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Wetcome to Tumwater Famity Practice Ctinic! We are honored that you have chosen us as your
heatthcare provider. Our goat is to provide high-quatity, compassionate care in a timety and
respectfut manner.

NEW PATIENT APPOINTMENT DETAILS

Date Time: Check-ln Time:

Appointment Provider:

CLINIC HOURS
Our ctinic is open seven (7) days a week. Office hours may vary by day and service type. For
the most current hours and provider avai[abitity, ptease visit our website or patient portat.

APPOI NTM ENT PREPARATION
Ptease bring your current insurance card and a photo lD to hetp us verify your information.
Notifu our staff of any changes to your insurance, address, or contact information.
Registration forms are updated annuat[y.

PAYMENTS & BILLING
Copayments, deductibles, and outstanding batances are due at the time of service untess
prior arrangements have been made with our Bitting Department. Bitting support is
avaitabte Monday-Friday during normat business hours.

ARRIVAL & APPOINTMENT TIMING
Ptease arrive earlyforyour appointment. lf you arrive tate, you maybe asked to reschedute.
White we strive to stay on schedute, emergencies may cause detays. You may choose to
reschedute or wait to be seen.

PATIENT PORTAL
We strongty encourage att patients to use the secure Patient Portat. The portat a[tows you
to view test resutts, request refilts, and send messages. Portat access can be set up at the
front desk with a vatid emait address.

MEDICATION POLICIES
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MISSED APPOINTMENTS
Appointments not canceted at teast 24 hours in advance may be subject to a missed
appointment fee. Repeated missed appointments may resu[t in dismissat from the
practice. Ptease see our Financial Poticy for detaits.



Tumwater Family Practice Ctinic does not provide l,ong-term opioid or chronic pain
management services. Patients requiring speciatized pain management may be referred to
appropriate specia tists.
Prescription refilis are processed during weekday business hours. Please atlow 4B-72
hours for refitt requests. New medications and antibiotics require an appointment and
evatuation. After-hours refitls are not provided.

REFERRALS

lf your provider determines that specialty care is needed, a referrat may be ptaced on your
behatf. Some insurance plans require prior authorization before a referral can be
completed. Processing time$ vary based on insurance requirements and speciatist
avaitabitity.
Ptease altow adequate time for referrats to be processed, which can often be 5-7 business
days. Our referrats team witl contact you if additional information is needed. lt is your
responsibitity to notify our office if your insurance changes, as this may detay or impact
referraI processing.

PEDIATRIC & I-IINOR PATIENT$
A tegat parent or guardian must be present for minor patient appointments untess tegat

documentation is on fite. lmmunization records are required for pediatric patients.

VACCINATION POLICY
Tumwater Famity Practice Cl,inic fotlows CDC-recommended immunization guidetines to
promote patient and community safety. vaccination decisions are reviewed on a case-by-
case basis, and we encourage open discussion with your provider.

FEEDBACK & QUESTTONS
We vatue your feedback. Ptease share questions or concerns during your visit, through the
patient portat, or by catting 350-754-6367.

Thank you for choosing Tumwater Famil.y Practice Ctinic. We took forward to partnering
with you in your heatthcare.

Sincerely,

The Providers and Staff of Tumwater Famity Practice Ctinic
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Tumwater Family Practice Clinic - Pediatric Medical History Form

Parents - ptease hetp us by answering the fotlowing questions about your child's history.

Patient Name: Date of Birth: PCP Provider:

Ptease comptete this sheet by fitting in the bubbles comptetely.

Birth Historv:

Adopted O Yes Birth by C-Section

Probtems during Pregnancy O Yes Probtems after Detivery

Premature O Yes Low birth weight

General Historv: Have the fotlowing occurred to your chitd:

O Yes

O Yes

O Yes

Hospitatization(s)?
Attergic Reaction(s)?
Are there developmentat concerns?
Are lmmunizations Current?

