LAKE WORTH PEDIATRICS

Patient Information
Name of the Child: Age:
Date of Birth: Nick Name: S S No. of child :
Mother’s Name : Father’s Name:
Primary care taker: Relation to child: Driving License No.
Home Phone: Work Phone:
Home Address: City ) State: ZIP:
Primary Language Spoken
Besides parents/guardian who else is authorized to bring the child for medical treatment?/ Relation to the child :
/
INSURANCE INFORMATION ‘
Primary Insurance Information Name of Insurance : ‘
Person Financially Responsible ‘
Primary Insurance Holder: Mother Father __ Guardian ____ Other
Date of Birth of Primary Insurance Holder : Driver’s License Number :
Address :
Home Phone: Work Phone:
Plan Name: Policy Number:
Group Number: Employer:
Employer’s Address
Secondary Insurance Information
Secondary Insurance Holder: Mother____ Father _~ Guardian____ Other
Plan Name: Policy Number:
Group Number: Employer:
Employer’s Address
EMERGENCY CONTACT
In the event of Emergency whom shall we contact ?
1.Name: Relationship: Phone:
2. Name: Relationship: Phone:

Release and Assignment

I certify that my minor/child is covered by Insurance with and assign directly to Dr.
Shankaraiah / Dr. Masse / Dr. Foster, Donna Ihle, ARNP at Lake Worth Pediatrics all ins. benefits, if any otherwise payable to me for
services rendered. I understand that I am financially responsible for all charges whether or not paid by Insurance. I hereby authorize the
doctors to release all information necessary to secure the papments and benefits. I authorize the use of this signature on all my Insurance
submissions, whether manual or electronic. I, the undersigned, and parent/gaurdian of , hereby authorize
the providers at Lake Worth Pediatrics to provide any and all medical treatment for the above patient as they in their
discretion see fit. The authorization shall be deemed effective as of and shall remain in effect until terminated by the
undersigned.

Signature of Parent/ Guardian Date:



LAKE WORTH PEDIATRICS

Clinical Information Sheet

Name of the Patient: Birth Date

Race: Sex:

Father’s Name: Age Occupation:

Mother’s Name: Age Occupation:

Number of siblings  Ages of Siblings 1. 2, 3. 4

Family History of Following Disorders Seizures Asthma Diabetes
Hypertension Heart Disease Cancer Early Deaths

Additional Comments: Chronic Illnesses in any siblings :

Patient History Known Allergies:

Birth History Hospital: OB Doctor :
Condition at Birth :

Birth Weight : Additional Comments :

Past Medical History Known Chronic Illnesses :

Hospitalizations if any: Reasons:

Surgeries done in the past:

Developmental Milestones Age of attaining following miles stones First Smile

Rollover Sat up . First Words First Steps

Feeding History: Breast Feeding Formula __ If Formula, kind of Formula
Supplimental feedings : Started regular food at
Vaccination Up todate ___(please furnish the records at front desk) not known:

Earliest Date at which you can submit records







