Pediatrics and Adolescent Medicine, PC
Family Information Form – PLEASE PRINT




Today’s Date: _________________

 (Circle One)

Physician:       Dr. Salerno       Dr. Finn       Dr. Bowen       Dr. Pashankar       Dr. Cai       
If you have a primary care physician that is not part of our practice, your visit may not be covered by your insurance plan.  Many insurance plans will not cover the cost of a visit if the change to the correct primary care physician is made after the visit.  In the event your visit is not covered by your insurance plan, you will be liable for the cost of the visit.
Please list ALL children who are patients of OUR PRACTICE                                                                                                                                                             (Circle One) Patient Name:  _______________________________________
Date of Birth: ____________   Patient’s Sex:    M    or    F
Patient Name:  _______________________________________
Date of Birth: ____________   Patient’s Sex:    M    or    F

Patient Name:  _______________________________________
Date of Birth: ____________   Patient’s Sex:    M    or    F

Patient Name:  _______________________________________
Date of Birth: ____________   Patient’s Sex:    M    or    F

Patient Name:  _______________________________________
Date of Birth: ____________   Patient’s Sex:    M    or    F

Patient Name:  _______________________________________
Date of Birth: ____________   Patient’s Sex:    M    or    F
                                                                    
                                                                  (Circle One)  



              (Circle One) 
     
                (Fill in Blank or Circle USA)
Race:  Patient Declined




       Ethnicity:  Patient Declined            Country:  ________________________ or USA
            American Indian or Alaskan Native     Hispanic or Latino

                         Hispanic or Latino

            Asian


  Native Hawaiian or Other Pacific Islander          Not Hispanic or Latino

            Black or African American
  White



Street Address: ___________________________ City: _________________   State: _____________   Zip Code: ________

Home Phone: __________________ Cell Phone: __________________ E-mail: __________________________________
I authorize my health care provider to employ a third-party outreach and messaging system to use my personal information, the name of my care provider, the time and place of my scheduled appointment(s) and other limited information, for the purpose of notifying me of a pending appointment, missed appointment, other reasonable healthcare related information or to contact the health care provider’s office.  I also authorize my healthcare provider to disclose to third parties, who may intercept these messages, regarding pending appointments, missed appointments and the need to contact the health care provider’s office and to leave a message on my voicemail or answering system if I am unavailable at the number provided by me.


Parent(s) Name: ______________________________________________ Relationship: ___________________
Street Address: _____________________________ City: _________________   State: _____________   Zip Code: ________

Home Phone: __________________ Cell Phone: __________________ E-mail: __________________________________
Name: ______________________________________________ Relationship: ___________________

Street Address: _____________________________ City: _________________   State: _____________   Zip Code: ________

Home Phone: __________________ Cell Phone: __________________ E-mail: __________________________________



Primary Insurance:  _________________________ Group #:_________________ Insurance ID: _____________________
Guarantor Information:  (Person who holds the health insurance that provides coverage for the patient)   
Name:  __________________________________________________
Date of Birth: ____________   Sex:  M    or    F
Street Address: ______________________________ City: _________________ State: _____________ Zip Code: ________

Home Phone: ____________________ Cell Phone: ____________________ E-mail: ______________________________   
No Show Fee:  We will charge a $50.00 fee for an appointment that is missed or canceled less than 24 hours in advance.
Assignment of Benefits - I understand that Pediatrics and Adolescent Medicine, P.C. may obtain information from other physicians/facilities and may release information in the process of obtaining payment from my/my child’s insurance carrier.  I hereby authorize payment from my/my child’s insurance carrier directly to Pediatrics and Adolescent Medicine, P.C.  I acknowledge that I am responsible for charges for services rendered that are not covered by my/my child’s insurance carrier and payment is due at the time of the visit.  Pediatrics and Adolescent Medicine is not responsible for understanding the benefits of my child’s insurance plan and it is ultimately my sole responsibility.  This Assignment of Benefits pertains to all of the children listed on this form. 

Preferred Pharmacy: __________________________ Street Address:  ___________________________________________   
City:  _________________   State:  _____________   Zip Code:  ___________



Signature:  _______________________________
Date: ____________
Relationship to Patient: ________________
Pediatrics and Adolescent Medicine, PC
Acknowledgement of Receipt of Notice of Privacy Practices
This document is to be signed by a person legally responsible for the patient’s medical decisions relative to the treatment situation.

I, ___________________________, hereby acknowledge that Pediatrics and Adolescent 

                                (Print Name)

Medicine, PC has provided me with a copy of its Notice of Privacy Practices that describes how medical information about me may be used and disclosed, and how I can access this information.  I understand that if I have questions or complaints I may contact:

Jon Charron

(203) 795-6025

I also understand that I am entitled to receive updates upon request if Pediatrics and Adolescent Medicine, PC amends or changes its Notice of Privacy of Practices in a material way.

__________________________


__________________________

Signature






Date
__________________________


__________________________

Print Name





Relationship to Patient, if signed by someone 
other than the patient.

OFFICE USE ONLY

This section is to completed by Pediatrics and Adolescent Medicine, PC if unable to obtain written acknowledgement from patient

I made a good faith effort to obtain a written acknowledgement of receipt of the Notice of Privacy Practices from the above-named patient, but was unable to because:

(    ) 
Patient declined to sign this Written Acknowledgement

(    )
Other (specify):_____________________________________________________

__________________________________

__________________________

Name of Employee





Date
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