O Yes

O Yes

O Yes

O Yes

Describe:
To What:
Describe:
ONo

Medical Historv: ln the past has your chitd been diagnosed with any of the fottowing:

ADD O Yes Learning difficutty O Yes Esophageal reftux

Altergies O Yes Poor weight gain O Yes Failure to thrive

Autism O Yes Stuttering O Yes Heart Murmur

Depression O Yes Undescended testis O Yes Hernia

Ear lnfections - Chronic O Yes Birth Defect(s) O Yes Lactose lntoterance

Exposure to cigarette smoke O Yes ADHD-hyperactive/imputsive O Yes Milk protein atlergy

Seizures O Yes Asthma O Yes Speech/tanguage detay

Heart Probtems O Yes Constipation O Yes Umbiticat hernia

lnsomnia O Yes Devetopmental detay O Yes UTI

Family History: Have any of the famity members listed been diagnosed with the fottowing:

O Yes

O Yes

O Yes

O Yes

O Yes

O Yes

O Yes

O Yes

O Yes

Mother:

O Altergies O Asthma O Cancer

O Mental lttness O Atcohotism O Heart Disease

O Thyroid Probtems O Bteeding Disorder

Father:

O Attergies O Asthma O Cancer

O Mental ltlness O Atcohotism O Heart Disease

O Thyroid Probtems O Bteeding Disorder

Siblings # of brothers: # of sisters:

O Attergies O Asthma O Cancer

O Mental ltlness O Atcohotism O Heart Disease

O Thyroid Probtems O Bteeding Disorder

O Diabetes

O Hypertension

O Arthritis

O Heart Attack

O Seizures O Stroke

O Kidney Problems

O Diabetes

O Hypertension

O Arthritis

O Heart Attack

O Seizures O Stroke

O Kidney Probtems

O Diabetes

O Hypertension

O Arthritis

O Heart Attack

O Seizures O Stroke

O Kidney Probtems

** See reverse side to list any other medical issues as well as any surgeries they have had**



Tumwater Family Practice Clinic - Medical History Form

Ptease tist any past or ongoing medicat issues not specified on the front:

Ptease tist types and dates of any surgeries you have had:

Alle es: List each substance are atle ic to and the reaction rienced.

Current Medications: Use the reverse side of the form if needed

Name of Medication Dose How often you take it What you take it for



Tumwater Famity Practice Ctinic
Pediatric Patient lnformation Form

It is very important that we have accurate patient and famiLy information. Ptease print ctearty.

Futl Name: Preferred Name: DOB:

Sex Assigned at Birth: trFemate trMate Gender ldentity and Pronouns (optionat):

Mailing Address:
(Street or PO box) (APT #) (City) (State) (zip)

*We witl send Bil,ting Statements, Lab Resutts, and at[ other correspondence to this address.

Primary Phone#: UCetL flHome trOther:
(Appointment reminder catts witt be sent to this number)

Secondary Phone#: trCett trHome trOther:

Patient Direct Phone #: (Patients 12yrs+)

Preferred Pharmacy: Location:

Race: trWhite tr Asian trBtack or African American trAmerican lndian/Alaska Native

tr Native Hawaiian or Other Pacific lstander tr More than one race tr Other:

Ethnicity: trNon-Hispanic tr Hispanic Origin trUnknown

Primary Contact Adult: (Same contact information as above)

tr Biotogicat Parent Estep-Parent tr Adoptive-Parent E Foster-Parent trLegat Guardian

Name: Date of Birth:

SSN # (or) Driver's License #:

Secondary Contact Adutt:
tr Biotogicat Parent trStep-Parent E Adoptive-Parent E Foster-Parent trLegal Guardian

Name: Date of Birth:

SSN # (or) Driver's License #: Phone #:

Add ress:
(lf different from the patient's address)

Emergency Contact: (Not tisted above)

Name: Phone:

Primary Physical Custody Hetd By:

(lf parentat rights have been tegal.l,y terminated, a court order must be on f ite.)

Biotogicat Mother (if known):

Biotogicat Father (if known):

UPDATED OI12026

Retation:

Date of Birth:

Date of Birth:


