Immigration Medical Exam Intake Form for Female applicants <18 y0     

ONLY A Parent or LEGAL GUARDIAN TO THE CHILD IS ALLOWED TO ANSWER THE QUESTIONS ON THIS INTAKE FORM, HE OR SHE MAY USE A SCRIBE. If there is a space to write an answer DO NOT leave blank, write “none” or “NA”. unless it specifically says to skip to the next question set.

Date___________________.        A Number. _____________________

Last Name/s__________________________________________ Middle name_________________

First Name_______________________   Date of Birth (MM/DD/YYYY) ______________________
Age ________ Parent’s mobile phone #___________________________ Other ph#_____________
Gender assigned at birth:  Male   O     Female  O   Marital status: Single or Other: __________
Country of birth_______________________ Country of residence __________________________ 
Countries and specific towns you lived in for 3 months or longer before the USA:
_________________________________________________________________________________
_________________________________________________________________________________
_________________________________________________________________________________
Mother Language/ Main Language spoken_____________________________
Ethnicity: _______________________________     Race_____________________________________
Parent’s E-mail:_____________________________________________________________________
Patient’s address____________________________________________________________________
City______________     ZC:_____________    County_________________________
Father’s full name__________________________________________________________________
Mother’s full name__________________________________________________________________
If the parent/s above are not the biological parents, what documents did you bring today to prove you are the legal guardian/s: ___________________________________________________
___________________________________________________________________________________
Emergency contact (Name, Last name and phone number) with whom we can share your medical information and information regarding this medical encounter:
__________________________________________________________________________________
Relationship to the applicant ____________________________________________
If the responsible adult filling out this intake form would like to authorize this medical office to give the completed, signed I-693 and required attachments  in a sealed, untampered  envelope plus copy of the originals (for your records) to the Emergency contact listed above, please sign here
                                                ________________________________. The person picking up the documents will have to be able to review, confirm/attest the information as entered in the original and final form is correct and complete to his full satisfaction or request corrections if needed, sign that he received the full packet (as described on the previous paragraph) on your behalf.  
                                    

Social History and activities of daily living
Do you attend school:   No.    Yes, Which one____________________________________
Highest Educational Level Achieved so far _________________
Can you read English: _______, Can you write English_______, Do you speak English _______
Name of your primary care physician: _________________________________________________
Name of the office where you see your pediatrician: ____________________________________
Dr.’s Contact phone #_________________________ Fax: ___________________________________
Last routine check/ well exam, date: __________________________________________________
Abnormal findings: __________________________________________________________________


Select, Do you live in a house, apartment, condo, duplex, house, mobile home?
Total number of adults who live in the same household: _________
Total number of minors that live in the same household: _________
Pets? (indoors OR outdoors), what kind and how many each: ____________________________________________________________________________________

Are you able to walk unaided:    Yes     No      Aided        Wheelchair bound       Infant  
For kids 5 years and up, can you do the following by yourself, circle all that applies:   Eat,   Brush teeth,   get dressed and undressed,   Do  house chores that are age appropriate
Any smokers inside or outside the house:   yes.    No
Has Child Protective Services ever been called to your family:  no.      yes, describe and please include dates and outcome: _______________________________________________
_________________________________________________________________________________
_________________________________________________________________________________   
Does the child have any food restriction due to religious or cultural reasons?  No.    yes, please explain: ______________________________________________________________________

Do you feel safe at home?
____________________________________________________________________________________

Current Medical Problems, please list all the child’s active or frequent health problems:
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Please list all the medications (by mouth, inhaled, to the skin, etc.) he is currently taking or takes often:
___________________________________________________________________________________
________________________________________________________________________________________________________________________________________________________________________
Please list all the vitamins, supplements, naturopathic medicine and/or homeopathic medicine that your child takes: _______________________________________________________
____________________________________________________________________________________

Patient’s Past Medical and Surgical History, if none, write NA, do not live blank.
	Surgeries 
	Age
	complications

	
	
	

	
	
	



	Hospitalizations
	Age
	Cause and length of stay

	
	
	

	
	
	



Any allergies to medication/s: ________________________________________________________
What sign or symptoms happen: _____________________________________________________

Food allergies (GI upset and lactose intolerance do not count): ___________________________________________________________________________________
What sign or symptoms happen: ____________________________________________________
___________________________________________________________________________________

 For girls who have had a menstrual period, if not, skip to*:
Age of your first menses: _______ Are you regular______ How many days do you bleed _____

- How often do you get your period (from the first day you start bleeding, to the next time you start bleeding): every 24 days or less.    25 days - every 2 months.   less than every 2 months
- Excessive bleeding:    No.     Yes, please talk to your pediatrician about it ASAP

Have you ever been pregnant:      Yes.             No
Have you ever had a child:        NO.                  Yes, how many_________

