 
understand our policy and your options. 
A. Vaccination has undeniable benefits to society and childhood 

wellness. Our policy exists to honor parents’ rights in regard to the 
care of their children. 

B. There are many vaccinations in the current CDC schedule; each has 
been placed on the schedule for a different reason. The CDC 
schedule is intended to decrease cost and number of visits for 
families while vaccinating, as well as to give children protection 
against vaccine-preventable illnesses as efficiently as possible. 

C. If parents desire to spread vaccines out for their child, we prefer 
they commit to the alternative schedule we have provided, rather 
than a schedule of their own. This limits opportunities for errors in 
administration.   

D. Regarding deviations from either vaccine schedule:   
1. If a Practitioner recommends to defer vaccines at a specific 

appointment for your child due to medical reasons, they will 
help you determine an appropriate future time to schedule a 
vaccine catch-up (recheck) visit.   

2. If the parent chooses to decline one or more vaccines at a 
regularly-scheduled appointment, your child may catch up 
with these vaccines at a future regularly-scheduled well visit 
but may not schedule a separate nurse visit for vaccine delays 
which are not a specific Practitioner recommendation. 

E. Disadvantage of delayed vaccination schedules:  1. More frequent 
visits to the office (these may generate co-pays, depending on your 
insurance). 2. Your child’s vaccine record will appear “incomplete” 
to daycare centers and schools. Public institutions in Ohio are not 
allowed to keep you from being enrolled for these variations; 
however, they will require documentation. 3. Due to medical 
documentation requirements, any deviation from the CDC-
recommended schedule by parental choice will generate a “vaccine 
refusal” code in your child’s medical file. 4. Your child will 
remember more of the shots, because we are moving many of 
them into older ages. 5. The choice to delay certain vaccinations 
poses a risk of contracting that disease while awaiting vaccination. 

F. If a child has never received vaccinations and parents wish to 
begin to catch them up, please schedule a one-time conference visit 
with a Practitioner to make a catch-up schedule. Please be aware 
that a minimum of 2 vaccines must be given at a time for catch-up 
with our office; if you elect to catch-up with one vaccine at a time, 
your child must receive these at the Health Department. Our 
reason for this policy is to honor the doctor-patient relationship by 
not having an older child associate our office with frequent 
negative psychological effects of receiving single shots over many 
visits. 

The details of each vaccine, why it is in the CDC schedule, the 
disease it prevents, risks of catching the disease and more is available 
to you in a book by Dr. Robert Sears, “The Vaccine Book”. The CDC 
vaccination website is:  http://www.cdc.gov/vaccines/. The 
Immunization Action  Coalition (IAC) website offers specific 
information at: http://www.immunize.org. 

If you wish to discuss these policies in length, we require a 
separate office visit with a Nurse Practitioner. Although vaccines are 
an important part of your child’s health, there are many other health 
issues we need to address at your child’s well visits. We do not want 
to spend the time we have scheduled for your well visit solely on 

vaccines. We want to partner with you to raise your child to be as 
healthy as possible! 

For your reference, we have included a list of the vaccine brands 
carried at our office. The vaccine brands we use have the lowest 
preservative content of options available on the current market. No  
vaccines we currently carry contain thimerisol/mercury. 

Vaccine	 Brand	 Manufacturer	

Hib ActHib Sanofi Pasteur 

Prevnar Prevnar 13 Pfizer 

DTaP Daptacel Sanofi Pasteur 

Polio IPOL Sanofi Pasteur 

Pentacel (DTaP, Hib, Polio) Pentacel Sanofi Pasteur 

Hep B Recombivax GSK 

Hep A Vaqta Merck 

MMR MMR Merck 

Varicella Varivax Merck 

Rotavirus Rotateq (oral) Merck 

Tdap Adacel Sanofi Pasteur 

Meningococcal Menactra Sanofi Pasteur 

HPV Gardasil Merck 

Flu 
(varies by year and availability) – 

preservative-free unless we notify you 
otherwise 

The optional/alternative schedule keeps a child up to date for 
elementary school required vaccines. Not included in the 
optional/alternative vaccine policy is the Rotavirus Vaccine. The Hep 
A, Hep B, and MMR vaccines are also delayed. 

