RHFIVINEG LUVE IVIEJIILARL SERVIVES, FY
OCA Oft'cialFormNo 960

1) AUTHORIZATION FOR RELEASE OF HEALTH INFORMA TION PORSSANT TO HIPAA
[This form has been approved by the New York State Department of Health]

Patient Name - Date of Birth Social Security Number

s

i

Patient Address

1, or my authorized representaﬁve, request that health information regarding my care and treatment be released as set forth on this form:

In accordance with New York State Law and the Privacy Rule of the Health Insurance Portability and Accountability Act of 1996
(HIPAA), Iunderstand that:

1. This authorization may include disclosure of information relating to ALCOHOL and DRUG ABUSE, MENTAL HEALTH
TREATMENT, except psychotherapy notes, and CONFIDENTIAL HIV* RELATED INFORMATION only if I place my initials on
the appropriate line in Hem 9(z). In the event the health information described below includes any of these types of information, and I
initial the line on the box in Item 9(a), I specifically authorize release of such information to the person(s) indicated in Item 8.

2. If I am authorizing the release of HIV-related, alcohol or drug treatment, or mental health treatment information, the recipient is
prohibited from redisclosing such information without my authorization unless permitted to do so under federal or state law. I
understand that I have the right to request a list of people who may receive or use my HIV-related information without authorization. If
I experience discrimination because of the release or disclosure of HIV-related information, I may contact the New York State Division
of Himan Rights at (212) 480-2493 or the New York City Commission of Human Rights at (212) 306-7450. These agencies are
responsible for protecting my rights.

3. T have the right to revoke this authorization at any time by writing to the health care provider listed below. I understand that I may
revoke this authorization except to the extent that action has already been taken based on this authorization.

4. T understand that signing this awthorization is voluntary. My treatment, payment, enrollment in & health plan, or eligibility for
benefits will not be conditioned upon my authorization of this disclosure.

5. Information disclosed under this authorization might be redisclosed by the recipient (except as noted above in Item 2), and this
redisclosure may no longer be protected by federal or state law.

6. THIS AUTHORIZATION DOES NOT AUTHORIZE YOU TO DISCUSS MY HEALTH INFORMATION OR MEDICAL,
CARE WITH ANYONE OTHER THAN THE ATTORNEY OR GOVERNMENTAL AGENCY SPECIFIED IN ITEM 9 (b).

7, Name and address of health provider or entity to release this information:

8. Nume and address of person(s) or category of persen to whom this information will be sent;

9(a). Specific information to be released:
L) Medical Record from (insert date) to (insert date)
O Entire Medical Record, including patient histories, office notes (except psychotherapy notes), test results, radiology studies, films,
referrals, consults, billing records, insurance records, and records sent to you by other hezlth care providers.

H Other: 7 Include: (Indicate by Initioling)
Alcohol/Drug Treatment
¥ Mental Health Infermation
Authorization to Discuss Health Information HIV-Related Information
{b) L By initialing here 1 authorize
Initials Name of individual health care provider

to discuss my health information with my attorney, or a governmental agency, listed here;

(Attorney/Firm Name or Governmental Agency Name)

10. Reason for release of information: 11. Date or event on which this authorization will expire:
. L} At request of individual
O Other:
12, If not the patient, name of person signing form: 13. Authority to sign on behaif of patient:

All items on this form have been completed and my questions about this form have been answered. In addition, I have been provided a
copy of the form.

Date:

Signature of patient orrepresentative authorized by law.

* Human Immunodeficiency Virus that causes AIDS, The New York State Public Health Law protects information which reasonably could
identify someone as having HIV symptoms or infection and information regarding a person’s contacts.




DIVINE LOVE MEDICAL SERVICES, PC

Return to Work or School Certificate

has been under my care

from to and is able to return to
school/work on Limitation /
Remarks

Sig

Dr. Christine A. Uzoigwe, MD FAAP
9502 FOSTER AVE. BKLYN NY,11236

TEL. 347 425 1849

FAX.347 240 1505




DIVINE LOVE MEDICAL SERVICES, PC
Walk—lg_—Sign-ln- Sheet

Date
Name - ‘IES[NO INSURANCE ARRIVAL TIME
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Asthma Action Plan Ves Rt T | [ Ui on

[To be campleted by Health Care Provitter]

Name . Date of Birth

Address Emergency ContactPhona

Hezalth Care Provider Name Phone Fax

Asthma Severity: IE/lntermittent [J Mild Persistent  [J Moderate Persistent 1 Severe Persistent

Asthma Triggers: [IColds [JExercise DAnimals [ObDust [OSmoke [Food — Dlweather [OOther

You have all of these: MEDICINE: HOW MUCH: WHEN TO TAKE IT:
« Breathing is good
« No cough or wheg

5-15 minutes before exerclse use this medicine

5

S
You have any of these MEDICINE; HOW MUCH: WHEN TO TAKE IT:
» Cough
*» Wheeze
« Tight chest
« Coughing
at night

Your asthima is getting MEDICINE: HOW MUCH: WHEN TO TAKE IT:
waorse fasl:

* Medicine is not helping
+ Breathing is harg ""ﬁi@
fast ;

