Summers Pediatrics
18 and Over Registration 

Primary Language: _________________ 

Patient Name: ___________________________________________________ Birth Date: ________________________

Sex:  Male     Female    Cell Phone: (_______)____________________   Alternative Phone:(_______)____________________

Address: _________________________________________City:_____________ State: _____ Zip code: _____________

Ethnicity:
Spanish/Hispanic
Not Spanish/Hispanic
Declined/Unknown

Ancestry:
Asian
American Indian/Alaska Native
Black/African American

Native Hawaiian/Pacific Islander
White
Other
Declined/Unknown 
Email Address:__________________________________      Would you like us to create an online portal?  Yes  No 
__________________________________________________________________________________________________

Do you give us permission to speak with parents?   Yes   No 
If, yes please write their names: 
Name:__________________________                                                  Name:__________________________   

__________________________________________________________________________________________________

Insurance Information 
Are you under your parent’s insurance?:   N/A
Yes
No
I have my own coverage

Primary Insurance Company: _____________________________________________________

Policy #: ___________________________________________ Group #: __________________

Name of Subscriber: ______________________________________ Birth Date: ____________

Secondary Insurance Company: ___________________________________________________

Policy #: ___________________________________________ Group #: __________________

Name of Subscriber: ______________________________________ Birth Date: ____________


· You must keep us informed of all changes regarding Insurance and demographics at all times.
· Payment plans are possible, contact billing department.
· If balance not paid After 90 days it will be subject to a $5 Finance Charge.  
· If you are unable to keep your appointment, kindly give us a 24 hour notice, otherwise a $25 charge will be made for the time reserved.

· If this account is assigned for collection and/or suit, the prevailing party will be responsible for attorney's fees and costs of collection.

· I hereby assign all medical benefits to Summers Pediatrics.

· I am financially responsible for all charges whether or not paid by insurance. I hereby authorize the release of  all necessary information /records to secure payment to Summers Pediatrics.

· I have received the Notice of Privacy Practice for Summers Pediatrics
________________________________________________________________________________________ Date________________________ Signature


Attention


Though you may still be covered under your parent’s insurance you, as an adult, are solely financially responsible


for any and all payments: ie., co-pays, coinsurance or deductible that you insurance deems as your responsibility.

