*Circle ALL that apply to the girl, fill in the gaps if needed, read carefully: 
Cerebral palsy,   Seizures,    Migraines,   Autism,   Stroke,  Pituitary problem,   Cognitive Delay,   ADHD,    
Degenerative Neurological Disease (like: ALS,  Eaton Lambert syndrome, Spinal Muscular Atrophy (SMA), Neuronal Ceroid Lipofuscinoses, etc.) which one__________________,   severe Astigmatism, Cataracts,   Other diseases of the eye (which one________________),    Blindness,   Nystagmus,   Glaucoma,   Cancer of any type (which one___________________),   Cleft lip and/or palate,   HypERthyroidism,    HypOthyroidism,    Snoring,    Hearing Problems,    Chest wall problems,   Heart attack,   Congenital Heart Disease,    Arrhythmias of the heart,    Heart murmur needing surgery or medication,   High Blood pressure,    Low Blood Pressure,    Obesity,    Asthma,    Reactive Airway Disease,   Cystic Fibrosis,    Low Oxygen,   TUBERCULOSIS,   Unexplained Prolonged Cough,   Night Sweats,   Unexplained Fevers,   Unexplained Weight Loss,   Bleeding Gastritis,   Crohn’s Disease ,    Ulcerative Colitis,   Celiac Disease,    Genetic mutations causing illness (which one___________________),   Chromosomal disease (which one___________________),   Mitochondrial Disorders,   Diabetes type 1, Diabetes type 2,    Kidney disease (which one_________________),   Kidney failure,   Dialysis,    Loss of any organs (which one/s: ______________________),    Platelet problems,   Neutropenia,   any Immune deficiency (which one:____________________),    Anemia (what kind: __________),   Clotting Disorders (which one: ____________________________), Complement deficiency (which one__________________),   Angioedema,   Autoimmune disorder (eg: Lupus, RHEUMATOID arthritis, Vitiligo, Psoriasis, Sjögren’s, etc.) which one___________________,   Eczema,    LEPROSY,   Acne requiring medical treatment,   Problems of the Spine (which one: _____________________),    any  problem/s of the Bones (which one________________________),   Joint Problems (which one_________________________),   Depression,    Anxiety,   Bipolar Disorder,    Schizophrenia,   OCD,   ODD,    Eating Disorder (which one: ________________), Alcoholism,   Any Addiction/s (drug/s of choice _________________________), Any Sexually  Transmitted Disease/s (HIV, AIDS, Gonorrhea, Chlamydia, Trichomonas, Syphilis, Genital Herpes, HEPATITIS B and/or C) which one/s:___________________________________________.
Other illness/es:________________________________________

Family History, include only child’s grandparents (all 4), both parents, full and half siblings (step- siblings do not count for your child’s medical history), if unknown, write a ? :
If no one has the illness write NA, do not leave blank.

If child is adopted and information is unknown, check here O and jump to lifestyle questions.

Relatives who died: None, check here  O  and go to the next table **
	Who
	Age
	cause

	
	
	

	
	
	



	**Illness
	Who has it
	Name of specific disease

	Cancer
	
	

	Degenerative Neuro disease
	
	

	Lung problems
	
	

	Autoimmune disorder/s
	
	

	Liver Cirrhosis
	
	

	Heart (other than attack)
	
	

	Genetic disorder
	
	





	Illness
	 Who has it

	HTN
	

	Heart attack
	

	Stroke
	

	Osteoporosis
	

	High triglycerid.
	

	High cholest.
	

	Tuberculosis
	

	HIV/ AIDS
	

	Hepatitis
	

	Gonorrhea
	

	Siphylis
	

	Leprosy
	

	Other
	



Lifestyle:
Do you exercise?  No.    Yes, describe what kind of exercise and how often: _______________
____________________________________________________________________________________
How many hrs of screen time daily (phone, video games, computer, TV, etc.? _____________
How many hrs of sleep daily? ___________________
How many meals per day? ________________
Select one:        the child attends daycare (home or center)  or  Stays home with ___________

