MILESTONES PEDIATRICS INSURANCE/DEMOGRAPHIC INFORMATION FORM

Patient’s Last Name:



____First Name &Birth-date (mm/dd/yyyy)(F/M):

_____________
Sibling(s) Name(s) and Birth-date(s)(mm/dd/yyyy)(F/M)______________________________,__________________________

______________________,_________________________,____________________________,__________________________

Street Address














City/Town   
                          

   
 


     State  
        Zip _
__ ____    _
           
Home phone: 







Parent:






Mother   Father

Natural   Adoptive   Step-parent   Legal Guardian

Home Phone:






Cell Phone: 







Email: 







Date of Birth
__________________________________

Social Security Number ____________________________
Street Address:  (if different) 




City  








State         

 Zip _

__ ____    _

Occupation:






Name of Employer:





Business phone:







Parent:








Mother   Father

Natural   Adoptive   Step-parent   Legal Guardian

Home Phone:







Cell Phone: 






Email: 







Date of Birth
__________________________________

Social Security Number ____________________________

Street Address:  (if different)______




City  






                                   

State   


       Zip __
_ ____    _


Occupation:






Name of Employer:






Business phone:







Who is the Guarantor (financially responsible person) for this patient’s account (if different from above):
Name:_







Relationship:



_______

Birth date:


_


 
Phone: 
      






Home address:   














City/Town   
 



                                
  State  
 
       Zip ___
 ____    _

Social Security No.:




_
 Birth-date:






INSURANCE INFORMATION (Please fill out information completely)
Insurance Co. and Plan Type:
_











Address:
_







Phone:





Subscriber Name:
_




Relation to patient:
_




DOB:





Social Security #:








ID Number:
_


 ID Number:
_


_____ID Number:__________________

ID Number: _________________________ID Number: ______________________________ID Number: __________________

Group Number:______________________ Co-pay for Well Visit________ Co-pay for Sick Visit:_______



SECONDARY INS. CO. AND PLAN TYPE:
_










Address:
_







Phone:






Subscriber Name:
_




Relation to patient:
_





DOB:





Social Security #:








ID Number:
_


 ID Number:
_


_____ID Number:__________________ ID Number: _________________________ID Number: ______________________________ID Number: __________________

Group Number:_____________________ Co-pay for Well Visit________ Co-pay for Sick Visit:_______



PREFERRED PHARMACY (Name and town):___________________________________________________________________
HOW DID YOU HEAR ABOUT MILESTONES PEDIATRICS?________________________________________________________
Check box and initial if we may leave voice messages on your answering machine or voicemail           ___ _     _____












          Initial
I hereby fully authorize Milestones Pediatrics, LLC and/or their agent to bill, receive, release, and exchange information with my insurance carrier.

Patient or parent/legal guardian signature:





Date:



Print patient or parent/legal guardian name:

_







