PEDIATRIC INFORMATION


DATE: _______________________
PATIENT: ___________________________________________________ DATE OF BIRTH: ___________
       LAST NAME
FIRST NAME
MIDDLE NAME
           

_____________________________________________________________________________________________
ADDRESS
STREET
                    CITY, STATE, ZIP



 HOME PHONE

FATHER: __________________________

MOTHER: _______________________________

PATIENT IS IN THE CUSTODY OF:  BOTH PARENTS___
    MOTHER___

FATHER___

FATHER’S OCCUPATION: ________________ WORKPHONE: _________________ CELLPHONE: ______________

EMPLOYER: ______________________________________________________________________________________



NAME AND ADDRESS

SOCIAL SECURITY NUMBER: ____________________________ DRIVER LICENSE: __________________________

MOTHER’S OCCUPATION: ________________ WORKPHONE: _________________ CELLPHONE: ______________

EMPLOYER: ______________________________________________________________________________________



NAME AND ADDRESS

SOCIAL SECURITY NUMBER: ____________________________ DRIVER LICENSE: __________________________

NEAREST FRIEND OR RELATIVE: _____________________________________________________________________

PHONE: ____________________ ADDRESS: ______________________________________________________________

ALLERGIES TO MEDICATIONS: _______________________________________________________________________

PRIMARY INSURANCE



SECONDARY INSURANCE

___________________________________

________________________________________________

ID #: _______________________________

ID #: ____________________________________________

INSURED: __________________________

INSURED: __________________________


INSURED SS #: ____________________________
INSURED SS #: _______________________________________

INSURED DOB: ____________________________
INSURED DOB: ______________________________________

All professional services rendered are charged to the patient. Necessary forms will be completed to help expedite insurance carrier payments. Ultimately the patient is responsible for all fees regardless of insurance coverage. Unless other arrangements have been made in advance payment is due at the time of service. If payment of my portion of bill is not made within 30 days I am responsible for the rebilling fee set forth by the practice. I am also liable for the collection fee set forth if the account is sent to a collection agency.  I request that payment of authorized medical benefits be made to PR FAMILY MEDICINE for any services rendered.  I understand my signature requests payment be made and authorizes release of medical information necessary to pay the claim.

SIGNATURE OF PARENT OR LEGAL GUARDIAN

AUTHORIZATION FOR MEDICAL TREATMENT OF A CHILD IN THE ABSENCE OF A PARENT MUST BE SIGNED AT THIS OFFICE PRIOR TO ANY APPOINTMENT.

I AUTHORIZE _________________________ TO BRING MY CHILD ___________________________________ TO PR FAMILY MEDICINE FOR MEDICAL TREATMENT IN THE EVENT I CANNOT BE PRESENT.

PARENT OR LEGAL GUARDIAN SIGNATURE: ____________________________________________________________________

DATE: _____________________________________