» Nose opens
= Can't walk 7 _ ] _ .
or talk well ; o A R IR b S )
» Ribs show SEEK EMERGENCY CARE or CALL 9711 NG 5 ares bluis .
.. Getting worse fast, Hard to breathe, Can'i, ; scause of hard 7
eathing or-has passed-out: _ . ‘ o
Make an appointment with your primary care provider within two days of an ER visit or hosphalization
Heallh Care Provider Signature Date
Patient/Guardian Signature [ have read and understood these instructions] Date N
New York City Departrment of Health nd Mental Hyglene New York Clty Asthma [niliative WHITE = PATIENT cGhY
Michael R. Bloomberg, Mayor Adapted from Finger Lakes Asthma Action Plan and NHLBI YELLOW - SCHOUL/DAY CARE CORY
Thomas.R Frleden, M.D., M.PH., Commissioner Revised 06/04 PINK = FROVIDER COPY

nyc.gov/health




CHILD & ADOLESCENT HEALTH EXAMINATION FORM Plaaso |
NYC DEPARTMENT OF HEALTH & MENTAL HYGIENE — DEPARTMENT OF EDUCATION

TO BE COMPLETED-BY THE PARENT OR GUARDIAN

Print Cloarly ) - JN‘(BID (0515)

Chitd's Last Name Flrst Name Middle Name Sex []Female |Date of Birth ManthDay/Year}
] Male ! /
Child’s Address Hispanic/Lating? |Race Check ALL thatapply) 3 American Indian [ Asian [ 8lack [T White
. CiYes I8 |13 Native Hawaltan/Pacitic (slander (3 ther
City/Borongh Zip Code Schioal/Genter/Camp Name District ___.. |Phone Numbers
Number ____ |Home
Health Insurance [ Yes | Parent/Guardian Last Nama First Name Email Gell
{including Medisald)? [ No Work
' TO'BE-COMPLETED:BY THE HEAL'TH CARE-PRACTITIONER wtn
Birth history izge 6-6 yrs) Does the ch:ldladu[escent ham apastor present medmal hrstmg of ﬂie fallowing?
[ Uncomplicated [ Premature: [ Asthata {oheck severity and attach MaF): [T lm_annmem [ Hitd Pesslstent ] Moderato Persistent {1 Severe Persistent
) It perststent, check 2l current medicationfs):  [F Quick Reliel Medication [ Inhated Corticosterpid [T 0ri Steroid 3 Gther Controfer ] None
] Complicated by Asthma Conbol Status {1 well-controlled [ Poorly Controlfed or Not Controlled
[ Anaphylaxis {1 Selzura disorder Medications {attsch BIAF It in-school medication needed)
Allergies L] None L1 Ept pen prescribed £ Sebavioralimental health disorder [ Speech, hearing, or visuat impalrment 1 Hone s 3 Yes pistoeion
) EJ Congenital or acquired heart disorder [ Tuberculosis fitent infection or disease}
1 Drugs gsy [ DevelopmentalAearaing problem L] Hospitalization
07 Foods g ] Diabetes (attach MAH [ Surgesy =
iso [ Qrthopedic injury/disabllity [ Other {specify) T
O other fis) Explain all checked ifems above. ] Addendum attached,
Attach MAF [f In-schaol medfcations nesded
PHYSICAL EXAM General Appearance:
Helght . L Physical Exzm WNL
M Abal NI Abnt - o\ ui Aont At N At
Weight [ C°1 Psychosoctal Development |3 C3 HEENT [0 3 Lymph nodes 3T Abdomen 0 skin
M [ O Language [ [ Dental CF O iengs 3 11 Genltourinary [T 1 Newrological
[ 3 Behavieral 10 Neck 1 3 Cardicvascular 1171 Extremities 3 3 Back/spine
Head Clrcunifecence rage <2 yrs) em {_______%ils) Deseribe abnormallies: B
Blood Pressure (age=3 yrs)
DEVELOPMENTAL (e 0-6yrs) * < Hearing * Data Deny’ © " Resufte
Validated Screening Too} Used? <1 YEﬂID Breaslfed O Formula 3 Both « 4 years; gross hearing [ [yw Al CIReferred
> 1 year [1 Well-balanced ] Needs guidance £ Colnseled (3 Hefene:i
Li¥es L3t Dietary Restrictions £ None ] Yes lst beiow) e v £ 000 Do Detered
Screening Resulls: [ WL 2 4 yis: pre bone audfomew f__ /i Bt OlReferred
[ belay or Goncer Suspected/Confinmed (specity weals] below); e 117211 DateDome~ ° Resuts =
£ Cognifve/Protlem Sobving (] Adaptive/Sell-Help SCREEMING TESTS. . | Date Boce Resilty, " -~ 2| <3 years: Vision appears: ¢t Om Qaw
£ CommunicationLanguage [ &ross Motoe/Fine Motor Bloot Lead Level (BLL) / / —¥OML ity trequiredt for new entrants Right / .
[ Social-Emotional or {7 ather Area of Concern: {required at age 1 yrand 2 B and ehildren age 3-7 years) . iter [
Personal-Sacial yrsand for thoseatask)  § [ ___ ng/dL [ Unable to test
Destnie Suspected Delay or Congern: L ead Risk Assessment ; ; [IALrisk {do BLE) | Screened with Glasses? OYes COHo
raﬂﬂuaﬂ  age Gmo_sm) ———r e Strabismus? OYes Oho
= [1Not at iisk Dental
L e Chld Gar8 OBy —- | Vitible Tooth Recay i OYes OHo
. Hemaglobin or / / j— -6/l |Urgen! need for dertal refesral (oal, swolling, infection} i OYes ONo
Child Becelves EVCPSE/CSE senvices Hematoesit e e 3 5, Dental Visit within the past 12 months i ElYes DINo
GiR Number I | | [ | l | ‘ | I | Fhysician Confimed History of Vasicelia Infection T3 Report only pesttive immunity:
IMMUNIZATICNS ~ DATES 16G Titars | Date
DR 4 f AN S A A N A — Tdap ¢ 1 __4_ 1 |HepatitisB ___7__ 1
L L Y S Y | Y SN S SR R A b1EE Y S S SR SENY AN AN Meastes _ 4 ¢
Polo ___ 7 1 I S S N Varicelia P Y B SN N R Mumps ___ 4 1
HepB __ r v . _ i 4 4 __ 4 4 MeningACWY _ ¢ +  _ f t__ b 4 Rubela s s
Bb __ 1 Y SN Y SUNY MY S S HepA i i b 1 Varicella _ s 71
PGV __ s s [N AU S N Retavirus s 4 L& 1 Polled __r o+
Influenza __ ¢ s e MeelngB 7 1 [ S SR R Polio? 4 1
WY __ ¢+ 1 14 & ¢ 4 Che i Il Polfod __ ; /.
ASSESSMENT [Wett Child (Z00.129) [ Diagnoses/Problems fish ICD-10 Code | RECOMMENDATIONS [ Full physical activity
1 Restrictions {spevity}
Follow-up Needed JNo £ Yes, for Apptdate: s _ 4 __
Referral{s): [JNone {JEaryintervention {{JIEP [ 0ental [JVision
[JOther
Heallh Care Practitionsr Signature Pate Form Complated DOHMK mcmmm 1 | | | |
/ ONLY {FEEeae -
Haalth Care Practitioner Name and Degrea (print Practitioner License No. and State TYEE OF BW:I N m] NﬂE Cumment 'El NAEPﬂur Yeaﬂs]
Facility Name: National Provider tdentifter (NPR
Address City State Zip .
Telephone Email

