Catalina Pediatrics Patient Registration



Today’s Date      
Patient Information

Full Name      
Social Security #      
Date of Birth      

Address      
Home Phone      
Sex     


City      
State    
Zip          

 Mother’s Maiden Name      

Parent Information

Father’s Name      
Social Security #      
Date of Birth      

Address      
Home Phone      

City      
State    
Zip      



Employer      

Employer’s Phone      


Employer’s Address      


City      
State    
Zip      


Mother’s Name      
Social Security #      
Date of Birth      

Address      
Home Phone      

City      
State    
Zip      



Employer      

Employer’s Phone      


Employer’s Address      


City      
State    
Zip      


Medical Insurance Information

Primary Insurance Carrier      





Insured's Name      


Relation to Patient      


ID Number      


Group #      


Secondary Insurance Carrier      




Insured's Name      


Relation to Patient      


ID Number      


Group #      


Person to Contact if Unable to Reach You Directly (Other than Parents)

Name      

Relation to Patient      


Address      
Home Phone      

City      
State    
Zip      


I consent to the use and disclosure of my Protected Health Information (PHI), including information related to psychiatric care, substance abuse, and sexually transmitted disease, by Catalina Pediatrics, PC for the purpose of carrying out treatment, payment, and healthcare operations.

I have reviewed and/or received a copy of the Notice of Privacy Practices for Catalina Pediatrics, PC dated April 2003.

I assign medical and/or surgical benefits, including major medical benefits, to Catalina Pediatrics, PC for services rendered.  I confirm that the demographic and insurance information I have provided is current and correct.  If the information is not correct, I understand that I will be responsible for all charges incurred at any visit.

_________________________________________

____________

Responsible party signature




Date
