Arboretum Pediatrics
PATIENT REGISTRATION

Date Completed:

PATIENT INFORMATION: MRN:

ORG MRN:

Patient’s Legal Name (Last, First, Middie)

Preferred Name

Social Security Number

Date of Birth

Sex Home Phone Number

M F

The child lives with:

[ IMother [ Father [ Grandparent || Guardian

Parent/ Guardian’s Name Parent/ Guardian’s Name

Date of Birth Sex SS.N. Date of Birth Sex SS.N.

Street Address (Reguired) Street Address (Required} Check if Same L
P.O. Box (if applicable} P.O. Box Zip Code | PO. Box (if applicable) P.O. Box Zip Code
City State Zip (+4 if known) | City State Zip {(+4 if known)
Home Phone Cell Phone Work Phone Home Phone Cell Phone Work Phone

Fax Number Fax Number

E-Mail Address: E-Mail Address:

Employer Name: Employer Name:

Employer Address: (Sireef Address/P.O. Box) Employer Address: (Street Address/P.O. Box)

City State Zip (+4 of known) | City State Zip {+4 of known)

Do we have permission to leave a voice message for routine matters such as appointments, pick-ups, and

normal lab results?
;_ | \le‘i [ .5 No

- How would you prefer to receive appointment reminders? (Please choose one)

] Home Téléﬂmné :

{1 Mobile Tt-.‘icplume

(1 Mobile Text

I E-mail

EMERGENCY CO]\ TACT (Othcr t!mn innrs orL (’gmr' (;mudmn)

Eax}@ {Last, First, Mzaﬁﬁgé

?\éiaéiﬁﬁsﬁﬁg}

Horme Phone Number

Work Phone Number

Cell Phone Number

(6/1G)



Person responsible for bill / copayment: Name 75" r _Relationship

INSURANCE INFORMATION:

PRI ARY S e R e N AR S
MName of Plan Name of Plan

Claims Address (Street Address/P.O. box) Claims Address (Street Address/P.O. box)

(City) (State) | {Zip code) {City) {State) | (Zip code)

Phone Number Phone Number

Patient Policy Number Group Number Patient Policy Number Group Number
Subscriber Name (if different from patient); (Last, First, MI Subscriber Name (if different from patient): (Last, First, MI
Subscriber Sex Subscriber Policy # Subscriber Sex Subscriber Policy #

LM LIF LM LIF

Guarantor Employer Name Guarantor Emplover Name

Effective Date Expiration Date Effective Date Expiration Date

Copay Amount Relationship to child Copay Amount Relationship to child

$ 3

Plan Type: Plan Type:

OrPPO  TTHMO  TIPOS [ Other TppO  CIHMO H1POS [ Other

1 hereby consent to the treatment of at Arboretum Pediatrics

including diagnostic and other medical care that is deemed necessary. I hereby authorize the release of medical information including
complete medical records, test results and billing information to my insurance company and to other medical professionals and medical care
institutions that [ may be referred to for treatment. I understand that this information will be used to review records for quality improvement
initiatives, audit compliance, utilization management, and complaint resolution.

I authorize payment directly to Carolinas Physicians Network for all medical or surgical benefits otherwise payable to me under terms of
my insurance. | understand that I am financially responsible for all co-payments, co-insurance, deductibles, and non-covered services. A
photocopy of this authorization shall be considered as effective and valid as the original.

Signed: Date: / /

Referred by:

Qﬁict’ Hﬁe Gﬁlg: i

{Eeﬁe}f‘allk;{:g}mmem Section:
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