CH205_Heallh_Exam_2016_Juna_2016.kdd




- W=9 Request for Taxpayer Glve Form to the
(Rev, Oclober 2018) Identification Number and Certification requester. Do not
Departrent of the Treasury . send fo the IRS.

Intemal Revenue Service » Go to wuairs.goviFormWe for instruetions and the latest information.

1 Name {gs shown on your Income tex retum), Name Is required on this line; do not leave this lne blank.

2 Business name/disregardad entity name, if different from above

.
¥

followlng saven boxes.

[ tndividuelfsole progptiotor or (| G Corporation

single-member LLC

s Corporation

[C] timited lrability company, Enter the tax classification (C=G corporation, S=S corporalion, P=Partnetship) ™

3 Check appropriate bex for federal tax classification of the persen whosa name is entered online 1, Check only ono of tho | 4 Exemaptions {codes apply only to

cortaln ontitias, not individuals; sep
Instructions on pago 3):

[ Pantnership L1 Trustiestate

Exampt payoo coda (if any)

Noto: Ghock the appropriate box in the lino above for the tax classification of tho singte-member owner. Do not chock | Exemption from FATCA reporting
LLG If the LLC Is clussllied as a single-member LLC that Is disregarded from the owner unfess the owner of the LLG is

anather LLC that is not disregarded from the ovener for U.S. federal tax purposes. Othenyise, a single-member L1C that coda (It any)

[1 other (ses Instrugtions) ™

is disregarded from the cwner should choeck the appropriale box for the tax classification of its cwnor,

{ppins o sccounts maintined outeids the LS

5 Address (number, street, and apt. or sufte no.) See instructions.

Print or type.
See Specific Instructions on page 3.

Requester's name and address (optional)

6 City, state, and ZIP code

7 List account number{s) herd {optional)

Taxpayer Identification Number (TIN)

Enter your TIN in the appropriate box. The TIN provided must match the name given on line 1 to avoid

backup withhalding. For individuals, this is generally your social security number (SSN). However, for a
resident allen, sole proprietor, or distegarded entity, see the instructions for Part |, fater. For other - -
entities, it Is your employer identification number {EIN). if you do not have a number, see How lo geta

TIN, later.

Note: lf the account is in more than one name, see the instructions for line 1, Also see What Name and
Number To Give the Requester for guldelines on whose number to enter.

Soclal socurity numbar

ar
Employer identification number i

IIZREl  Certification -

Under penalties of perjury, I certify that;

1. The number shown on this form is my correct taxpayer jdentification number (or ! am waiting for a number ta be issued to me); and
2, | am not subject to backup withholding because: (a) 1 am exempt from backup withholding, or {b) | have not been notiffed by the Internal Revenua

Service (IRS) that | am subject o backup withholding as a result of a fallure to report gl Interest or dividends, or (¢} the IRS has nolified me

no longer subject to backup withholding; and
3.1am a U.S. citizen or ather U.S. person {defined below); and

ihat i am
v

4, The FATGA codels} entered on this form Gf any) indicating that | am exempt from FATCA reporting is cotract.

Cerlification Instructions, You must cross out item 2 abave if you have been nolified by the IRS that you are currently subject to backup withhelding because
you hava falled tc report all Interast and dividends on your tax retum. For real estats transactions, item 2 does not 2pply. For morigage interest paid,
acquisition or abandonment of secursd property, cancellation of debt, contributions to an Indlvidual retrement arangsment (IRA), and generally, payments
other than Intarest and dividends, you are not requirsd to sign tha ceritfication, bt you must provide your correct TIN. See the instructions for Part I, later.

