[uniterdon
FHealth

The Chuld Development Conter
190 Rt. 31 N, Sutte 500
Flommgton, N7 08822
(908)788-6396

The Child Development Center
Developmental Pediatric Associates

FROCEDURNE FOR A NEURODEVILOPMENTAL EVALUATION

In order to prepare for your requested appointment, we have enclosed out history form, along with
other forrs that are necessary for the appointment. All forms need 1o be completed and returned to our
office prior to scheduling an appointment.

Please use one of the following methods to return your child’s history intake form.
» Hunterdon Health Developmental Pediatric Associates, 190 Roule 31, Suite 500, Flemington,

N.J. 08822
¢ Dmailed to: Kristen Griffin - kgriffin@hhsnj,org,

Please also include copies of the following if appropriate:

¢ Child Study Team evaluations which have been commpleted within the last three years, along

with & current TEP if applicable,
o Early Intervention records (Batielle testing and IFSP) if your child is currently receiving EI

services,
¢ Medical Specialist reports.

After processing your completed paperwork we will call you to schodule an appointment. The review
process could take wp to 6 weeks to complete. Developmontal Pediatric Associates currently has a
6-9 month waiting period for appointraents,

Please be aware that the doctor would like both parents to be present for consultation, along with their
child. Due to the complexity and length of the evaluation, it is essential that you make child care
arrangementy for siblings since we are not staffed to provide childcare. The evaluation is
approximately 1 % hours io duration. As part of the evaluation, a brief assessment and vital signs will
be conducted on your child in your presence.

On the day of appointment we ask that you attive at our office at least 10 minutes prior to your
scheduled appointment in order to register your child for services,

1f you have any questions please feel fiee to contact the office at (908) 788-6650 prompt 3.

We look forward to meeting you and your c¢hild.
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Health The Child Development Center

IMPORTANT INSURANCE INFORMATION

PLEASE NOTE: Without correct insurance information, Hunterdon Health will be una
to submlt to your Insurance carvier and you will be held responsible for payment,

INSURANCE INFORMATION: (all information will be kept confidential)

Insurance Company: Plan Type; PPO HMO POS Other
Claims Addyess:
D Group #: Referrals Needed: Y/N

Insurance Phone # (Member Service/Customer Servioe):

Primary Insurance Information:
Policy Holder’s Name: PI.’s Date of Birth: B

P.EL’s social security number:

Policy Holder's Place of Employment

Fmployer’s Address:
Occupation: Employed FT PT Retited Unemployed
Relation to patient; ] Is policy holder Guarantor for patient? Yes No

Secondary Insurance Information if applicable:
Policy Holder's Name: P.H.’s Date of Birth:

P.I1.’s social security number;

Policy Folder’s Place of Employment

Employer’s Address:

Occupation; Employed FT PI' Retited Unemployed

Relation to patient; Is policy holder Guarantor for patient? Yes No
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Hunterdon

Health The Child Development Center
THE CHILD DEVELOPMENT CENTER
O DavELOPMENTAL PEDIATRICTAN (O PHYSICAL THERAPY
O OccupamioNaL TrErAPY O CHILD PSYCHOLOGY
CHILD HISTORY INFORMATION
Today's Date; (please complete with BLACK/BLUE ink, do NOT use penct])
Patient’s Name: 1 Male € Female 0 Preforred
Address: Birth Date:
Town State & Zip

Person answoring questions:

Name:

Relationship to this chiid:

Sehool:

Teacher:

Current Grade:

oIER oS504plan o classification

Phone: Case manager:

MEDICAL CARE:

Primary Care Physician: (Pleage enter physician name ot the practice name)
PCP Phone #:; PCP Fax #.

Street Address: Town State;

REFIRRAL INFORMATION:
Does your child have a diagnosis?

Why are you seskmng help for this ehild? (please be specific) :

Who referred you to our setvices?

