
NEW PT _____

ESTB PT _____              (PLEASE PRINT CLEARLY)


PATIENT INFORMATION  

	 
	 

	Name of Patient: _____________________________________________________
	Today’s Date: _____ / _____ / 20____

	DOB:  _____ / _____ / ________         Sex: ______
	NEW INSURANCE    YES _____   NO_____

	 
	

	Primary Care Physician: __________________________________
	 

	 
	 

	Name of person accompanying the patient: ____________________________     Relationship to patient: ________________

	 
	 

	Reason for visit:______________________________________________________ 
	Drug Allergies: _______________________

	 

Patient HOME Phone Number  (______)_____________-__________________
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RESPONSIBLE PARTY INFORMATION 

	 
	 

	Mother's Name:  ___________________________________
	PERSON RESPONSIBLE FOR ACCOUNT (GUARANTOR)

	Employer:          ____________________________________
	Name: __________________________________________________

	Occupation:       ____________________________________
	Address:_________________________________________________

	
	City__________________    State: ______     Zip: ______________

	Father’s Name:  ___________________________________

Employer:          ____________________________________
	Home phone: (_______) ____________-________________

	Occupation:       ____________________________________
	Cell phone:     (_______) ____________-________________

	 PATIENT RESIDES WITH -  (CHECK ONE)
	 

DOB: ______ / ______ / _______        SEX: ______

	MOTHER _____     FATHER _____     BOTH _____
	

	
	 


INSURANCE INFORMATION  

	 

	Insurance Company:  ___________________________      Policy Holder’s NAME: ____________________________________

	                                                                                            (INSURED PARTY)

Patient relation to Policy Holder:

                                                                                            Policy Holder S.S. # _____________-_______-_______________

CHILD  /  SELF    (CIRLCE ONE)                                      (FIRSTHEALTH/FREEDOM CARD HOLDERS ONLY)



	                                                                                             Policy Holder DOB: ______ / ______ / ___________

	URGENT CARE COPAY $ ________ (if known)

	


PARENT/GUARDIAN AUTHORIZATION
Consent to treat minor-child:  I grant After-Hours Pediatrics healthcare workers and staff permission to provide routine, emergency, or urgent care treatment for my child.  I further give the staff my permission to contact my child’s primary care physician if necessary.

Authorization to release information: I hereby authorize the release of any medical information necessary to process all claims for charges incurred at After-Hours Pediatrics.

Financial Agreement: I assign payment directly to After-Hours Pediatrics for the medical and/or surgical benefits, if any, otherwise payable to me for services as described above but not to exceed my indebtedness to After-Hours Pediatrics for those services.  I agree that I am financially responsible for all charges not covered by my insurance company, included but not limited to medical services deemed routine, elective or not medically necessary by my insurance company and/or any co-pays, deductibles, co-insurance amounts or non-covered items specified by my insurance company. My signature below acknowledges that I have read and understand the financial policy provided for me to read.

Note to Privacy Practices:  I acknowledge that I have read and understood the content of the Notice of Privacy Practices.

___________________________________________     _______ / _______ / ______
Signature of Parent or Guardian

    Date