Sign Signature of
Here 1.5, porson >

Date >

General Instructions

Section refarences are to the internal Revenue Code unless otherwise
noled.

Future devalopments. For the latest information about developments
related to Form W-9 and its instructions, such as legislation enacted
after they were published, go to www.irs.gov/FormWsa,

Purpose of Form

An Individual or sntity (Form W-9 requastar} who Is required 1o flle an
information retum with the IRS must gbtain your correct taxpayer
identification number (TN} which miay be your soclal security number
(SSN), individual 1axpayer identification number (ITIN), adoption
taxpayer identification number {ATIN), or employer identification number
{EIN), to report on an information retum the amount paid to you, or ather
amount reportable on an information rstum. Examples of information

wmbesumem fmmlireles bnaed s sk P lda sl b b Eo ITame vad oo

= Form 1089-DIV {dividends, including those from stocks or mutual
funds)

« Form 1099-MISC {various types of income, prizes, aviards, or gross
procesds)

= Form 1099-B (stock or mutual fund sales and certain other
transactions by brokers)

» Form 1089-S (proceeds from real estate transactions)
« Form 1099-K (merchant card and third parfy network transactions}

= Form 1088 (home mortgage interest), 1098-E (student loan interest),
1098-T (tuitlon)

« Form 1099-C (canceled debf)
« Form 1099-A (acquisition or abandonment of secured property)

Use Form W-8 only if you are a U.S, person {including a resident
alien), to provide your correct TIN.




DIVINE LOVE MEDICAL SVCS, %3 FAX
TO: FAX:
From: Date:
Re: Page:

1.Urgent 2.for review 3. reply/comment 4.please Recycle

Please find enclosed the copies of the

T.347-425-1849 F.347-240-1505, 9502 Foster Ave. BKN,11236




Date Malledf 'D remecd

NEW YORK STATE DEPARTMENT OF HEALTH FOrWIC Jlgiven ate

DIVISION OF NUTRITION: Use:  lappeoste wics
WIC MEDICAL REFERRAL FORM FOR
INFANTS and CHILDREN

Lchild‘s Last Name (Print): Child's First Name:

Parent/Caretaker's Name: Street: Apt:

City: Zip: On WIC Before: Yes[1 No O Se: MO ¢3

Phone: { ) - Child"s DOB: / / Language(s} Spoken:

{ outhorize (Health Care Provider) to release the information below to the WIC Progrom, oad | authorize the WiC

Progrom to releose Information abaut my infant/child to this health care provider for the purposes of coordinoting his/her health care. If I need to tronsfer to another WIC
Pragram, I authiorize the relecse of this information to the transferrng WIC Program., All information Is considered confidential,

YOUR SIGNATURE:

Health Care Provider: Please complete this section.

BIRTH HISTORY: [l SGA (<10th Weight for Gestational Age}

WEIGHT and HEIGHT must be less than 60 days old on the data ofthe

WiC appointment / / Date Taken:
Birth Weight b oz OR kg Current Weight Ib oz OR kg / !
. Current Height/Length inOR cm / 7
Birth Length In OR cm Weeks Gestation Measurament Tszen; [ 1 standing [ Recumbent {< 2 yrs)
HEMATOLOGY: Date Taken: Provide marker IMMUNIZATION dates or attacha copy of record.
Heh gmjdl. OR Het % R A | First Second Third Fourth Fifth
Hep
|atood Lead mcg/dL at one year of age /¥ B
DTP/
DTap
EBlood Lead meg/dL at two years of sge / /_
MMR
ISPECIFIC MEDICAL DIAGNOSIS OR NUVRITIONAL/HEALTH RISKS including ICD-9 code
Provider's Name (Please Print):
Signature of Health Care Provider
Title:
Medical Office/Clinic:
Street:
City: Zip:
Phone #: Fax #:
Date: / /

Send Completed Form To:

DOH-132 {10/08)

This institution Is on equal oppartunity provider.




NEW YORK STATE DEPARTMENT OF HEALTH
WIC Program ‘

VAea™ AA™Y §2 773 7 P ¥R DY ok M asioer B AT T Ly BES

WIC Medical Documentation

INSTRUCTIONS: Complete sections A-D for WIC participants requiring exempt formu

For WIC approved formula, nutritionals and supplemental foods

e et ok 12 Ao ks 5o P St P, LI LT AT e R

la, nutritionals and supplemental

York | WIC
STATE | Program foods {NYS WIC Formulary: hitps://wawhealth.nv.ov revention/nutritionfwic/a .
d Tncomplete forms will cause delays in issuance of prescribed products. The provision of formulaffood is subject to WIC
' policies and procedures. Multiple formulas may be listed 1o allow for alternative options based on product availability.
{Details on back]
Kl iatin 7Y Y T R
Patient Name: < .o o Date of Birth: / /-

. : By NP AL w .
1. Farmuta/Nutritional Requested: I
2. Product Form: [J Powder [} Concentrate wl'_] Other:
3, Prescribed Amount: [ ] 20-32 oz/day (U_VIC Max} OR _____ oz/day(see backfor addftional details)
&, Length of Use: ] until Age1 OR ______ months (max of 12 for children/women)

5. Spedial Instructions/Comments:
6. WIC Qualifying Medical Condition (choose at least ane):

[1 Developmental delay [ Low birth weight (< 24 months only) [ *Other:
[ Dysphagia [ Malabsorption syndromes

] Failure tothrive [} Metabolic disorders

] Gastrointestinal diseases = P}Emature birth {< 24 months only)

[ Immune system disorder [} Severe food allergies.

g,

wresipplerental Febupestricionsitanplicale. 100 o
Infants 6-11 months: Children = 12 months & Wamen:
NOT allowed: NOT atlowed:
(] Solids, provide formula only [7] Solids, provide infant fruits and vegetables and infant cereal
"] Infant Cereal [ Solids, provide forrndlq anly
] Fruits/Vegetables [ Cheese/Milk/Yogurt [] Eggs [3 soymilk/Tofu

*Note: The following non-specific symptoms and
conditions are not acceptable: dermatitis, formula/foad
intolerance, fussiness, gas, spitting up, constipation,
diarrhea, vomiting, colic, underweight, overweight.

