FRONT DESK STAFF: Understanding and Using P-5 paperwork
P-5 Paperwork:
There are TWO types of P-5 paperwork:
1. The pediatric registration, health history, and ROI 
2. The visit-specific questionnaires (These questionnaires ask about child health, similar to information gathered with adult patients using SBIRT or PHQ-9) 
[image: ][image: ]EXAMPLES OF REGISTRATION, HEALTH HISTORIES, AND ROI



Pediatric HHX 0-2 YEARS

Pediatric HHX 3-10 YEARS
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Pediatric REGISTRATION
Pediatric ROI







[image: ][image: ]EXAMPLES OF VISIT SPECIFIC QUESTIONNAIRES



P-5 DENTAL QUESTIONNAIRE


P-5 WCC QUESTIONNAIRE



P-5 Paperwork General Info:
· All P-5 forms are stored in top  right file cabinet behind FD.
· FD lead prints these forms regularly to keep them stocked. 
· All forms can be found at Z:\NHC Forms 
· If the patient has already filled out the P-5 Health History, Registration, and ROI forms in a medical visit within the past year, these do not need to be filled out at the first dental visit, and vice versa.
P-5 Paperwork Title and Desciption:
P-5 REGISTRATION FORM 
· This form should be used for all 0-10 year old patients instead of the adult Registration form.  
· This form should be used by both medical and dental.
P-5 HEALTH HISTORY FORM
· There are 2 versions of this form
1. For 0-2 year olds
2. For 3-10 year olds
· This form should be used for all 0-10 year old patients instead of the adult health history forms.  
· This form should be used by both medical and dental patients because it combines the medical and dental HHX into one form.
P-5 ROI
· This form should be used for all 0-5 year old patients instead of the adult ROI
· This form should always be signed by the family, even if they are not requesting records by sent or received, because we use this form to communicate between NHC and WIC. 

P-5 DENTAL VISIT QUESTIONNAIRE 
· This questionnaire should be used for all 0-5 years old patients seen in dental for an establishing visit AND for each wellness check up after that.  You do not give this form if the patient is seen for a filling, a sick visit, or an emergency.  
P-5 MEDICAL WCC VISIT QUESTIONNAIRES
· These forms should be used for all WCC Visits for children birth to 5 years old.  
· These questionnaires are similar to the P-5 Dental Visit Questionnaire described above, but these are for medical patients and are broken apart by age; so there are fifteen different questionnaires based on the child’s age.  
· P-5 Coordinator prints these forms from the K: drive. If unavailable, Medical FD should print.  
· How to know which age questionnaire to give in WCC visits: MA’s scrub for which age WCC visit questionnaire should be given and will add to the appointment “messages.”
· FD staff: Be sure to check appointment message to know which age questionnaire to use for each WCC visit. 
P-5 Paperwork Scanning
FD staff to collect and scan the following documents:
· P-5 Registration – First visit only
· HIPAA*
· PHI*
· Income Verification Form (Only complete with POI)*
· P-5 ROI (please request the family reads, signs)
MA’s and DA’s will print barcodes and submit for scanning after visit for: 
· P-5 Health History Form
· P-5 Dental Visit Questionnaire 
· P-5 Medical WCC Visit Questionnaires
P-5 Paperwork When to Use
NEW PATIENTS:
· P-5 Registration – First visit only
· HIPAA*
· PHI*
· Income Verification Form (Only complete with POI)*
· P-5 Health History**
· P-5 ROI (please request the family reads, signs)
· Visit questionnaires (see box immediately below)**
· P-5 Dental Visit Questionnaire**
· P-5 Medical Visit Questionnaires (there are 15 questionnaires.)**
	RETURNING PATIENTS (all wellness visits):
· P-5 Dental Visit Questionnaire**
· P-5 Medical Visit Questionnaires (there are 15 questionnaires.)**


