Luis E. Bello-Espinosa, M.D.

Pacific Pediatric Neurology Center
2100 Webster St, Suite 115
San Francisco, CA 94115
Phone: 415.600.5878 ~ Facsimile: 415.600.3595
Email: bellol@sutterhealth.org or bellol@drluisbello.comss
http://www.drluisbello.com

Dear Parent:

Welcome and thank you, for taking a few minutes to visit our Website.

Most probably you have been referred to our Pediatric Neurology Center, as your Pediatrician or Family Doctor are concerned with a potential
neurological problem. In many instances we are delighted of finding no neurological abnormalities. Your child may have been referred for
headaches, seizures, developmental delay, autism, etc. As part of the evaluation we would like you to provide us with as much information as
you can, including all records from previous evaluations if you have those available. Please download our intake form or ask Bill or Latoya at
415.600.6596 or 5878 our coordinators to mail it or fax it to you. If you have any available MRIs or EEG tracings, please bring them with you.

During the Pediatric Neurological evaluation, depending on the level of complexity, we will spend between 45 minutes to one hour, reviewing
your case and examining your child. We will take a comprehensive clinical history of the illness, complaints and the clinical symptoms, we will
review your child's birth and previous medical history, the family history including ethnicity and we will do a comprehensive neurological
examination. Subsequently we will discuss in detail which is our diagnostic impression and recommendations.

Based on the clinical course, if necessary some testing may be recommended or not. These may include from routine blood work to more
complex metabolic and or neurogenetic testing. If your child is suspected to have seizures and or epilepsy, and EEG may be ordered. For the
most part we almost never need to give sedation for this test. If your child requires elective neuroimaging, a MRI of the brain or the Spine may
be ordered, since it provides a more detailed picture of the brain. MRIs do not use radiation rendering it a safer procedure. If your child has
complicated or refractory epilepsy is probable that a 24-48 hours Digital Video-EEG will be obtained in order to discern what kind of Epileptic
Syndrome your child has. This will allow a better therapeutic approach. If your child has Autism, is not uncommon that they are agitated or
restless. If possible please ask a relative or caretaker to come along, so this will allow us to discuss with you our findings and suggestions.

We stride for trying to provide you with the best standard of care, and we will try to answer all your questions. If there is a complex concern,
we will not hesitate to discuss your child's case with our colleagues here at CPMC and/ or at UCSF. If your neuroimaging has a significant
abnormality we will also discuss it at our weekly Pediatric Neuroradiology conference at UCSF.

After your child is evaluated we will generate a report. It will be a summary of the history (not verbatim), the clinical findings and our
diagnostic impression. We will address it to your physician. We will send you a copy as well.

Mostly of the parents are receptive to our recommendations. If you wish to obtain a second opinion, we welcome it and we well be glad to
forward our report and/or talk to the consultant. If you need and would like a referral to another tertiary center elsewhere in the country we will
be glad to arrange it for you.

Please do not hesitate to contact our staff. We will try as advocate of your child to make this evaluation an easy and uncomplicated experience.

Luis E Bello-Espinosa, MD



Date of Visit :

PATIENT INFORMATION

Name:

School Grade:

Luis E. Bello-Espinosa, M.D.
Pacific Pediatric Neurology Center
2100 Webster St, Suite 115
San Francisco, CA 94115

Age: Birthplace:

School Name:

Handedness: 1 Right O Left

BIRTH HISTORY

Lbs. (OrKgs)

Weeks O Full Term O Preterm

Delivery: L Vaginal  C-Section Reason for C-Section:

Apagars (If Known):

ONLY IF CONCEPTION WAS ARTIFICIALLY INDUCED: | Was med. Induced 1 IVF [ other

PROCEDURES: Q cvs O AMNIOCENTESIS

MEDICATIONS DURING PREGNANCY

O None O Prenatal Vitamins. When did you start to take them:

L Other — Please Specify

MOM’S PREGNANCY:
Uncomplicated

Early Labor

Hyperemesis (excessive vomiting)
Bleeding

Diabetes

Thyroid Problems

Pre-Eclampsia

pooooog

DEVELOPMENTAL HISTORY

Rolled over at:

POST NATAL COMPLICATIONS:

U None

O Jaundice

U Respiratory

O cardiac

U Infections

U Gastrointestinal
Q

NICU Stay — How long?

Sat at:

Crawled at:

Walked at:

Talked at:

Has he/she stopped or had regression of speech: [ Yes O No

If yes, is he/she having speech therapy? O Yes O No How often?