[} Canned Fish [[] PeanutButter [} Other:

e Promder.j::ij:f_t:n_:gsahu P,:PA) ) s o
Provider's Signature Date / / Provider Stamp
Provider's Printed Name Phone Number Fax Number
Street Address ‘ City, State, Zip Code

:‘ p?. . ..5"'..' t.:*'.i«ni_aaé-‘nﬂ e TR LAAAIE SHLAE T S I I LR )
[ authorize the above health care provider and-NYS WIC agency staff to disclose/discuss info
goad for the length of this certification. I understand that I may cancel this permission at any time
This release is not a condition of WIC eligibility. T

L)

rma tion regarding feeding needs. This permission is
by request lo my health care provider and WIC.

Participant/ParentfCaregiver Signature Printed Name

Date

RIS

WICID # . [7] Consent on fie at WIC Date Dbtained: / /
Date and Initial: ] Approved ["] Pending [] Disapproved
Comments:

This institution is an equal opportunily provider.

DOH-4456 {6/22) Page 1 0f 2
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Dr.Christine A. Uzoigwe, MD,FAAP

DIPL.OMATE, AMERICAN BOARD OF PEDIATRICS.
9502 Foster Avenue,Brookiyn, NY 11236
Tel 3474251849,7186889620, fax 3472401505

Date—--—mann---
Name—------------ e

Please see the checked 1tems below

03 The number we have on file is disconnected/ not in service/ WI0ilg
Please give us'your new phone number.

O We tried to reach you, but you were unavallable

-

£ The throat culture of your child was positive for Group A Beta Strep.
Please call the office for details,
3 The latest blood test of your child showed Anemia. Please
: Come for an iron prescription/ take vitamins with iron. See enclosed diet.
.0 The-Iatest blood test of your child showed a low/ high WBC count. Please
come for repeat blood testing in week/s

(J The latest blood test of your child showed a high cholesterol
at mg/dl. The normal is 170 mg/d! or lower. Please see enclosed diet.

U The latest blood test of your child showed a high triglyceride

at____ mg/dl The normal is 129 mg/dl or lower. Please see enclosed diet :

O The latest urine analysis of your chiid showed protein. Please come to
collect a specimen container to perform a 1* morning urine collection.

£ The latest urine analysis done on your chlld showed bacteria. Please come
for a urine collection contaiper,

[0 The latest blood/ urine/ stool test done on your child showed abnormal
results. Please call the office for details.

» [ Plea /se’t.all the office to speak to Dr. Bravo.
1D/Please call the office to schedule an appomtment for a follow-up visit.

Tt . oS
.- -'-_.f‘ T

r



DIVINE LOVE MEDICAL SERVICES PC

9420 FOSTER AVENUE, BROOKLYN NY,11236 Tel 347 425-1849, Fax 347 240-1505

Receipt of Payment
Received From: Date
Amount  $ Payment Type  CASH Receipt

#
Charge Details: DOS;

Date | Description units fees payment | Total
fees
MEDICAL 1 3 $ $
TOTAL

ACCOUNT BALANCE SUMMARY
TOTAL BALANCE$0
PATIENT BALANCE

INSURANCE BALANCE Thank you for choosing Divine Love Medical




DIVINE LOVE MEDICAL SERVICES PC

9502 FOSTER AVENNUE BKLYN NY ,11236. TEL; 347-425 1849

MEDICAL CERTIFICATE/CLEARANCE

TO WHOM IT MAY CONCERN;

I, Christine Uzoigwe, MID FAAP, hereby certify that am a
physician licensed by the state of New York(License #243076)
with office location at the above address.

I conducted a physical examination of- -

on the basis of this said examination, 1
conclude that s/he does not appear to have any physical or
mental condition which would impair his/her ability to
perform his/her duties and hence is medically cleared to work,

Sincerely,

Physician signature  Physician name Date of exam.




DIVINE LOVE MEDICAL SERVICES PC

9420 FOSTER AVENUE, BROOKLYN NY,11236 Tel 347 425-1 849, Fax 347 240-1505

Receipt of Payment
Received From: Date
Amount  $ Payment Type CASH Receipt

#
Charge Details: DOS;

Date | Description units fees payment | Total
fees
MEDICAL 1 $ . $ ' $
TOTAL

ACCOUNT BALANCE SUMMARY

TOTAL BALANCES$0

PATIENT BALANCE

INSURANCE BALANCE Thank you for choosing Divine Love Medical




&>

>

DIVINE LOVE MEDICAL SERVICES, PC

Return to Work or School Certificate

has been under my care

from to and is able to return to
school/work on Limitation /
Remarks

Sig

Dr. Christine A. Uzoigwe, MD FAAP
9502 FOSTER AVE. BKLYN NY,11236

TEL. 347 425 1849

FAX.347 2401505




DLMS NEW PATIENT HISTORY

Patient Name:

