Ponderosa Pediatrics Walk-In Clinic Questionnaire

Ponderosa Pediatrics offers a daily walk in clinic as a convenient alternative to more expensive and time
consuming emergency rooms or urgent care facilities. Patients are seen in the order they check in. This may
result in longer wait times, and scheduled appointments will be seen before walk in patients. You have the
option to schedule an appointment later in the day, but we cannot guarantee you will be seen immediately.
Although you may have to wait for your child to be seen, it is typically less than half the time required for ER or
urgent care clinics. If you have schedule constraints, please ask for an appointment later in the day.

This walk in clinic is for sick children only. We will only address your child’s immediate symptoms. We will not
address chronic illnesses or well child visits. Any additional issues will require a separate scheduled
appointment.

In consideration of other patients and to help keep wait times as short as possible, please refrain from using
cell phones while in the exam rooms, supervise your children at all times, and remain in the “sick child” side of
the waiting room even though the other side is relatively empty. Thanks for choosing Ponderosa Pediatrics.

Today's Date: Time:

Patient Name: Date of Birth: Age:

My child is here today for the following reason(s):

[ Respiratory issues [ Pain with Urination [ | Diarrhea
|:| Wheezing D Vomiting D Rash

[ ] Shortness of breath [ ] Bleeding [ ] Ear Pain
[ ] Cough [ ] Chest Pain

D Sore Throat D Fever

[ ] Nasal Congestion [_] Eating Poorly

How long has your child had these symptoms?

What other symptoms, if any?

It is my responsibility to know what my insurance will and will not cover. T am responsible
for any and all charges incurred here that are not paid by my insurance. My signature below
acknowledges that I have read this entire sheet, agree to the conditions and terms, and
will pay for all charges not paid by insurance.

Printed Name: Signature:
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