No  Yes  Identify:
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Maalth The Child Development Centor
FAMILY:
Paront #1 Name: Buth Date:

Relationship to etuld: ¢ mother o father o bologwal o step 11 adopitve © resource

Address (if different from chuld):
Cell phote #: Additional phone #:

Employment: Highest level of educalion:

Health: 0 exvellont o good m falr

Learning, Attention or Emotlonal problems ot other pertinent mformanon:

Parent #2 Name: Birth Date:
Relattionship to child: o mother o father 1 biologieal o step o adoptive i resource

Address (if different from child);

Coll phone #; Additional phone #:

Employment: Highest level of education:

Health: 1 excellet 1w good o fawr
Learning, Attention or Bmotional problems or other pertinent information:

Parents are: 1 Marvied 0 Separated i Divoreed 1 Other: oxplain

I parents are separated ot divoreed, who has primary, custody of this chitd?
Ig there a custody agreement? ; Yos No  Inprogress

What aduli(s) does this chifd Hve with? How long in current living situation:

Primary Ianguage spoken at home? Secondary language(s)

SIBLINGS:  Plogse list all brothers and sisters, and any other person living with the fanily,

Nume Ago  Relationshup o child Liyug athome?  Leatning Probloms? Emotionsl Problems?
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Heatth The Child Development Center

Any other family membets with a hustory of leatning disordets, attention issues or emotional problems:

(example: Matornal grandmother has been anxlous for years.)
_Naing Dosctiphion

Mothexs Prenatal History
Mother’s Maiden Name:
Was the mother under a doctor’s care? (please circle one) Yes  No  Unknown

Number of previous pregnancies/miscarriages:

Check any of the following complications that occurred during pregnancy

Difficulty in conception . Toxemia High Blood Pressure

Anemia Vaginal Bleeding . Hmotional Problems

Otber Iiness (Desctibe):

Maternal Injuey (Prescribe):

Hospitalization during pregnancy, reason:

X-Rays during pregnancy, what month?
Medications duving Pregnancy:  Please list any medications nsed by the mother during pregrancy

Medication Frequency

Alcohol usage ptior to prognancy (Frequency):

Alcohol usage during pregnancy (Frequency);

Cigarettes used during pregnancy (Frequency):

Drugs/substances used during preghancy (Frequency):
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” Mealth The Child Development Center
CHILD’S BIRTH
At child’s birth, what was the mother’s age? _ . Father’s age?

Where was your child bora?  (Hospital / State / Country)

Is your child a twin / multiple? No  Yes: TFraternal Identical

Length of pregnancy, weeks Bitth weight: lbs, 0Z.
Length of stay in hospital: Mother ____ days Child days
Check any of the following complications that occutred duting birth,

. Forceps used Breech birth Labor induced CuSection

Other delivery complications: Describe

Ineubator: No  Yes  Howlong? e

Jaundiced: WNo  Yes Bilirubin lights: No  Ves Ifyes, how long?

[E—G——,

Breathing problems: Describe

Was or 1g your child on any motutor? Please list:

Child’s condition at birth; Apgar Score:

Mother’s condition at birth;

Did/does your child have colic (please circloons)  Yes No  Duration?

Breast fad?  No Yos Diffienlty feeding?
Bottle fed?  No Yes Dufficulty feeding?

DEVELOPMENTAL HISTORY
At what age did your chald do the foltowing? Please Indicate age:

Gross Motor Skills:

Indepenclontly roll over Sit alone Crawl Pull to stand Stand alone

[ ——

Tine Motor Skills:

__ Powpng Plncer grasp Button/Zipper/Snap Tying Shoelaces

B ——

6
May 2025

Walle along Wall up steirs Walk down stawrs Jump with 2 feet




HMunterdon
Health The Child Development Center
Language Skills:

Speke first word Spoke 2-3 word phrases
(other than MaMa Da Dy)

Can a stranget undesstand your child’s speech? (please citcle one) No  Yes Percentage %

Which hand dees yeur child use for:

Wrlting, drawing, coloring: " Left  Right
Fating: TLeft  Right
Throwing: Left  Right

Doses your ¢hild switeh hands when writing? Neo Yes

Has your child had:

Difficulty leatning to walk No Yes

Mtficulty learning to ride a bike No Yes

nfficulty learning to skip No Yos

Dufficulty lentnmg to throw or catch No Yes

Difficulty with balance No Yes

Toilet Traluing:

When was your child toilet trained for urine? Daytime. ___ Nighttume Not Tystned
When was your child toilet trained for stool? Duytme. ___ Nightime ___ Not Trmined —
D1d bed-wetting occur after toilot traming? No  Yes Ifyes, until what age?
Any medical reasons

Doey your child uge any adaptive squipment? Please Hst

ADAPTIVE SKILLS: 7 fefed ’ hild is, -

Please circle whether your child has tkefollowmg .S‘Iall.s'

Dresses self No Yes Bathos self No  Yes
Helps with bousehold chores No Yes Knowshow to ask for help No  Yes

MEDICAL HISTORY  (Please circle all that apply)
GASTROINTESTINAL: Excessive vomiting  Frequent Diarthea  Constipation Chronic  Abdominal Pain

MUSCULOSKELETAL: Muscle Pain  Clumsy Walk  Toe Walk  Poor Postute  Scoliosls
Broken bones  Other Muscle or Bong Problems

RESPIRATORY: Froquent Colds Asthma Hay Fever

May 2025




®

Hunterclon
Health The Child Development Center

HEARING: EuarInfections Hearing Probloms Ear Tubes  Date of most recent Flearing Exam

VISION: Vision Problems  Woars (lasses  Date of most recent Vision Exam

CARDIOVASCULAR; Shortness of Breath Divziness with Exertion  Limitations Due to Heart Condition

Heart Mormur  Anemis

NEUROLOGICAL: Seizres Chronic Headaches EncephalitisMeningitis  Verbal/Motor Tics

Head Injury or Concussion  Loss of Consciousness  High Lead Levels

OTHER MEDICAL HISTORY:

ALLERGIES:

SKIN: DBirthmatks Fezema Frequent rnshes
IMMUNIZATION

Current ~ Yes/No I not, please explain reason

MEDICATIONS
Please list all LONG-TERM medications this child has ever been on;
AGE MEDICATION DOSAGE/STRENGTH HOW LONG ON MEDICATION

Please list any CURRENT MEDICATIONS preseribed or OTC/supplements
MEDICATION DOSAGE/STRENGTH FREQUENCY
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The Child Development Center

PLEASE LIST ANY HOSPITALIZATIONS OR EMERGENCY ROOM VISITS

Year ,m Please circle: Hospital Stay or ER visit: Reason
Year .. Please circle: Hospital Stay or ER visit: Reason
Year ... Please circle: Hospital Stay or ER visit: Reason

PLEASE LIST ANY MEDICAL SPECIALIST THAT YOUR CHILD HAS SEEN IN THE PAST OR IS
PRESENTLY SEEING

Specialist Reason for seelng specialist Last seen

PLEASE INDICATE ANY TESTING YOUR CHILD HAS HAD (Please circle all that apply)
Heating MRI BEG CT Scan Lead Thytoid
Other Testing not Hsted

SOCIAL EMOTIONAL HISTORY

FRIENDSHIPS
Please indlcate how your child relates to other children (including siblings)

Has problerns relating to or playing with other children? No Yes

If yes, describe;

Fights frequently with playmates No Yes
Prefers playing with younger childien  No Yes
Prefers to play alone No Yes
Are there children in the neighborhood with whom this child coutd play? No Yes

What role does your child take In peer groups (leader, aggressor, etc.)?
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RECREATTON/INTERESTS

What activitles does your child enjoy? (sports, hobbies)

Has your child’s intevest in participating in these activities declnod recently? No Yes
BEHAVIORAL HISTORY
Does youwr child experience any of the following proflems? ( now or in past) If yes, briefly desertbe:
Eating No Yes
Sleep: gotting to sleep No Yes
& staying asleep No Yes
Eye contact No Yes
Sensitivity noise/toveh/smells No Yes
Sepatating from parents No Yes
Temper tantrums No Yes
Activity level No Yes
Ageident prone No Yes
Short attention span No Yes
Lacks self control No Yes
Bangs head No Yes
Sesms anxious No Yes
Tics/Twitches No Yes
Overreacts with problems No Yes
Requires lots of parental attention No Yes
Toe walks No Yes
Mood swings No Yes

Is your child sad more ofton than he/she is happy?  No  Yes
If yes, desoribe

What makes your child angey?