Date Of Birth:

Birth History:

Adopted: Y/ N Assisted-Conception: Y/ N

Multiple Birth; Y/N Gestational Diabetes: Y/N

Name of Hospital; High Risk Pregnancy: V)N

Term {in weeks); Induction of Labor: Y/ N

Birth Weight: Maternal Use of Alcohol: Y/ N

Birth Length: Maternal Use of Tobacco: v /N

Condition at Birth (healthy?): Y/N Maternal Use of Drugs: Y/ N

Please explain if No: Surgeries (on baby): Y/ N

Delivery: C-Section / Vaginal - Circumcision (Boys of’}ly): Y/ N

Breast Milk / Formula (type) Jaundice ‘ Y/ N
, Family History

Biological Mother: Biclogical Father:

Allergies: Allergies:

Medications: Medications;

Health Concerns: Health Concerns:

Drug/Alcohol Use: Drug/Alcohol Use: ‘

Smoker: Y/N Smoker: Y/ N |

Sibling: Sibling:

Allergies: Allergies:

Developmental Delays: Pevelopmental Delays;

Asthma; Y/ N Asthma: ' Y/ N

Anernia: Y/N Anemia; Y/ N

Other: Other;

Extended Family History

*Please list any family members with these health concerns*

Kidney/Liver Disease:

High Cholesteral;

Stroke: High Blood Pressure:
Cancer: Heart Problems:
Asthma: Diabetes:

Allergies: Hypo/Hyper Thyroid:
Sudden Death: Mental lllness:
Developmental Disability: Reflux; ,
Seizures; Anemia:

lWho lives in home:

Social History

Pets in Home:

Smokers in home: Y/N




AT-16 THE. UNIVERSITY OF THE STATE OF NEW YORK
THE STATE EDUCATION DEPARTMENT _
Albany, New York 12234

PHYSICAY, FITNESS CERTIFICATION

(Name of Applicant) ‘ " (Address)

[[Male [I¥emale  []Other
(Date of Birth)

INSTRUCTIONS TO HEALTHCARE PROVIDER: .
Complete Part A unless certificate is limited —in which case complete Part B

Al I hereby cextify that I have examined the above-named applicant and find they are
physically qualified for Iawfn] employment.

(Date of Physical) (Signature of Healthcare Provider)

(Address of Healthcare Provider)

B. I bereby certify that I have examined the abave-named applicant and find they have a
disability that requires limnited employment.

(1) Disability -
(2) Occupation —

(3) Employer —

(Date) (Signature of Healthcare Provider)

(Address of Healthcare Provider)

If a limited cerfificate is indicated, the disability,

occupation, and employer must be indicated to make this
certificate valid.
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t[ly Avach 3 ALLERGIES/ANAPHYLAXIS MEDICATION ADMINISTRATION FORM
p::,’:f,:tm f Pravider Medication Order Form | Office of School Health | School Year 2023-2024
Jussrsarveaxssd  Plaaca return to School Nurse/School Based Health Center. Forms submitted after June 15! may delay processing for new school year,
Student Last Name: First Name: Middle Date of birth:
Sex: [l Male []Female OSIS Number: Weight: ____
Schoal (include name, number, address, and barough}:
DOE Districk: ___ Grade: Class:

HEALTH CARE PRACTITIONERS COMPLETE BELOW
Specify Allergies:
History of asthma? [7] Yes {If yes, student has an Increased risk for a severe reaction; complete the Asthma MAF for this student} I ne

History of anaphylaxis? ] Yes Date: [ONe

If yes, system afiected 1 Respiratory O skin O Gl {1 Cardiovascular 0O Neurologic

Treatment: Date:

Does this student have the zbility to: Self-Manage (See ‘Student Skill Level' below) 1 ves ] No
Recognize signs of allergic reactions E] vyes 1 No

Recagnize and avoid allergens Independently E1 Yes E] No

Select In-School Medications

SEVERE REACTION
A. Immediately administer epinephrine ordered below, then call 911.
0O ¢img 0 0.15mg O 0.3mg
Give inramusculary In the anteralateral thigh for any of the following signs/symptoms {retractable devices preferred) :
- Shortness of breath, wheezing, orcoughing = Fainting or dizziness « Lip or tongue swelling that bothers breathing
«  Pale or bluish skin color = Tight or hoarse throat « Vomiting or diatthea (if severe or combined with other symptoms)
+  Weak pulse - Trouble breathing or swallowing  + Feeling of doom, confusien, altered consciousness or agilation
- Many hives or redness over body
3 Other:

{1 1 this box Is checked, child has an extremely severe allergy to an insect sting or the following food(s):
Even if child has MILD signs/symptoms after a sting or eating these foods, give epinephrine and call 911.

