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First Child {

Second Child

Third Child
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Sex — Male —_Female — Male —_Female __ Male e FEPIE]E
Birth Datea
/ / / / / /
Patient's
Address
L County: County: Courty; ... -
Prima . . , . .
Langurgge S =~ [« |1 _ Spanish English .o Spanigh vcmmnn EAIGLEN —— Spanigh
Spoken List ather: List other: List other:
Ethnlclty Not Hispanic Hispanic Not Hispanic Hispania Net Migpanic __Hispanig
— Unknown ___Decglined to Specify | —_ Unknown —DPeclined to Spexify Linknown Declined to Specify
Race — Nativa Amarican oo VRIS — Native Amerlcan —__ White ____ Mative American ____ White
(Check all that | — Pacific islandar — Black — Pacific lslander - Black — Pacific Islander — Black
apply) —— Declined o Speclfy . Asian — Daclined to Specify ____ Asian — Declined to Specify ___ Asian
Name of
Primaty Care
Physician
'nﬁ urance Brimaty Insurance o Primary tngurance Primary Ingurance
|r|f0|'l'l'latiﬂn Suhscriber's Name: e —Er—r— Subscriber’s Name: Subscriber's Name: o —_—
Birth Date: / ! Birth Date: I i Birth Date: / i
10 #: D #: D# e
Group 1b#: Group ID#: .. Group ID#:
Relationship to patient: Relationship to patient: Ralationship to patient:
Secondary Insurance Secondary Insurance SECONTALY INSUFANCE couwimesumoriimmssan mosms i —_—
Subscriber's Name: e | Bubseriber’s Name: SUBSEADEL'S NANT: v s msanmmmmmrs s msmaims
Birth Date: VY Birth Date; . Y Birth Date: e
D #: 1D #: D #:
Group ID#: Gronp ID#: Group 1D
Relatienship to patient: Relationship to patient: Relationship to patient:
Primary Check One: ... Mothar e FOSEI-M0ThET Chack One: . Mother — Fosgter-Mother | Check One: ___ Mather — FosterMaother
Contact ___Self ___ Father ___ FosterFaiher T ___ Famer e FOStECFENET | Salf .. Father e FOEtET-Father
Person for — Step-Mother ___ Legal Guardian — Step-Mother ___ Legal Guardian — Step-Mother  ___ Legal Guardian
Fami|y wilibae! = Stop-Fathwr . Other e, StEP-Father  ___ Other o Gtep-Father __ Other
the person Natme:; Name: Name:
receiving the | aggress: Addtess: Address:
notifications. | ;.. State: City: State: Gity: State:
(If you are 18 | _ :
Zip: i Zip: Zipe s
years of age o o e P
= Home Fhone: H Qre; - Qme [elyi-B
or older, list ° ome
yourself as Cell Phane: Cell Phorie; Cell Phone:
the Primary Work Phana: Waork Phona: Work Phone:
Contact.) Email: Email: Email;
Birth Date: — Birth Date: Birth Date: ... At T
If the address | ™ 2 : irin bate
is the same MName of Employer: Name of Employer: Name of Employer:
as the 55 # 55 & s S5#
patiant’s Do you live w/patient? Yes Mo D you live wipatient? Yes Mo Do you live wipatient? Yes No
address, Who has primary physical Who has primary physical Whie hag primary physical
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custody? (if applicable)

sustody? (if applicatyle)
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Preferred Language to speak:

Secondary Check One: | Mother —_ Foster-Mather | Check One: ... Mother ___ Foster-Mother | Check One: ... Mather . Fasler-Mother
Contact ) —__ Foster-Father ___ Father — Foster-Father ___ Father . FO8tEr-Father
Perscn for — Step-Mother ... Leoal Guardlan wuna SiEp-Mather ____ |.egal Guatdian e Step-Mother __ tegal Guardian
F am”y e SEP-Father  ___ Other — Slep-Father ___ Other — Slep-Father . Other
(lf you are Name: ... Marme; Mame:
18 years of | Address: Address: Address:
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ade; F:;;n S Do you live w/patient? ___ Yes ___ Na Do you live wipatient? ___ Yes _ No Do you live wipatient? . Yes Mo
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' cuatody? (if applicabla) e | CUStOAY? (if 2pplicable) cmvm custody? (if applicable) —_—

Emergency Contact: Ralationship:

Phana:

Please circle {ONLY ONFE) preferred method of contact for each item listed below:
Recalls: Na Contact Home Phone Cell Phone Textto Cell Horme Email
General Notices: No Contact Home Phone Celt Phane Text to Cell Hurme Email
Patlent Portal: No Contact Text to Cell HMame Ematll
Remindars: Mo Contact Mome Phane Ceall Phone Text to Cell HMorme Emait

If this

Biological Muother:

Riological Mother:

To obtain accurate family medical history, if contacts listed on the previous page are NOT the biological parents, list both blalagical parents {if
known and fill in any and all information)

-« | Blolegical Mother;

payment issues.

Mame of Employar;
55/

section Birth Dater ... Birth Date: Birth Date:
doesn’t Biclogical Fathar; Biological Father: Rinlagicat Father;
apply, list | Birth Date: Birth Date: Birth Date:
N/A. (Biclogical parents have parental rights unless they have baen taken away by a court order. Parental rights are different than custody
orders. If either biological parent listad above has NO parental rights per a SIGNED COURT ORDER, 4 copy of that COURT ORBER {5
required to be on flle in our office. If 4 child has bean adoptad, a ¢opy of the adoption court order iz also requred to be on file in our office.)
FINANCIAL Pri : i : Prin 8
GUARANTOR nted Name; Frinted Name: ted Name:
Thig is the Refationshiptopatient: ______ Relationship to patient: Ralationship to patient; S
parzon that will
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agrae on this
agd work Home Phona: Homa Phone: Home Fhone:
arrangements . . -
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themselves for | g pate; Birth Date: Birth Date:

Name of Employer:

Narme of Employer:

S5#:

S%0#

Names of other family members that are our patients:

Date

PAYMENT IS EXPECTED AT THE TIME SERVICES ARE RENDERED

LA 2R Rl R R R R RN RN R R N R N N E N N R R R R R )
I authorize the release of protected health information to any consultant for the purpose of continuing care. I authorize the release
of information acquired in the course of my child's examination for the purpose of filing insurance claims. I assign insurance
payment directly to Burlington Pediatrics. T understand that I am ultimately responsible for payment of charges, whether or not
they are covered by insurance. This authorization shall be vatid until rescinded in writing or reptaced by one of a later date. A
photocopy of this assignment shall be as valid as the original.

Signature

Relationship to Patient