Has your child ever experienced any parental separations, divoroos, ot deaths? No Yes

If yes, when? How old was your child at the time?

What do you enjoy most about your child?

What do you find most difficult about raismg your child?

10
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EDUCATIONAL HISTORY

Early Intervention Program (EIP)

Was your child mvolved in EIP?  No  Yes  Still Actlve? No  Yes
County/State: Services received:
Developmental Intervention Frequenoy: ~ Ocoupational Therapy; Froquency:
Physioal Therapy Frequency: Speech Therapy: Frequency: _

Childeare/Preschool
Does your ciild currently attend childeare or preschool? No Yes  Where?

Days per weok: _Amount of time/day:
Any problems in daycare/childeare? No If yes, describe:

Does your ohild have an IEP? Noor Yes  If yes, what services do they receive:

Schools attended
Elemeoniary Schools Atiended Concorns or problem in school
Middle Schools Attended Congcerns or problem in school
High Schools Attended Concerns or problem in school

Is your child classified, does she / he recolvo spoclal services: Yos No  Ifyes: TEP or 504 Plan
Clagsification:

A self-contained special class? No  Yes Class type: B

Resource room: No Yes Tor what subjeots:

Total hours per day: Totally mainstroamed?  No Yos

Does your child receive OT / PT / Speech Therapy / ABA / Paraprofessionals in school (1:1 aide)

11
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Please kaep this Torm for your records

Explanation of Prolonged Codes
CPT codes 99417 and (2212

You may see these codes on your EOB

These codes are used in conjunction with the following Offlce Visit codes:
99205 - New Patlent
09215 - Established Pationt

Prolonged codes are added automatically by the system based on the physiclan's stated
amount of total time spent on your appointment which is noted at the end of the evaluation
report and Includes the following:

¢ Face to Face time spent at your appointment with the physician Chart review prior to
appointment

o Scoring testing materlals administered during the appointment Review of any additional
paperwork brought to appointment ie; CST evaluations, IEPs, medical reports or recards

» Dictating and edlting your report

* Phone calls to case managers or other maedical professionals If applicable

12
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Hunterdon Healthcare

Child Development Center
Developmental Pediatric Associates

Insurance Obligation

Please be advised we bill as a Specialist Office,

If your insurance plan is referral based, the referral should be made out to
Hunterdon Medical Center Developmental Pediatric Associates - NPI
#1295371441, Tax ID # 221537688.

Physician NPI if needed:

Dr. Aundrey Mars - NPT 1295808236

Dr. Michael Vergara - NPI 1053433961
Kristen Rozano, CPNP-PC - NPI 1619350733

It is your responsibility to contact your insurance provider to confirm your
benefit. You may be subject to a copay, deductible and or co-insurance payment.
You are responsible for any costs not covered by your insurance plan.

These are the billing codes we use:

New Patient CPT code - 99205
Established Patient CPT code - 99215

Prolonged CPT code - 99417 or G2212 (used in combination with the above two
codes)

Thank you

- ‘(?).m




Hunterdon Hlealtheare
Child Development Center
Developmental Pediatric Associates

24 Business Hour Appeintment Cancellation Policy

Developments] Pediatric Associates has a 24 hour cancellation/rescheduling policy,

. you miss youmr appointment, cancel or change your appointment with less
than a 24 business hour notice, you will be charged the following fees

$100.00

This fee will not be billed to or covered by your insutance company.

This policy is in place out of respect for our physiclans and their patients.
Cancellations with less than a 24 business hour notice are difficult to fill, By giving
last minute notice or no notice at all, you prevent another patient from being able to
schedule into that time lot,

By signing below, you acknowledge that you have read and understand the
Cancellation Policy for Developmental Pediatric Associates as described above,

Printod Name Sighature

Date

- \L\...




