PATIENT REGISTRATION - 2012

Please list all children’s names and dates of birth. Incomplete information will delay insurance billing
and will result in direct patient billing. Thank you.

DATE:

Name: Date of Birth: M/F
(Last, First, Middle Initial) (Month/Day/Year)

Name: Date of Birth: M/F

Name: Date of Birth: M/F

Name: Date of Birth: M/F

Name: Date of Birth: M/F

ADDRESS:

Home Phone: Cell Phone:

Guarantor: Relationship to Patient:

Guarantor Address:

Guarantor Phone Number:

A COPY OF YOUR INSURANCE CARD IS REQUIRED BEFORE WE WILL BILL YOUR INSURANCE!

Primary Insurance Information Secondary Insurance Information
Company: Company:

Insured Name: Insured Name:

Relationship: DOB: Relationship: DOB:
Copay Amount: Copay Amount:

Policy Number: Policy Number:

Group Number: Group Number:

Employer: Employer:

Effective Date: Effective Date:

PLEASE ALSO COMPLETE AND SIGN BACK OF FORM!



The information listed below is required. Please be advised that our physicians may need to contact you
regarding your child’s health issues and may need all available phone numbers to do so. Also, social
security numbers are sometimes required by insurance companies to complete the billing process, if you do
not give us this information you will be responsible for paying your services in full. Social Security numbers
are also required as you not only have a medical/professional relationship with this practice, but you also
have a financial relationship as well.

Does child reside with both parents: YES NO

Father’s Information:

Name: Date of Birth:
Address:

Social Security Number: Home Phone:
Work Phone: Cell Phone: Email:

Mother’s Information:

Name: Date of Birth:
Address:

Social Security Number: Home Phone:

Work Phone: Cell Phone: Email:

| authorize PEDIATRIC PARTNERS, LLC to apply for benefits on my behalf for services rendered by PEDIATRIC
PARTNERS, LLC. | request payment from my insurance company be made directly to PEDIATRIC PARTNERS,
LLC. | certify that the information | have reported with regard to my insurance coverage is correct and
further authorize the release of any necessary information, including medical information for this or any
related claims. | permit a copy of this authorization to be used in place of the original. This authorization
may be revoked by me at any time in writing. | understand that nothing herein relieves me of the primary
responsibility and obligation to pay for medical services provided, when a statement is rendered.

Signature of Subscriber or Beneficiary Date

Print Name

1/2012



