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Associates in Pediatric and Adolescent Medicine
18 and Older Information

Patient’s Name: (last) ________________________________________	Phone # _______________________
First: ________________________________ Middle Initial _______	Alternate Phone # _________________
Mailing Address  __________________________________________________________________
Email: ________________________________________			Date of Birth: __________________
Employer/School: _______________________________			Social Security #: _____________________

If you have children that are patients of our office, please list below:
Name: Last					First					Date of Birth		
1.	__________________________		______________________		________________	
2.	__________________________		______________________		________________
3.	__________________________		______________________		________________
	
	
INSURANCE INFORMATION
**Insurance Card MUST be presented at every visit**

Primary Insurance: ___________________________	Policyholder’s Name: __________________________
Member ID#:_________________________________ 	Social Security # ______________________________
Group #: ___________________________________	Policyholder’s Date of Birth: ___________________	
Policyholder’s Employer: ______________________
Patient’s relationship to policyholder: __Self __Spouse __ Child __ Grandchild __ Step-child


Secondary Insurance: ___________________________	Policyholder’s Name: __________________________
Member ID#:_________________________________ 	Social Security # ______________________________
Group #: ___________________________________	Policyholder’s Date of Birth: ___________________	
Policyholder’s Employer: ______________________
Patient’s relationship to policyholder: __Self __Spouse __ Child __ Grandchild __ Step-child


Emergency Contact Name: _________________________ Relationship: ______________ Phone: __________________



By signing below, I authorize the release of any medical information necessary to process all claims. I hereby authorize Associates in Pediatric and Adolescent Medicine to apply for benefits on my behalf for covered services. I request payment be made directly to Associates in Pediatric and Adolescent Medicine (Dr.’s Elofson, Fakouri, Perilloux, and Cook).  I understand that I am financially responsible for any balance not covered by my insurance.

*PAYMENT REQUIRED AT TIME OF SERVICE – UNLESS PRIOR ARRANGEMENTS HAVE BEEN MADE* 

Date: ________________________________ Print Name: __________________________________________

Signature: _______________________________________________

**YOU MAY OBTAIN A COPY OF OUR FINANCIAL POLICY FROM THE FRONT DESK**
	


