PEDIATRIC CLINIC WESTBANK

PEDIATRIC REGISTRAION/UPATE FORM

-COMPLETE ALL SECTIONS, PRINT ONLY-

Today’s Date:

PATIENT INFORMATION

Patient’s Name

[OMale [JFemale

Last First MI
Social Security Number Race Spoken language
Date of Birth ; Age
Mo Day Year
HEALTH INSURANCE INFDRMATION
PRIMARY INSURANCE SECONDARY INSURANCE

Name of Insurance Plan
Person who carries Insurance.
Insurance Identification Number
Group Number or Name of Employer.
Date Insurance Began

Name of Insurance Plan

Person who carries Insurance
Insurance Identification Number
Group Number or Name of Employer.
Date Insurance Began

(JHMO [OPPO [JOTHER [JHMO [OJPPO [JOTHER

CoPay CoPay.
PARENT’S INFORMATION

Father’s Mother’s

Name: Name:

Last First Mi Last First Mi

Social Security Social Security

Number: Number:

Birthdate: Birthdate:

Home Home

Address: Address:

City: State: Zip: City: State: Zip:

Phone Numbers: Home ( ) Phone Numbers: Home( )

Work ( ) Work ( )

Occupation: i Occupation:

Employer’s Employer’s

Name: Name:

Employer’s Employer’s

Address: Address:

City: State: Zip: City: State: Zip:
PATIENT INFORMATION - Please List All Children We Will Be Caring For

NAME SEX DATE OF BIRTH CHART NO. INSURANCE ID #

ACKNOWLEDGEMENT OF FINANCIAL RESPONSIBILITY

By my signature below, I authorize the release of information necessary to file a claim with the above stated insurance companies and assign benefits
otherwise payable to me, to the doctor, or the group indicated on the claim. I understand and agree that, regardless of my insurance status, I am ultimately
responsible for the balance on my account. | understand that copays, deductibles, and uncovered services are due at time of service. 1understand that

if my account goes to collections, an additional 1.5% per month fee will be added. I certify that this information is true and accurate to the best of my
knowldege and will notify the office of any changes to the above information. A copy of this form and signature is as valid as the original.

Date:

Signature
Form # 110




