	PATIENT INFORMATION

	Child’s Name: Last, First, Middle Initial


	Sex:
	Age:
	Birthdate:

	Address:                                                                                        Home Phone:


	City:                                State:             Zip:                      Responsible Parent(s)/ Guardian:


	PARENT(S)/ GUARDIAN INFORMATION

	Father’s/ Guardian’s Name


	Mother’s/ Guardian’s Name


	Address (if different from patient’s)


	Address (if different from patient’s)

	Birthdate:


	Birthdate:

	Home Phone (if different from patient’s):    Work Phone:


	Home Phone (if different from patient’s):    Work Phone:

	Employer:                                   Occupation:
	Employer:                                    Occupation:



	INSURANCE COVERAGE

Please give us all pertinent information

	Father’s/ Guardian’s Insurance Carrier:


	Mother’s/ Guardian’s Insurance Carrier:

	Address:


	Address:

	Name on ID Card:


	Name on ID Card:

	Relationship to Patient:

         ( Parent      ( Other:
	Relationship to Patient:

         ( Parent      ( Other:

	Insurance ID No.:

	Insurance ID No.:

	Group No.:

	Group No.:

	Is the patient covered on your insurance policy?    ( Yes    ( No

	Is the patient covered on your insurance policy?    ( Yes    ( No
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IN CASE OF EMERGENCY, Please provide us with NAME and PHONE of nearest relative not living with you: _____________________

_________________________________________________________________________________________________________________
Were you referred to our practice?  Yes ____  No ____    If yes, by whom? ____________________________________________________
If no, how did you hear about our practice? _____________________________________________________________________________
If applicable, who saw your child previously? ___________________________________________________________________________

I hereby authorize the office of Alle-Kiski Pediatrics to release any medical information required in the course of examination and treatment and permit payment directly to them any benefits due for their services rendered.  I recognize and accept responsibility for services rendered regardless of insurance coverage.  This includes, but is not limited to co-insurance, co-payment, deductible, non-covered service.

Date: ________________       Signature: ________________________________________________________________________________