TO BE UPDATED ANUALLY:
· HIPAA*
· SOGI*
· P-5 HHX**
· P-5 ROI




















*Same as the adult version
**Pt brings this completed questionnaire into the visit to give to MA/DA.
**Cut out and tape at front desk for quick reference.**
P-5 PATH CHEAT SHEET
P-5 PATH = (Prenatal to 5 years old Patient Activation Toward Health) 
Patients: pregnant moms, babies, kids under 5yr
Team care: Doctor, Occupational Therapist, coordinator, dentist and dental hygienist
Scheduling
1. Put pts on OT’s schedule 20 minutes AFTER visit with Dr.
2. Put pts on OT’s schedule at SAME time as the dental visit. 
3. There are 2 P-5 pt DENTAL appt blocks every Tues at 9 &3, for any medical pt in P-5 PATH who needs a dental checkup.
4. Our dental hygienist is available in WCC visits every Monday between 1-5pm. 

Checking In
Use P-5 Paperwork for ALL kids 0-5 coming in for a Well Child Visit OR a Dental visit. (Located in filing cabinet behind you) This is NOT the same paperwork as NHC’s standard new patient intake forms. All forms available in Spanish.  
Forms
3 types of forms:
1. [bookmark: _GoBack]Health Hx & Registration packet (same in Medical & Dental) 
2. WCC questionnaire- 0-5 yrs in medical (based on age)
3. Dental questionnaire- 0-5 yrs  in dental (1 for all ages)

?’s about which forms to use-  ask OT or coordinator.
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WELL CHILD CARE QUESTIONNAIRE: 4 MONTHS

Please take a few minutes to answer these questions. We are asking these questions because the answers may help us
provide better care for your baby and support for you. Your answers will be kept private.

Baby's Name: DOB: Your name:

Iam this baby's: I Mother O Father  (lGrandparent () Foster Parent L1 Other:

Please check the box for any topics you would like to talk about today:

0 Baby'ssleep 0 Yourhealth 0 Community resources
0 starting solids 0 Other

Other than your baby's birth, have there been any major changes in your family lately? 1) None
OMove Oobchange U Separation O Divorce L1 Death in family 0 Family member went to jail
0 Any other changes or experiences that impacted your family?

Please answer a few questions about how you and baby are doing by circling “Yes” or “No”

Do you feed your baby breastmilk? Yes | No
If yes, how many fecdings are breastmilk, please circle one: Al More than half _Less than haif

Do you feed baby foods (or supplements, herbs, vitamins) besides breastmilk or formula? No | Yes
Ifyes, please lst
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it H.?!) ey PEDIATRIC CONFIDENTIAL HEALTH & SOCIAL HISTORY (3-10 YRS)
HEALTH CENTE

Please take a few minutes to answer these questions. We are asking these questions because the answers may help us
provide better care for your child and support for you.

Child’s Name: DOB:

Name of person filling out form:
1am this child’s: 0 Mother O Father 0 Grandparent Ul Foster Parent LI Other

Is your child taking any medication regularly? 0 No 0 Yes I yes, what:
Has your child been vaccinated? 0 No 01 Yes  Are your child's vaccinations up-to-date? 1No U Yes L Notsure

CHILD'S HEALTH PROBLEMS (Check box if your child has had any of these)

0 Anemia QEye / Vision Problem Q Mononucleosis 0 Stomachaches
O Asthma / Breathing Problem O Headaches Q Preumonia QToothache / Decay

D Bone / Joint / Muscle Problem O Heart Disease / Murmur O Rheumatic Fever O Tuberculosis

Q chicken pox 0 Hepatitis OSeizures / Epilepsy 0 Usual Bruising / Bleeding Disorder
Q Disbetes O Kidney / Bladder Problem O Sickle Cell 0 Whooping Cough

0 Ear / Hearing Problem Qother:

Hac vour child been hosnitalized or had <ureerv? O No O Yec  When / wh
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AR PEDIATRIC CONFIDENTIAL HEALTH & SOCIAL HISTORY (0-2 YRS)

NEIGHBORHOOD
HEALTH CENTER

Please take a few minutes to answer these questions. We are asking these questions because the answers may help us
provide better care for your baby and support for you.