Rotavirus is a very common infant diarrhea illness that 
frequently leads to the need for hospitalization for IV fluids, but 
rarely causes death in American Children. Children attending daycare 
centers are more likely to be affected by this illness and it may lead to 
more missed days of work by the parents if they do. Probiotics are a 
good option for the prevention and treatment of Rotavirus and for 
general immune health, but are not guaranteed to prevent infection. 

Measles, Mumps, and Rubella (MMR), while significant illnesses 
to those who catch them, are uncommon in the U.S. children. 
Delaying also introduces risk of contracting measles, mumps, and 
rubella from 1-2 years old. 

Hepatitis B is a disease transmitted through blood and body 
fluids. It is a deadly disease but most often infects individuals who 
are sexually active, medical employees or other occupations that 
handle infectious fluids. It is an important vaccine, but can safely be 
delayed unless the parents have been infected or exposed, in which 
case the Hep B vaccine should be administered within 24 hours of 
birth.  

Hepatitis A commonly infects children and causes mild diarrhea. 
The risk of delaying vaccinating your child is that they may infect an 
adult around them and the adult may become ill. Infants rarely 
manifest serious illness from Hep A infection. 
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*	If	following	Option	B	vaccine	schedule	
**	Second	dose	of	Tdap	due	10	years	after	first	dose.	
***	If	child	receives	 first	dose	of	HPV/Gardasil	PRIOR	TO	his/her	15th	birthday,	only	2	doses	are	required	and	are	given	at	 least	6	months	apart.	If	 first	dose	of	
HPV/Gardasil	is	received	AFTER	a	child’s	15th	birthday,	3	doses	are	required	(at	least	4	weeks	between	dose	#1	and	dose	#2,	and	at	least	6	months	between	dose	
#2	and	dose	#3).	Coverage	with	the	HPV/Gardasil	vaccine	is	recommended	for	any	individuals	who	are	sexually	active.	
	
	
	

Standard Well Visit and Vaccination Schedule 

AGE VISIT 
VACCINES DUE (Option A 
– CDC standard schedule) 

VACCINES DUE (Option B – 
delayed schedule) 

Newborn	(3-5 days old)	
Wellness & Newborn check 

+	Tdap	vaccination	of	parent(s)	for	whooping	
cough	if	under‐immunized	

(Hep B #1 if not given at birth-
hospital) 