8. If no impravement, or if signs/symptoms recur, repeat in minutes for maximum of ____ times {not to exceed a total of 3 doses}
[1 1f this box Is checked, give antihistamine after epinephrine administration (order antifiistamine below)

Student Skill Level (select the most appropriate option):
] Nurse-Dependent Student: nurse/lrained staff must administer
[ Supesvised Student: student self-administers, under adult supervision

[7] Independent Student: student is sel-camy/self-administer
O 1alest student demonstrated ability to self-administer the prescribed medication

eHectively during school, field trips, and school sponsored events - Practitioner’s Initials:

WALD REACTION (parent must supply medicine for use in medical room)

For any of the following signs and symptoms , give:
+ Benadryl mg pe Q6 hours pm
e Name: Preparation/Concentration: Dose:, PO ] Q4 hoursE3Q6 hours £ Q12 hours pm

Student SkillLevel {select the most appropriate option):
mNurse-Depandenl Student: nurse must administer
Supervised Student: student self-administers, under adult supervision

Independent Student: student is self-camry/ self-administer
O 1 attest student demonstrated abllity 1o self-administer the prescribed medication
effectively during school, field {rips, and schoo! sponsored events - Practitioner's Initiats:

OTHER MEDICATION
. Give Name: Preparation/Concentration: Dose: POQ_____hours pm

Specify signs, symptoms, or situations:

If no improvement, indicate instructions:
Conditions under which medication should not be given:
Student Skill Level {select the most appropriate option):
1 Murse-Dependent Student: nurse must administer
[ Supervised Student: student self-administers, under adult supervision
Edindependent Student: student Is self-carry/ self-administer
O [ attest student demonstrated ability to self-administer the prescribed medication
effectively during school, field trips, and schoo! sponsored events - Praclitionar's Initials:

Home Medlcatlons {include over the counter) (O None

Health Care Practitioner

Last Name (Print}: First Name {Print): Signature;

NYS Licensa # {(Required): NPl #: Please check one: LMD E100 EINP [JPA Date:
Address: E-mail address;

Tal: FAX: Call Phone:

INGOMPLETE PRACTITIONER INFORMATION WILL DELAY IMPLEMENTATION OF MEDICATION ORDERS  FORMS CANNOY BE COMPLETED BY A RESIDENT Rev 3/23 PARENTS MUST SIGN PAGE 2 »




MEDICATION ADMINISTRATION FORM - OFFICE OF SCHOOL HEALTH

THIS FORM SHOULD BE USED FOR NON-ALLERGY / NON-ASTHMA MEDICATIONS ONLY
Authorization for Administration of Medication to Students for School Year 2016-2017

Student LastName First Name Middle Dats of birth L O Male
“un pb vvvy | O Female
ATTACH STUDENT PHOTO HERE Guardian's e-mail address OSIS Number __ _______. S
’ School (include name, number, address and borough) DOE District Grade Class
The following sections to be completed by Student's HEALTH CARE PRACTITIONER
1. Diagnosis: ICD-10Code __ __.____ In School Instructions
Medication: U Standing daily dose: at__:__ aM/PM and ____Am/pM
Generic and/or Brand Name N AND/OR

Preparation/Concentration:
Dose: Route;
Select the most appropriate option for this student:

o Nurse-Dependent Student: nurse must administer medication

o Supervised Student; student self~administers, under adult supervision

t1 Independent Student: student is self-carry / self-administer (NOT ALLOWED

FOR CONTROLLED SUBSTANCES):™
+ [ alfest sludent demonstrated the ability to self-administer the prescribe
medication effectively for schoolffield tripsfschool-sponsored events. _____

O PRN

specily signs, symgtoms, or situations
O Time interval: q __ minutes or q_ _ hours as needed.
0 If no improvement, repeat in __ minutes or __hours for a maximum

of __times.

Conditions under which medication should not be given;

** DARENT MUST INITIAL REVERSE SIDE =

2. Dlagnosis: ICD-10Codey __ _.__ . in School Instructions

Medication: 0 Standing daily dose: at _._:__ Aam/PM and i _hM/PM
Genetic andfor Brand Name ANDIOR

Preparation/Concentration: o PRN

Dose; Route:

Selact the most appropriate aption for this student:

o Nurse-Dependent Student: nurse must administer medication
o Supervised Student: student self-administers, under adult supenvsion
o Independent Student: studentis self-carry / self-administer (NOT ALLOWED
FOR CONTROLLED SUBSTANCES):"
» | attest student demonstrated the ahility fo self-administer the prescribed
medicalion effectively for schoolfield tripsfschool-sponsored events,

praciloner's kétals
* PARENT MUST INITIAL REVERSE SIDE

specify signs, symploms, or situations
0 Time interval: q __ minutes orq__ hours as needed.
O If no improvement, repeat in __ minutes or __hours for a maximum

of __ limes.
Condiions under which medication should not be given:

3. Diagnosis: ICD-10Codey __ _.__ _ In Schoot Instructions ‘

Medication: 0 Standing daily dose:at __:__am/pmand i __BMIPM
Generic andfor Brand Name AND/OR

Preparation/Concentration: O PRN

Dose; Route;

Select the most appropriate option for this student:

a Nurse-Dependent Student: nurse must administer medication
o Supervised Student: student self-administers, under adult supervision
o Independent Student: studentis self-carry { self-administer {NOT ALLOWED
FOR CONTRQLLED SUBSTANCES):"
+ | attest student demonstrated the ability o setf-administer the preseribed
medication effectively for schoolifield trips/school-sponsored
avents,

prrcioners |sfale
™ PARENT MUST INITIAL REVERSE SIDE

specify signs, symptoms, or situations .
O Time interval: q __ minutes or q_ _ hours as needed,
a If no improvement, repeat in ___ minutes or _ _hours for a maximum

of __times.
Conditions under which medication should not be given;

HOME Madications (include over-the counter)

For Office of Schoc] Health (OSH) Use Only

Revisions per OSH after consuliation with preseribing health care practiticner.