Review Of Symptoms, circle all the symptoms that this patient has now or has had within the last 2 to 3 weeks:
Constitutional: - Unexpected Weight Change, - Fever, - Chills, - Night Sweats, - Fatigue, - Change in appetite, - Body aches, - Fussiness
ENT/Mouth: - Hearing Changes, - Concerns for hearing loss - Ear pain, - Ear drainage, - Tugging at the ear, - Nasal Congestion, - Voice changes, - Sore throat, - Mouth lesions, - Dental problems
Eyes: - Eye Pain, - Swelling, - Redness, - Itchiness, - Photophobia (pain with lights), - Discharge, - Vision Changes
Cardiovascular: - Chest Pain, - Cyanosis (purple discoloration), - Palpitations, - Syncope (fainting), - Swollen legs
Respiratory: - Cough, - Sputum production (phlegm), - Wheezing, - Stridor, - Shortness of breath
Gastrointestinal: - Nausea, - Vomiting, - Diarrhea, - Constipation, - Abnormal Spit ups or Reflux, - Abdominal pain, - Heartburn, -Flatulence (excessive farting), - Abnormal burping
Genitourinary for potty trained patients only: - Urgency, - Frequency, -Incontinence. For all kids: - Dysuria (pain with urination), - Hematuria (blood in urine), - Flank Pain, - Urinary Flow Changes, - Foul smell in urine, - Decrease in urine output, - Brown or Green Vaginal Drainage, - Foul-smelling Vaginal Drainage, -Genital itching, -Genital Pain.
Musculoskeletal: - Arthralgias, - Muscle Aches, - Joint Swelling, - Gait problems/ Problems bearing weight on lower limbs, - Back Pain, - Neck Pain, - Major Injury or Recent major fall
Skin: - Rash, - Hair Changes, - Wounds, - Changes in color, - Acne requiring treatment, - Ulcers
Neuro: - Weakness, - Syncope, - Dizziness, - Headache, - Coordination Changes, - Seizures, - Involuntary movements
Psych: - Fears not appropriate for age, - Anxiety/Panic attacks, - Depression/ not playing, - Insomnia, - Violent Behavior, - Frequent tantrums/ Acting out, - Increase in sleeping, - Self harm, - Binge eating, - self Induced Vomiting, - Food Avoidance, - Hallucinations, 
Heme/Lymph: - Easy Bruising, - Bleeding, - Pallor, - need for transfusions, - Swollen lymph nodes.
Allergic/Immune: - Frequent infectious Diseases, - Hives, - Frequent Sneezing, - Itchy eyes, - Tearing eyes, - Itchy nose
Endocrine: - Excessive Urination, - Excessive thirst, - Eating Excessively - Temperature Intolerance, - Unexplained/abnormal hair loss

Name of Person filling out this application IF OTHER THAN LEGAL GUARDIAN: _________________________________________________________________________________
Relationship to the patient: ________________________________________________________
RELATIONSHIP TO THE PARENT OR LEGAL GUARDIAN _______________________________

By signing this form, I, the parent/legal guardian to (child’s full name) _________________ ______________________________________ certify under penalty of perjury under the United state law that
-I read and understood every aspect of this intake form, I answered truthfully, completely, to the best of my knowledge and my abilities all the information requested from me. I am aware that by knowingly omitting information or lying on this form, I could negatively impact my child’s health but would also be committing a crime by providing false information to or/and withholding information from the USCIS which would be grounds for them to deny my child’s and/or my own application for immigration status adjustment.
-I know Dr. Deeni De La Rosa will use the information I provided in this intake form as an essential piece to provide the United States Citizenship and Immigration Services (USCIS) a clear and reliable picture of my child’s health so they can determine if my daughter has any medical conditions that prevent her immigration status adjustment as requested. Dr. DE LA ROSA does not make that decision, nor can guarantee the application will be accepted even after following all her recommendations and despite full payment received for services, which will not be reimbursed in any way, regardless of the results.
-After the initial visit, if there is loss of follow up and we do not hear back from you for 3 months or longer, we will close your case/s, and there will be no refunds. We can take you as a patient again, but you will have to pay the visit fee again and fill out new paperwork for us.
- The civil surgeon signs and dates your I-693 form once all the requirements have been fulfilled, the test results can NOT be over a year old (are only valid for one year) and will need to be repeated if it takes the child more than 365 days to complete the requirements for the Civil Surgeon to finalize the form. Once the form is complete and has been signed, the parent or legal guardian will have to pick it up in person and go through the complete discharge process to ensure all the information entered on the original medical report is complete, correct and you received it in a sealed and untampered envelope. No one else can pick the packet up, unless you authorized the Emergency contact you chose on the first page of the intake form to do so. That person needs to show us a valid, government issued, picture ID and we will proceed with the complete discharge process on your behalf. Once the packet has been signed out of the office, Dr. De LA ROSA, DELaR Pediatrics, LLC and it’s staff are no longer responsible, nor can be held liable for what happens in your and /or your family’s USCIS’s application process, nor for lost documents. We recommend you submit the report/s immediately after you receive them to avoid unnecessary complications and delays.
The office will keep an electronic copy of all the medical documents received for this visit for our records. Once the I-639is signed, IT DOES NOT EXPIRE, please don’t lose it, you and the civil surgeon will have to fill out all the documents again, since the USCIS does not accept copies of the previously signed forms, again, please don’t lose it.


Signature OF THE LEGAL GUARDIAN/ PARENT OF THE PATIENT: 


_________________________________________________________________________
Date: _____________________

