Children’s

Children’s Medical Group DATE
Medical Group® Patient Information
A member of Children’s Hospital and Health System. (Please Print) ACCOUNT #

CHILD’S NAME CHILD’S DATE OF BIRTH SS #
Parent Name Phone () Date of Birth

Address City State Zip

Employer Name Work Phone () Soc Sec #
Parent Name Phone () Date of Birth

Address City State Zip

Employer Name Work Phone () Soc Sec #
Marital Status: Married Single Separated Divorced Widowed
Child/Children live with: Both Parents Mother/Guardian Father/Guardian Other:

Emergency Contact (other than Parent)

Name Relationship Day Phone ( )

Name of Parent Who Carries Primary Insurance

Subscriber's Name Date of Birth Soc Sec #

Last First
Address City State Zip
Relationship to child Phone ( )
Employer Emp Address Phone ( )
Insurance Company Insurance ID# Group #

Effective Date

Name of Parent Who Carries Secondary Insurance

Subscriber's Name Date of Birth Soc Sec #

Last First
Address City State Zip
Relationship to child Phone ( )
Employer Emp Address Phone ( )
Insurance Company Insurance ID# Group #

Effective Date

CMG F-448 (9/24/09) OVER



Name of Person Responsible for Unpaid Balance

Name Date of Birth Soc Sec #
Last First
Address (if different) City State Zip
Relationship to child Phone ( )
Employer Emp Address Phone ( )

Authorized Care Givers

The following people are authorized to bring my child to Children’s Medical Group for evaluation and treatment,
including immunizations:

Name Relationship Phone Number

Name Relationship Phone Number

Authorization for Treatment and Release of Information

| hereby authorize Children’s Medical Group (CMG), or whomever they designate to evaluate and treat my above
named child and to release to our insurance company any information acquired in the course of my child’s
examination or treatment, and to receive all payments for such examination or treatment. CMG has my permission to
release any diagnostic studies, reports, etc. to a specialist involved in caring for my child.

Payment Policies

Payment is expected at the time of the visit. If your child is covered by insurance, we will submit charges to the
insurance on your behalf, but co-pays are to be paid at the time service is rendered. Effective September 1, 2006 a
$25.00 Administrative Fee will be added to accounts when co-pays are not paid at the time of service. All returned
checks will be subject to a service charge.

All insurance information must be received by CMG within 3 days of the service date. If the information is not
received, the charges will become your responsibility.

| understand that | am responsible for payment of services unpaid by my insurance company.

In divorce situations, the parent that brings the child to the appointment is responsible for payment of charges
including co-payments, regardless of divorce decree. If payment issues exist, they must be resolved between the
parents.

Acknowledgement of Receipt of Notice of Privacy Practices

| acknowledge that | have received the Notice of Privacy Practices, which explains how my health information will be
handled in various situations.

My signature below indicates | have provided accurate information to the best of my knowledge and
| understand and agree to the provisions above.

Signature of Parent or Legal Guardian Date

Please notify us of any changes to the above information
CMG F-448 (8-1-06)