O [EP

Health Care Practitioner LAST NAME FIRST NAME (Please Signalure

Print)

Address Tel. No, (o) FaxMNo(_.__)__. - . ...
E-mail address” Cell phone™ (___)___-_____

NYS License No (Required) __ . _ ___ _ {MedicaidNo __ ___ _ __ IweMo._ _ ___ _ ___ lpae__s 1

INCOMPLETE PRACTITIONER INFORMATION WILL DELAY IMPLEMENTATION OF MEDICATION ORDERS

Confidential information should not be sent by e-mail

Rev:
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ASTHMA MEDICATION ADMINISTRATION FORM

PROVIDER MEDICATION ORDER FORM | Office of School Health | School Year 2023-2024

Please return to School Nurse/School Based Health Center. Foarms submitted after June 1st may delay processing for new school year.

Foazdpas

Student Last Name: First Na‘me: Middle Initial; Date of birth:
Sex: [l Male [ Female CSIS Number: DOE District: Grade/Class:
School (include; ATS DBN/Name, address, and borough}:

I HEALTH CARE PRACTITIONERS COMPLETE EELOW

Diagnaosis Control (see NAEPP Guidelines) Severity (see NAEFP Guidelines)
£ Asthma £ well Controlled Intermittent
£ Other: EJ Not Contralled / Poorly Contralled [ Mild Persistent
E1 Unknown 1 Moderate Persistent
{1 Severe Persistent
E1 unknown
Student Asthma Risk Assessment Questionnaire (Y = Yes, N = No, U = Unknown)
History of near-death asthma requiring mechanical ventilation By EIN U
History of life-threatening asthma (loss of consciousness or hypoxic seizure) Y in Mu
History of asthma-related PICU admissions {ever) My BN au
Received oral steroids within past 12 months By EIN v __ times last:
Histary of asthma-related ER visits within past 12 months 0y EIN Fju ____ times tast:
History of asthma-related hospitalizations within past 12 months iy N u __ limes last:
History of food allergy or eczema, specify: Y EIn Eu
Excessive Shart Acting Beta Agonist (SABA) use (daily or > 2 times a week)? E Y L Mu
Home Medications (include over the counter) Cl None
0 Reliever: O Contraller: O Other:

Student Skill Level {select the most appropriate option}:
1 Nurse-Dependent Student: nurse must administer medication
Supervised Student: student self-administers, under adult supervision
E3 Independent Student: student is self-carry/self-administer

3 |attest student demonstrated ability to self-administer lhe prescribed medication effectively during school, field trips, and school- Sponsored
avenis. Practitioner’s Initials:

Quick Relief In-School Medication
** [f in Respiratory Distress: call 911 and give albuterol 6 puffs: may repeat Q 20 minutes until EMS arrives!
01 Albuterot [Only generic Albuterol MDI w/ individual spacer is provided by school; this will be used if prescribed medication below Is unavallable)
Standard Order: Give 2 puffs q 4 hrs PRN for coughing, wheezing, tight chest, difficulty breathing or shortness of breath,
Monitor for 20 mins or until symptom-free. If not symptom-free within 20 mins may repeat ONCE.
Other Quick Relief Medication:
1 Other Albuterol Dosing: Name: Strength :
7 Alrsupra (albuterol & budesonide) Strength

Dose: puffs every hours. If not sympiom-free within 20 mins may repeat ONCE
Dose puffs PRN every __hrs. If not symplom-free within 20 mins may repeat ONCE

G Symbicort {formoterol & budesonide ) Strength : Dose: puffs every min or ____hrs, O May repeat ONCE PRN
O Albuterof with ICS : 0 Albuterol __ puffs followed by Flovent puffs every hrs. If not symptom-free in 20 mins may repeat ONCE
O Albuteral ___puffs followed by Qvar puffs every ___hrs. If not symptom-free in 20 mins may repeat ONCE
O Albuterol MDI puffs followed by 1CS (Name) Strength: puffs every___ hrs
[1 URJ Symptoms/Recent Asthma Fiare: 2 puffs @noon for 5 school days when directed by PCP
Name: Dose: puffsf AMP g hrs.
{1 Pre-exercise: Name: Dose: putfs/ AMP 15-20 mins before exercise.

Special Instructions:

Controller Medications for In-School Administration (Recommended for Persistent Asthma, per NAEPP Guidelines)
O Fluticasone [Only Flovent® 110 mcg MDI is provided by schiool for shared usage] O Stock [ Parent Provided
Standing Daily Dose: ____puff (s} Oone OR [0 two lime(s) a day Time: AM and PM
3 Symbicort (provided by parent). Standing Daily Dose: ___ puff (s} 0 one OR O two time(s} aday Time: AM and PM Special
Instructions:
O Other ICS (provided by parent) Standing Daily Dose!
Name: Strengih: Dose: Route: Frequency: [0 one OR O two tims{s) aday Time: AM&__ PM

Health Care Practitioner
Last Name (Print): First Name (Print): EAMD FIDO I NP EIPA

NYS License # NPI#: Signature: Date:
Completed by Emergency Department Medical Practitioner: £1Yes 3 No (ED Medical Practitioners will not be contacted by OSH/SBHC Staff)
Address: E-mail address.

Tel FAX: Cell Phone:

CDC and AAP strongly recommend annual influenza vaccination for all children diagnosed with asthma.

FORMS CANNOT BE GOMPLETED BY A RESIDENT PARENTS MUST SIGN PAGE 2 2
INCOMPLETE PRACTITIONER INFORMATION WILL DELAY IMPLEMENTATION OF MEDICATION ORDERS. | REV 3/23