Baby's Name: DoB:

Name of person filling out form:
1am this baby's: 0 Mother 0 Father 0 Grandparent Ul Foster Parent L Other.

Is your baby taking any medication regularly? I No CYes If yes, what:
Has your baby been vaccinated? Ol No 0 Yes ~ Are your baby’s vaccinations up-to-date? INo U Yes 01 Not sure

BABY'S HEALTH PROBLEMS (Check box if your baby has had any of these)

0 Anemia Qeye / Vision Problem Q Mononucleosis 0 Stomachaches
O Asthma / Breathing Problem O Headaches Q Preumonia QToothache / Decay

D Bone / Joint / Muscle Problem O Heart Disease / Murmur O Rheumatic Fever O Tuberculosis

Q chicken pox 0 Hepatitis OSeizures / Epilepsy 0 Usual Bruising / Bleeding Disorder
Q Disbetes O Kidney / Bladder Problem O Sickle Cell 0 Whooping Cough

0 Ear / Hearing Problem Qother:

Has your baby been hospitalized or had surgery? ONo QYes When /why:

Does your baby have any allergies (medicine, foods, or seasonal)? ONo O Yes If yes, what:
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REGISTRATION FORM - PEDIATRIC

anit

Today's Date:

PATIENT INFORMATION

Patient’s Legal Last Name:

Middle:

Previous Names Used/Al

Birth Date: | Age:
Vi

Social Security #:

Sex at Birth:
OM_OF Qother

Mailing Address: Gity: State:
Parent 1 Name: Cell Phone: Work Phone:
Parent 2 Name: Cell Phone: Work Phone:

Parent 1 E-Mail Address:

Parent 2 E-Mail Address:

Best way to contact for results, follow up, or scheduling? (check all that apply)

Qparent1Cell O parent1work O Parent 2 Cell

Oparent 2 Work O Parent 1 Email

Q parent 2 Email

Childs Race:
Ohlaska Native
Qpacific Islander

ONative Hawaiian
Qasian
Owhite

Oamerican Indian
OBlack or African
American

Qunknown
Ochoose not to disclose

Child’s Ethnicity:
Qispanic ONot Hispanic
Qunknown Qchoose not
to disclose
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Authorization to Disclose Protected Health Information, 0-5 years

(a Iy

Section 1
Patient Name: Date of Birtl
Previous Name: Social Security #:

Section 2
Purpose of this disclosure (check all that apply):
o Transfer or coordination of Patient Care o At Request of the Patient o Legal

Section 3
I request and authorize the individual/Clinic/Provider listed below to release/receive a copy of my medical, dental, and

behavioral health record:
o Send my records from NHC to:

o Send my records to NHC from:

NHC and Women Infant and Children (WIC) may share information about your child’s health verbally and in written
form. If you do NOT want your child’s health information shared between NHC and WIC, please initial here.
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m WELL CHILD DENTAL CARE QUESTIONNAIRE: 1-5 YEARS

These questions help us provide better care for your child and support for you. Your answers will be kept private.

Child’s Name: DoB: Your name:

1am this child’

OMother Ofather  OGrandparent O Foster Parent 0 Other

Please check the box for any topics you would like to discuss today:

T erushing or flossing your child’s teeth 0 What your child eafs T Community resources

T Your child's behavior O Dental careforyou T other

Do you have specific concerns or questions you would like to discuss today? CINo 01 Yes (Please describe)

Have there been any major changes in your family lately? 0 None
OMove  Olobchange  Oseparation  LiDivorce O Deathinfamily O Family member went to jail
0 Any other changes or experiences that impacted your family?

Please answer a few questions about how you and your child are doing by circling “Yes” or “No”

Does your child still use a bottle? No | Yes

Does your child use a pacifier or suck on fingers or thumb? No | Yes

Do you feel your child is more sensitive to brushing teeth or eating certain textures than other kids? | No | Yes




