o

PROFESSIONAL PEDIATRICS
4154 Carmichasl Road - Montgomery, Alabama 36106
PATIENT REGISTRATION SLIP
{Fill in All Information)
Flazss Frint
NAME OF FATIENT:
[First) (Mdicidle) [Last) [Mame child is called)

BIRTHDATE: SEX: RAGE:

CHILD'S HOME ADDRESS:

CGHILD'S HOME PHONME:

(City & Stawe) (Zim
CHILD'S S5

FERSON RESPONSIELE FOR PAYING AND ADDRESS ?

FATHER'S NAME: Social Sec #: ==
EMPLOYER: = . Waork Phone.
DCCUPATICN Home Phane:
MCTHER'S NAME Social Sec. #:
EMPLOYER: Wark Phara:
OCCUPATION: Home Fhaone:

Parenit's Marital Status: Single, Married, Divorced. Separated, Widow, Other (Circle One)

If divorced, who has custody of child: Religion:

Have we sean any other children in your immediate family?  Yes Mo

If yes, whom?

in Case of Emergancy, If unable 1o locate parents, notify: (Relationship ta child)

Home Phane# Work Phone &

Who Referred You To QurOffice;

INSURANCE INFORMATION:

Primary Insurance Company:

Primary Insurance Holdar: Contract®ambear | D#:
{Persan Carrying Ins.)
Birthdate Group#:

Secondary Insurance Company

Secondary Insurance Holder: ContractbMember |.D.#;

Birthdate Groups:
"PLEASE READ THE FOLLOWING AND SIGN BELOW:
We accept assignment of benefits from Blue Cross PMD, PMC, AHG, PGN & Blue Gard PPO, United Health Care, ProAmerca’BCE E is Met , Prime Health,
Aetna & Viva, | understand | arm raspensible for all co-pays, deductibles and non-covered chargas by my insurance carriers. I your child does net have this lype
of covarage, you are expected 1o pay for your child's visit at the time of service in order to help keep the cost of health care down, Your insurance company will
reimburse you directly. You will receive two copies of aur itemized statemant: one for insurance purposes and the other for your tax records. In the avent of
hospitalization, ifwe have record of your insufancs carmar, wa will autamatically file tha haspilal charges incuried for our doclor raating yous shild, In case of default
of paymen: and if this account is placed in the hands of a coleclor or an attorney  for colkection, all collection fees, attorney's fees, costs and all other expensses
will ba paid by the undersigned.

In gigning below, you have read and understand our affice policies and procedures in the Patient Infaormation Booklet and cur NQOTIGE OF PRIVACY PRACTICES
which have been provided for you. You also declare that your child and any of your other children are nat coverad by Medicaid and that youwdo nat plan to apply
ter Medicaid for this child or any of your other children while a patient of cur practice.

| undarstand that the physicians of Professional Pedialies, PUA. Use blaod and'ar blood products when, in their judgemant, iz a madical nacassity. | do hersby
consant to the administration of bload andior blood products when my altending physician deems they are necessary for the proper treatment of the patient,

| realize | am responsible for accompanying my child or children while on the premises.

DATE SIGNATURE OF PARENT OR GUARDIAN
AEV. 1103



