
PATIENT  INFORMATION  
 

 

NAME:_______________________________________________________________________________________SOC.  SEC.  #:___________________ _______________ 

                      Last                                                            First                                                      Middle 
 

DATE  OF  BIRTH:____________________        SEX:   Male________Female________        AGE:________         HOME   PHONE:________________________________  

 
ADDRESS:________________________________________________________________________e-mail  address:_____________________________________________ 

 
CITY:_______________________________________________________________________________________STATE:__________________ZIP:_____ ______________ 

 
MOTHER’S  NAME:___________________________________________________DATE  OF  BIRTH:_____________________ Cell #::_________________________ 

 
FATHER’S  NAME:____________________________________________________DATE  OF  BIRTH:_____________________ Cell #::_________________________ 

 
PATIENT’S  CELL # (if over 13):___________________________________ 

 
SS  #:  Mother________________________________________________________Father_______________________________________________________________ 

 
WORK  #:  Mother_____________________Father________________________PHARMACY  NAME:_________________________PHARM  PHONE:_____________ 

 

How did you hear about us?      Patient Referral_____________Website_____________Insurance Co._____________Other__________________________ 

 

We make every attempt to contact parents first in an emergency.  

If either parent cannot be contacted, I give permission to the following people to make a decision for my child’s care:  
 

_____________________________________________________________________________________________________________ 

 

EMERGENCY CONTACT (other than child’s parents):_________________________________________  

 

Relationship to patient____________________ EMERGENCY  CONTACT  PHONE #:__________________________ 
 

 

ASSIGNMENT  AND  RELEASE  
I ,  t h e  u n d e r s i g n e d  c e r t i f y  t h a t  I  ( o r  m y  d e p e n d e n t )  h a v e  i n s u r a n c e  c o v e r a g e  a n d  a s s i g n  d i r e c t l y  t o  A d v a n c e d  P e d i a t r i c s ,  a l l  

i n s u r a n c e  b e n e f i t s  o t h e r w i s e  p a y a b l e  t o  m e  f o r  s e r v i c e s  r e n d e r e d  a n d  m e d i c a l  s u p p l i e s .   I  u n d e r s t a n d  t h a t  I  a m  f i n a n c i a l l y  

r e s p o n s i b l e  f o r  a l l  c h a r g e s  w h e t h e r  o r  n o t  p a i d  b y  i n s u r a n c e .   I  h e r e b y  a u t h o r i z e  t h e  d o c t o r  t o  r e l e a s e  a l l  i n f o r m a t i o n  

n e c e s s a r y  t o  s e c u r e  t h e  p a y m e n t  o f  b e n e f i t s .   I  a u t h o r i z e  t h e  u s e  o f  t h i s  s i g n a t u r e  o n  a l l  i n s u r a n c e  s u b m i s s i o n s .   A d v a n c e d  

P e d i a t r i c s  c o m p l i e s  s t r i c t l y  w i t h  H I P A A  r e g u l a t i o n s  f o r  p a t i e n t  p r i v a c y .  

 

 

_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _     _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _      _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _                                  
Signature                                                                                                  Relationship                                                   Date 

 

P R I M A R Y   I N S U R A N C E  

 

PERSON WHO PATIENT IS INSURED UNDER:____________________________________________________RELATIONSHIP TO PATIENT:_____________ 

                                                                                                 Last                                         First                                         

 

DATE  OF  BIRTH:____________________        SOC.  SEC.  #:____________________________________        HOME  PHONE:_________________________________ 

 

HOME ADDRESS (if different from patient):____________________________________________________________________________________ ___________________ 

  

CITY:______________________________________________________________________________________STATE:____________________ZIP:__________________ 

 

Fill out only if insurance card not available 
 

INSURANCE COMPANY:______________________________________________________CONTACT  PERSON:________________________ _____________________ 

 

ID  #:____________________________________                                                                        GROUP  #:________________________________  
 

S E C O N D A R Y   I N S U R A N C E  ( I f  a p p l i c a b l e )  

 

PERSON WHO PATIENT IS INSURED UNDER:____________________________________________________RELATIONSHIP TO PATIENT:_____________ 

                                                                                                 Last                                         First                                         

 

DATE  OF  BIRTH:____________________        SOC.  SEC.  #:____________________________________        HOME  PHONE:___________ ______________________ 


