Pediatric Associates Prof., LLC TPatient Ihformation

Patient Ihformation
Patient Legal Last Name Legal First Name M1
Other Name (Nickname) | Patient DOB [gex [M F
Mailing Address | City, Zip |
Social Security Number | | How did you hear about us? |
Preferred Language | cEnglish oSpanish oOther
Ethnicity | oHispanic oNon-Hispanic  oQOther | Race |
*APA requests information on EthniCity/Race to meet Federal Meaningful (Jse Criteria.

Contact Information

The person sighing this form will be hoted in our records as the "Guarantor” of the account. As such they will receive financCial statements
from our office. We understand that parents may have developed finanhCial / |egal arrangements regarding responsibility for mediCal Care.

Guarantor We request that those arrangements be coordinated between the parents. Both parents are responsible for any financCial balance although
we will hormally cCommuniCate with the Guarantor listed onh the account.

Mother / Guardian Last Name | First Name |

Address | City, 2ip_|

DOB | | SSN | | Employer | | E-mail |

Father /Guardian Last Name | | First Name |

Address ‘ (If Different From Above) ‘ City, 2ip ‘

DOB | | SSN | | Employer | | E-mail |

Please Check Preferred | oHome oWork oCell

Contact Phone (Please check preferred contact humber)

Who is the primary Caregiver of the patient? | oBoth oMother oFather oQther,(explain)

. , oBoth oMother oFather oQther
If Applicable, Who Has Custody? (Please Provide [ egal Documentation For Any Alterhative Custody Arrangements)

Emergency Contact

e elationshi one #
(Other Than Parent) Nam Relationship Phon

Insurance Information

PrimaryInsurance | | gecondamyInswance | |

Additional Family Information
Siblings of Patient Living in Household (List only if established or future patient):

Name: DOB: Name: DOB:

Name: DOB: Name: DOB:

Consent for Payment/Assignment of Ihsurance Benefits/Privacy Policy

« ] understand that I am financCially responsible for all professional Charges that my child(ren) may inCur. Payment for these services is due at the time of
service. Patients covered under a contracted insurance plah are required to pay ahy Co-payment, deductible, or Co-insurance at the time of service or
promptly when billed. T understand that Insurance Cards should be presented at EVERY VISIT.

« ] hereby authorize payment of mediCal benefits directly to PediatriC AssocCiates Prof., LLC. I further authorize the release of ahy medical information
necessary for processing the insurance Claim. I understand that all Costs hot paid by insurance will become tmy responsibility unless otherwise prohibited by
state or federal regulations.

« Permission to Treat a Minor (Under age 18): In the event of ah emergency and I Cahnot be contacted, ] give my permission to PediatriC AssocCiates Prof.,
LLC to treat my Child ih their offiCe as required by the events of that emergency situation.

* Acknowledgment of Receipt of HIPAA NOTICE OF PRIVACY PRACTICES: 1 have received, or have been given the opportunity to receive, 3 Copy of
HIPAA Notice of Privacy Practices for PediatriC Associates Prof., LLC.

*Text [ Voice / E-mail: T authorize to use these as a way to contaCt me about appointment reminders.

] authorize Pediatric AssocCiates Prof., LLC to share immunization information with my Child(ren)’s sChool.

Sighature Date