x 

2 Weeks Recheck	 Weight Check (if necessary)	 x x 

1	Month	 Wellness & Development check	 x x 

2	Months	 Wellness & Development check	
Pentacel #1 (DTaP+Hib+Polio), 

Hep B #2, Prevnar #1, Rotateq #1 
Hib #1, Prevnar #1 

3	Mos.	*	 Shot‐only	visit	(not	with	practitioner)*	 (no	visit)*	 DTaP	#1*	

4	Mos.	 Wellness & Development check	
Pentacel #2 (DTaP+Hib+Polio), 

Prevnar #2, Rotateq #2 
Hib #2, Prevnar #2 

5	Mos.	*	 Shot‐only	visit	(not	with	practitioner)*	 (no	visit)*	 DTaP	#2*	

6		Mos.	 Wellness & Development check	
Pentacel #3 (DTaP+Hib+Polio), 

Hep B #3, Prevnar #3, Rotateq #3 
Hib #3, Prevnar #3 

7	Mos.	*	 Shot‐only	visit	(not	with	practitioner)*	 (no	visit)*	 DTaP	#3*	

9		Mos.	 Wellness & Development check	 x Polio #1, Hep B #1  

12	Mos.	
Wellness & Development check +	AAP‐
recommended	Lead	and	Hgb	screening	

Hib #4, Prevnar #4, Hep A #1 Polio #2, Hib #4  

15	Mos.	 Wellness & Development check	 MMR #1, Varicella #1 Polio #3, Prevnar #4  

18	Mos.	 Wellness & Development check	 DTaP #4, Hep A #2 DTaP #4, Varicella #1 

24	Mos.	 Wellness & Development check	 x MMR #1, Hep B #2 

30	Mos.	 Wellness & Development check	 x Hep B #3 

3	Yrs	 Wellness & Development check	 x Hep A #1 

3	½	Yrs.	*	 Shot‐only	visit	(not	with	practitioner)*	 (no	visit)*	 Hep	A	#2*	

4	Yrs.	 Wellness & Development check +	AAP‐
recommended	Vision	screening 

DTaP #4, Polio #4, MMR #2, 
Varicella #2 

DTaP #4, Varicella #2 

5	Yrs.	 Wellness & Development check	 x MMR #2, Polio #4  

6	Yrs.	 Wellness & Development check	 x x 

7	Yrs.	 Wellness & Development check x x 

8	Yrs.	 Wellness & Development check x x 

9	Yrs.	 Wellness & Development check x x 

10	Yrs.	 Wellness & Development check x x 

11	Yrs.	
Wellness & Development check +	AAP‐

recommended	Lipid	screening	
Tdap #1**, Menactra #1, 

HPV/Gardasil #1*** 
Tdap #1**, Menactra #1	

12	Yrs.	 Wellness & Development check	 HPV/Gardasil #2***	 HPV/Gardasil #1***	

13	Yrs.	 Wellness & Development check	 HPV/Gardasil #3***	 HPV/Gardasil #2***	

14	Yrs.	 Wellness & Development check	 x HPV/Gardasil #3***	

15	Yrs.	 Wellness & Development check x	 x 

16	Yrs.	 Wellness & Development check Menactra #2	 Menactra #2 

17	Yrs.	
Wellness & Development check 

AAP‐recommended	Lipid	screening 
x	 x 

18‐21	Yrs.,	annually	 Wellness & Development checks x	 x 
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Vaccine Schedule Selection  
AGE:	0	–	5	Years	

Outlined below are two options of vaccination schedules, the CDC’s recommended vaccination schedule and an 
alternative vaccination schedule. Please choose between them. You can change your selection at any time. We have 
also supplied you with a copy of our vaccination policy. By signing below, you acknowledge that the choice to delay 
certain vaccinations poses a small risk of contracting that disease while awaiting vaccination.    
	

Option	A	/	CDC’s		 	 	 	 Option	B	/	Optional	 	 	 	
Recommended	Schedule	 	 	 Alternative	Schedule	

Birth  Hep B      None 
2 months DTaP, Polio, Hib, Hep B, Prevnar, Rotateq  Hib, Prevnar 
3 months None      DTaP 
4 months DTaP, Polio, Hib, Prevnar, Rotateq  Hib, Prevnar 
5 months None      DTaP 
6 months DTaP, Polio, Hib, Hep B, Prevnar, Rotateq  Hib, Prevnar 
7 months None      DTaP 
9 months None      Polio, Hep B 
12 months Hib, Prevnar, Hep A    Polio, Hib 
15 months MMR, Varicella     Polio, Prevnar 
18 months DTaP, Hep A     DTaP, Varicella 
2 yrs  None      MMR, Hep B 
2 yrs, 6months None      Hep B 
3 yrs  None      Hep A 
3 yrs, 6months None      Hep A 
4 yrs  DTaP, Polio, MMR, Varicella   DTaP, Varicella 
5 yrs  None      MMR, Polio 

 
Patient Name:         Date of Birth:     

Please	Select	One	in	Each	Column	below:	

 

______  Option A/CDC’s recommended vaccination policy.       ______  I consent to sharing my child’s immunization information with ImpactSIIS.   

______  Option B/Optional alternative vaccination policy.        ______  I decline to sharing my child’s immunization information with   

          ImpactSIIS. 

______  I have chosen not to vaccinate my child  ________________________________________________________________________________  

ImpactSIIS, Ohio’s Immunization Registry: We may disclose the following health information to the state immunization registry; 
Immunization record, Body mass index, Vision screening, Lead screening, Tuberculosis results, and Hearing screening. You may request to 
be removed from the ImpactSIIS Immunization registry by requesting and completing a Registry Removal form. Please	make	sure	your	
selection	here	matches	your	selection	on	the	HIPAA	Acknowledgement	form. 
 