Hunterdon Health

Authorization for Disclosure of Protected Health Information

L hareby authoriza '\’\ MG ” DQ.VQ\ 63‘)1‘“@(‘&0&\ %I&Hﬁ ¢ p@f/ﬂ“}es

to disclose information fram the records of:

i, iR,

/ /
Patignt’s Name Date of Birth
Patlent’s Address City State Zip Code
i YN
Civcle one in each box: (Released 7o/ Releasad From m‘eﬂfsﬂ'
A£hin
Name: e WAy
vl
Address: P h\! gician
City: State: Zip Code: Phone: i‘f\ % here
%WF’
T

Circle one in each box: Released To W
name: DeveloDmnervial  Pedialeic. Assecioles

Addrass: VA0 R{J%{"& %\v } 3(,\} kﬂ’ 5@3
City: E\M 'h‘)r") state: N \ Zip Coda: O%%sz Phané: QO% :%' 8%’" @@5{3

td

Purpose for request:

e FOT parsonal use only (not transferring from practics)
romne Transfarring care to another local practice due to
—r_Relocation out of area

¥ Othar

—_Insurance change-related [please indicats carrier)
The foliowing information is 1o be released: (Please check ong)

_B:___Emire Madical Record. Records specifically protected under State and Federal Confidentiaiity Statues. | understand that the
information te be discfosed may include diagnosis, prognosis, and treatment for physical andfor mental #iness including
treatment of substance abuse, AIDS/HIV related, genetic, venercal disease or luberculosis information, which are protecied
under State and Federal law and prohibits any further disclosura without written consent of the persons to whom it pertains or
otherwise provided by law,

Only specific portions of the medical record. Itemize portions of record and time period of racords to be released and
Indicate specific records that may not be releazed,

Date Range: from / / to: / /

Spacific records MOT to be released:;
THIS AUTHORIZATION WL REMAIM IN EFFECT: {Check One):

= Uniil the fallowing event occurs: 1 180 Days o OTHER:

| B




Patiani’s Name; /DoE

! understand that once Hunterdon Health iscloses my heaalth information to the recipient, Hunterdon Health
cannat guaraniea that the raciplent wili not re-disclose my health information to a third party. The third party
May not be required to abide by this Authorization or applicable federal and state law governing the use and
disclosura of my health information,

! understand that Hunterdon Hlealth may, directly or indiractly, recelve remunaration from a third part in
connection with tha use or disclosure of my heaith information.

I'understand that | may refuse to sign or may raveke {at any time) this Autharization for any reason and that
such refusal or revocation will not affect the commencement, continuation or guality of my treatment at
Hunterdon Health; except, however, if my treatment in the Hunterdon Health is for the sole purpose of
creating health information for disclosure to the racipient identified in this Authorization, in which case the
Hunterdon Health may refuse to treat me if | do not sign this Authorization.

H my treatment i3 related to my participation in a resaarch study, | understand that treatment may be refused
i 1 do not sign this Authorization.

! understand that this Authorization will remain in effact untif the term of this Authorization expires ar |
provide a written notice of revecation to Hunterden Health Privacy OFficer at the address listed below. The
revocation will be effective Immediately ugon Hunterdon Health recoipt of my written notice, excapt that the
revacation will not have any effect on any action taken by Hunterdon Health in relianca on this Authorization
before it recsived my writien notice of revocation.

| may contact Hunterdon Health by mall at:

Hunterdon Mealth
Health Information Management Sarvices
210 Wescatt Drive
Flamington, M.J. 08822
Phona: 908-788-6380

| have read and understand the terms of this Authorlzation, and | have had an opportunity to ask gquestions
.about the use and disclosura of my health information, By my signature below, | hareby, knowingly and
voluntarily, authorize the Hunterden Health to use or disclose my heath information In the manner
idascrﬁ)ed above.

Date

fRelatfonshi'p to Patient

Notlea to Recipient of mformation

. If the patient or their legally authorizad representative authorized release of “Alcohol and Drug Abuse”
' information as indfcated by their inftials under Part 3 of this form the following Motica applies to the information
! you have received pursuant to this information. This information has heen disclosed to you from records
- protected by Fadaral confidentiality rules C.F.R. Part @. The Federal rules prohibit you from making any further
_ cisclosure of infermation unless furthar disclosure is exprassly permittad hy the written consant fram tha parsen
* te whom it pertains or as otherwise permitted by 42 C.F.R Part 2. A general authorization for the release of
~ medical or ather information Is not sufficant for this purpose. The Faderal rules restrict any use of the
_information 1o crirsinally investigata or prosecute apy alcoho! or drug abuse patient.
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