
                                      Summers Pediatrics S.C.
                  Patient Registration Form – Pediatrics 

	PATIENT INFORMATION
	
	Preferred Language:    English   Spanish
	Other:
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Patient’s Last Name
	
	First
	
	
	
	
	
	Middle Initial
	
	
	Date of Birth
	
	
	
	
	Sex  Male
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	Female
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Patient’s Last Name
	
	First
	
	
	
	
	
	Middle Initial
	
	
	Date of Birth
	
	
	
	
	Sex  Male
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	Female
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Patient’s Last Name
	
	First
	
	
	
	
	
	Middle Initial
	
	
	Date of Birth
	
	
	
	
	Sex  Male
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	Female
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Patient’s Last Name
	
	First
	
	
	
	
	
	Middle Initial
	
	
	Date of Birth
	
	
	
	
	Sex  Male
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	Female
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Race:  FORMCHECKBOX 
Caucasian    FORMCHECKBOX 
 Asian   FORMCHECKBOX 
Black or African American   FORMCHECKBOX 
Native American   FORMCHECKBOX 
Hispanic  
Ethnicity:  FORMCHECKBOX 
Latino or Hispanic   FORMCHECKBOX 
Non-Hispanic  FORMCHECKBOX 
Refuse to Report  FORMCHECKBOX 
Other:___________
	
	
	
	
	
	

	Patient’s Street Address
	
	Apt. No.
	
	City
	
	
	
	State
	
	
	Zip
	
	
	
	
	Primary Phone #:
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	PARENT/LEGAL GUARDIAN INFORMATION    Married  Separated  Divorced  Not Married  Deceased
	

	PARENT 1 and Guarantor
	
	Date of Birth
	
	
	
	
	
	PARENT 2
	
	
	
	
	
	
	
	
	Date of Birth
	
	
	
	
	
	
	
	

	(person responsible for bill)
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Last Name
	First
	
	
	
	
	
	Middle Initial
	
	Last Name
	
	
	
	
	First
	
	
	
	
	
	
	
	
	Middle Initial
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Relationship:
	Mother
	
	Legal Guardian:
	
	
	
	Relationship:
	Mother
	
	
	
	
	Legal Guardian:
	
	
	

	
	Father
	
	Other
	
	(relationship)
	
	
	
	
	
	
	Father
	
	
	
	
	Other
	
	
	
	
	(relationship)
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Street Address
	Apt. No.
	
	
	
	
	
	Street Address
	
	
	
	
	
	
	Apt. No.
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	 FORMCHECKBOX 
Same as above
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	 FORMCHECKBOX 
Same as above
	

	City
	
	
	
	
	
	State
	
	Zip
	
	City
	
	
	
	
	
	
	
	
	
	
	State
	
	
	
	Zip
	

	
	
	
	
	
	
	
	
	
	
	

	Cell Phone   check if primary
	
	
	Home
	
	Phone 
	
	check if primary
	
	Cell Phone  check if primary
	
	
	
	
	Home
	
	Phone: 
	
	check if primary
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	E-mail:
	Patient Portal  FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	
	E-mail:
	
	
	
	
	
	
	
	
	Patient Portal  FORMCHECKBOX 
Yes   FORMCHECKBOX 
No
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Emergency Contact if parents cannot be reached: (Signed authorization required): Name

Relationship
Home Phone:
Cell Phone:

INSURANCE INFORMATION 
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	Primary Insurance Company:
	Subscriber’s Full Name:
	Subscriber’s Date of Birth:

	
	
	

	Relation to patient:
	Subscriber’s Social Security Number:
	ID:________________________________________________

	ParentOther:
	
	Group:__________________________

	
	
	
	
	

	Secondary Insurance Company:
	Subscriber’s Full Name:
	Subscriber’s Date of Birth:

	
	
	

	Relation to patient:
	Subscriber’s Social Security Number:
	ID:_____________________________________________

	ParentOther:
	
	Group:____________________________



Acknowledgement: By signing below I signify that the information I have provided is accurate to the best of my knowledge. By signing below I signify acknowledgment of the following: You must keep us inform of all changes in Insurance and Demographics at all times.


It is your responsibility to pay any deductible amount, co-insurance, or any other balance not paid for by your insurance.


CHARGES/COPAYS FOR OFFICE VISITS MUST BE PAID AT TIME OF VISIT by parent and/or guardian that is bringing patient in.


Payment plans are possible, contact our 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.


Minors (under 18 years old) coming in without parent/guardian, needs a written consent permitting doctor to treat minor.


If this account is assigned for collection and/or suit, the prevailing party shall be entitled to reasonable attorney's fees and costs of collections, it will automatically initiate termination from our practice. To the extent necessary to determine liability for payment and to obtain reimbursement, I authorize disclosure of portions of the patient's records.


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.


I also authorize electronic data submission for immunization registries (e.g. I-care).





Signature:__________________________________________________________________	Date:___________________________