--Please note that, if you decline one or more vaccines due according to the schedule you select for your child, these vaccines may be caught 
up at a future regularly-scheduled well visit (additional shot-only visits may not be scheduled except by practitioner discretion). Please be 
aware, deviations from either above schedule by parental request increase the chance of errors by our staff.   

If your child has not received vaccines in the past and you wish to begin catch up, please schedule a conference with a practitioner to 
create a one-time vaccine catch up plan. Please note that this plan must include at least 2 vaccines per visit; if you wish to have your child 
receive one vaccine at a time these can be given at the Ohio Health Department. 
 
Parent signature:         Date:     

PRACTITIONER REVIEW:        Date:    
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Vaccine Schedule Selection 
AGE:	6	–	21	Years	

Outlined below are two options of vaccination schedules, the CDC’s recommended vaccination schedule and an 
alternative vaccination schedule.  Please choose between them.  You can change your selection at any time.  We 
have also supplied you with a copy of our vaccination policy.  By signing below, you acknowledge that the choice to 
delay certain vaccinations poses a small risk of contracting that disease while awaiting vaccination.   	

	
Option	A	/	CDC’s		 	 	 	 Option	B	/	Optional	 	 	 	
Recommended	Schedule	 	 	 Alternative	Schedule	

6-10 yrs None       (None/catch up for any vaccines not yet received) 
11 yrs  Tdap**, Menactra, HPV/Gardasil**  Tdap**, Menactra 
12 yrs  HPV/Gardasil***    HPV/Gardasil – optional*** 
13 yrs  HPV/Gardasil***    HPV/Gardasil – optional*** 
14 yrs  None      HPV/Gardasil – optional*** 
15 yrs  None      None 
16 yrs  Menactra     Menactra  
17-21 yrs None      (None/catch up for any vaccines not yet received) 

 
**	Second	dose	of	Tdap	due	10	years	after	first	dose.	
***	If	child	receives	 first	dose	of	HPV/Gardasil	PRIOR	TO	his/her	15th	birthday,	only	2	doses	are	required	and	are	given	at	 least	6	months	apart.	If	 first	dose	of	
HPV/Gardasil	is	received	AFTER	a	child’s	15th	birthday,	3	doses	are	required	(at	least	4	weeks	between	dose	#1	and	dose	#2,	and	at	least	6	months	between	dose	
#2	and	dose	#3).	Coverage	with	the	HPV/Gardasil	vaccine	is	recommended	for	any	individuals	who	are	sexually	active.	

 
Patient Name:         Date of Birth:     

Please	Select	One	in	Each	Column	below:	

 

______  Option A/CDC’s recommended vaccination policy.       ______  I consent to sharing my child’s immunization information with ImpactSIIS.   

______  Option B/Optional alternative vaccination policy.        ______  I decline to sharing my child’s immunization information with   

          ImpactSIIS. 

______  I have chosen not to vaccinate my child  ________________________________________________________________________________  

ImpactSIIS, Ohio’s Immunization Registry: We may disclose the following health information to the state immunization registry; 
Immunization record, Body mass index, Vision screening, Lead screening, Tuberculosis results, and Hearing screening. You may request to 
be removed from the ImpactSIIS Immunization registry by requesting and completing a Registry Removal form. Please	make	sure	your	
selection	here	matches	your	selection	on	the	HIPAA	Acknowledgement	form.	
 
--Please note that, if you decline one or more vaccines due according to the schedule you select for your child, these vaccines may be caught 
up at a future regularly-scheduled well visit (additional shot-only visits may not be scheduled except by practitioner discretion). Please be 
aware, deviations from either above schedule by parental request increase the chance of errors by our staff.   

If your child has not received vaccines in the past and you wish to begin catch up, please schedule a conference with a practitioner to 
create a one-time vaccine catch up plan. Please note that this plan must include at least 2 vaccines per visit; if you wish to have your child 
receive one vaccine at a time these can be given at the Ohio Health Department. 
 
