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\/ MEDICAL ASSOCIATES

/\ ENESH




PATIENT INFORMATION SHEET (CHILD)

	PATIENT NAME: LAST


	FIRST
	MI
	DATE OF BIRTH:

	HOME ADDRESS:



	CITY:


	STATE:
	ZIP CODE:

	HOME PHONE:


	DAYTIME PHONE:

	GENDER

( M     ( F
	EMAIL ADDRESS (if applicable):


	REFERRED BY:

	ETHNIC GROUP:
	PRIMARY LANGUAGE:



	FATHER’S NAME:


	SOC. SEC. NUMBER:

	MOTHER’S NAME:


	SOC. SEC. NUMBER:

	EMERGENCY CONTACT:


	PHONE:



	INSURANCE

	PRIMARY INSURANCE CARRIER NAME:


	POLICY ID:


	GROUP NUMBER:

	INSURED’S NAME: LAST


	FIRST
	MI

	EMPLOYER:
	PATIENT RELATIONSHIP TO INSURED:

( SELF       ( PARENT       ( GUARDIAN      ( OTHER

	SOC SEC # OF INSURED:


	EMPLOYER PHONE:

	SECONDARY INSURANCE CARRIER NAME:
	POLICY ID:


	GROUP NUMBER:

	INSURED’S NAME: LAST


	FIRST
	MI

	EMPLOYER:
	PATIENT RELATIONSHIP TO INSURED:

( SELF       ( PARENT       ( GUARDIAN      ( OTHER

	SOC SEC # OF INSURED:


	EMPLOYER PHONE:

	PERMISSION TO TREAT

	I give my permission for the physicians at New Genesis Medical Associates to provide any necessary medical care to my minor child.  This authorization expires on the minor’s 18th birthday.

	NAME OF MINOR:
	NAME:
	SIGNATURE:

	PATIENT ELIGIBILITY WAIVER

	I hereby attest that I am an eligible member of the health plan noted.  I agree that should it be determined that I am ineligible for services rendered by New Genesis Medical Associates (NGMA) or by another facility or physician as the result of a referral from NGMA, I will be responsible for payment to New Genesis Medical Associates or its agent for those services deemed ineligible or not covered.

I authorize the release of information to my insurance companies.  I authorize payment directly to my physician.  I authorize this medical practice to act as my agent to help me to secure payment from my insurance companies.

	This assignment will remain in effect until revoked by me in writing.  A photocopy of this assignment is to be considered as valid as an original.  I understand that I am financially responsible for all charges whether or not paid my said insurance.  I hereby authorize said assignee to release all information necessary to secure the payment.

	In order to control costs of billing we request charges for office visits and/or copayments to be paid at the time of each visit.

	SIGNED:


	DATE:



6189 La Palma Ave


Buena Park, CA 90620


714-522-2891 (phone)