MEDICAL HISTORY

Asthma
Headaches

Meningitis
Encephalitis
Head Injuries
Measles
Chicken Pox

poldo0o00 Ooopoooo

Allergies

Seizures [ With Fever
Breath-Holding Spells
Passing Out (Syncope) When?

Ear Infections [ Many 1 Rarely L None

U without Fever

IMMUNIZATIONS

U Upto Date
Adverse Reactions to Immunizations?

O Yes

If yes, Please describe Reaction:

O No

Dehydration (Diarrhea)

PREVIOUS SURGERIES (Please include dates) 1 None

MEDICATIONS O None
Dose
Name of Medication Date Started AM | Noon | PM Still Taking? Date Discontinued
O ves O No
O ves O No
O ves O No
O ves O No

FAMILY HISTORY * Some genetic and acquired conditions are associated with ethnic origin and occupational factors. Please

specify for example whether they were English, Danish, French, Swiss, Eastern Europe, Mexican, etc.

FAMILY MEMBER

Age

Health Condition

Occupation

Ethnic Origin*

Father

Mother

Brother(s)

Sister(s)




FAMILY HISTORY (CONTINUED)

Has any other relative had any of the following:

Epilepsy / Seizures
Headaches / Migraines
Cerebral Palsy

Muscle llIinesses
Learning Disabilities
Depression

Manic Depression
Schizophrenia

Anxiety

Autism

Tics

Obsessive Compulsive Disorder
Brain Tumors

Mental Retardation
Aneurysms

Cardiac Illness

Lung Disease

o 0o 000000 00D 0 L0 0000

Q

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

ACADEMIC SCHOOL PERFORMANCE

(] Excellent

Which areas are difficult?

O Average

O No Who?
O No Who?
O No Who?
O No Who?
O No Who?
O No Who?
O No Who?
O No Who?
O No Who?
O No Who?
O No Who?
O No Who?
O No Who?
O No Who?
O No Who?
O No Who?
O No Who?
Q Poor




BEHAVIOR

O Excellent O Variable U Disruptive

Has there been any history of the following:

O Biting O Hitting O HeadBanging [ Aggressiveness [ Pulling Own Hair

PLAY & SOCIALIZATION SKILLS

How is his/her play? 1 Appropriate O Inappropriate

How does he/she interact with other children? O Very well O Average U Poorly

ABNORMAL MOVEMENTS

O No O Tics O Excessive Turning U Hand Flapping d 0Odd Fascinations

SLEEP PATTERN

U Difficulties Conciliating U Frequent waking during the night U Nightmares
SPORTS/ARTS:

Q

L Other: (please specify)

Please briefly describe the reason for your visit:




Luis E. Bello-Espinosa, M.D.
Pacific Pediatric Neurology Center
2100 Webster St, Suite 115
San Francisco, CA 94115

PLEASE SIGN AT BOTH "X's"

ASSIGNMENT OF INSURANCE BENEFITS

PATIENT:

| hereby authorize:

(Insurance Company or Fund)

To direct payment of medical/ surgical benefits to Pacific Pediatric Neurology Center for services rendered by
him/her in person or under his/her supervision. | understand that | am financially responsible for any balance
following contractual adjustment or not covered by my insurance. Further, | certify that | have disclosed all
insurance coverage available for the above named patient. If there are changes in coverage | will inform the
office of the above physicians of such changes. A photocopy of this assignments should be valid as the
original

X DATE:
Signature of Parent Guardian
RELEASE OF MEDICAL INFORMATION

I, the above named patient (or guardian of), hereby authorize the following physician(s) and/or
institution(s) to release information obtained during the course of my diagnosis and treatment to Pacific
Pediatric Neurology Center at 2100 Webster Street, Suite 115; San Francisco, CA94115. Further, | hereby
authorize Pacific Pediatric Neurology to release any medical or incidental information that may be
necessary for either medical care or in processing applications for financial benefit. | understand that this
agreement will be in effect until | revoke it in writing. A photocopy of these authorizations shall be valid as
the original.

Your Pediatrician's Name:

Address:

Phone Number:

X DATE:




Luis E. Bello-Espinosa, M.D.

Pacific Pediatric Neurology Center
2100 Webster St, Suite 115
San Francisco, CA 94115

Phone: 415.600.5878 « Facsimile: 415.600.3595
Email: bellol@sutterhealth.org « http://www.drluisbello.com

REQUEST FOR RELEASE OF MEDICAL RECORDS

1, , hereby request

that copies of my medical records be released to Luis E. Bello - Espinosa, M.D.

Comments: PLEASE FORWARD ALL RECORDS

Signed:

(Patient or authorized person)