 
 
 

 
Parent signature:         Date:     

PRACTITIONER REVIEW:        Date:     
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Privacy Practices Acknowledgement Statement / HIPAA Acknowledgement 
 

I hereby acknowledge that I have been made aware that Carine Pediatrics /Ali M. Carine, D.O., LLC has a 
Privacy Policy in place in accordance with the Health Insurance Portability and Accountability Act of 
1996 (HIPAA). As a patient of Carine Pediatrics /Ali M. Carine, D.O., LLC I understand and acknowledge 
the following:  
 
1. Carine Pediatrics /Ali M. Carine, D.O., LLC has a privacy policy in effect in their office.  
2. Carine Pediatrics /Ali M. Carine, D.O., LLC has made this policy available to me for review, by 
placing a complete version in a binder that resides in the waiting room and/or by placing a poster version 
of this policy in the waiting room or similar common area with patient access.  
3.	 Carine Pediatrics /Ali M. Carine, D.O., LLC has made me aware, that as a patient I am entitled to a 
copy of this Privacy Policy if I desire a copy for my personal file.  
 

Upon your review of the above statements, please sign at the bottom acknowledging that you have been 
advised of the Privacy Policy implemented by Carine Pediatrics /Ali M. Carine, D.O., LLC and have read 
and understand the acknowledgment form. If you desire a copy of the Privacy Policy, please request one 
at this time. Please also elect if you wish to consent or decline to sharing your child’s immunization 
information with ImpactSIIS. Please	make	sure	your	selection	here	matches	your	selection	on	 the	
Vaccination	Schedule	Selection	form. 
 

Please	select	ONE	in	EACH	box	below:	
 
 
_______    NO, I do NOT want a copy, but acknowledge the Privacy Policy exists.  
 
_______    Yes, I DO want a copy of the Privacy Policy and I received requested copy. Initials____  
 
 
_______    I consent to sharing my child’s immunization information with ImpactSIIS.   
 
_______    I decline to sharing my child’s immunization information with ImpactSIIS. 
 
 
                
Patient Name     Patient / Parent Signature      Date 
 

For more information contact Carine Pediatrics /Ali M. Carine, D.O., LLC Compliance & Privacy Officer at 614.459.4200. 

For	Office	Use	Only	
We attempted to obtain written acknowledgement of receipt of our Notice of Privacy Practices, but 
acknowledgement could not be obtained because:  
 
_________ Individual refused to sign.  
_________ Communication barriers prohibited obtaining the acknowledgement.  
_________ An emergency situation prevented us from obtaining acknowledgement.  
_________ Other  

           
 Staff Signature    Date 
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--To have records sent TO Carine Pediatrics /Ali M. Carine, D.O., LLC-- 

	
I hereby authorize the below mentioned office (please include office name, address, phone and fax): 

            
            
            
Office Phone: (            )                  -                    Fax: (            )                  -                     

 
to	release any and all medical records (as specified below), including but not limited to; hospitalization for 
diagnosis and/or treatment of psychiatric and/or medical condition, alcoholism, drug abuse, and/or HIV test 
results, AIDS, or AIDS related conditions to the following office: 
 

Carine	Pediatrics	/Ali	M.	Carine,	D.O.,	LLC		
3300 Riverside Drive, Suite 200 

Upper Arlington, Ohio 43221 
Phone: (614) 459-4200, Fax:	(614)	459‐1589 

 

USES	
The purpose of the release of this information is (please select only ONE	box below): 
 Transfer of Primary Care    
 Pending Legal Action  
 Consultative Care ONLY   
 Other (please specify):             
 

RESTRICTIONS	
The recipient should not further disclose medical information unless a valid authorization is obtained or 
unless such use or disclosure is specifically required or permitted by law. 

	

DURATION	
This authorization will expire 1 year from the signature date below or at an earlier date, at my election. To 
cancel this authorization prior to the above limit, written notification (bearing the non-minor patient, Parent, 
Legal Guardian, or Legal Representative’s signature) must be sent to the Office/Medical Record Department of 
Carine Pediatrics /Ali M. Carine, D.O., LLC. 

	
PATIENT	INFORMATION	

 
Patient’s Name:          Date of Birth:    
 
Date(s) of Treatment: ALL unless otherwise specified here:         
 

SIGNATURES	
 
Parent/Guardian’s	Signature:	 	 	 	 	 	 	 	 Date:		 	 	 	

(or Legal Representative) 
	

Patient’s Signature:          Date:                  
(only needed if PATIENT is no longer a minor) 
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