PEDIATRIC ASSOCIATES OF HAZLETON

DIVISION OF HAZLETON PROFESSIONAL SERVICES

1000 ALLIANCE DRIVE

HAZLETON, PA  18202

570-501-6400

FAX 570-453-2353
	Patient Information


Patient Name:_____________________________________ Date of Birth:___________

Sex:  Male (   Female (                      Social Security #:___________________________

Address:________________________________________________________________

              City:______________________________St:________ Zip:________________

Mother’s Name: __________________________________ Date of Birth:____________

Phone: home_________________( cell_____________________ work_______________

Father’s Name:____________________________________Date of Birth:____________

Phone: home_________________( cell_____________________ work_______________

Patient lives with:_______________________________Relationship:_______________

	Insurance Information


Primary Insurance Name:___________________________________________________

Policy/ID Number:______________________________Group Number:_____________ 

Insurance Address:________________________________________________________

Effective Date:__________________  Co-pay Amount:__________________________

Name of Insured:_________________________________________________________ Date of Birth:____________________ Relationship to Pt: ________________________

Address of Insured:_______________________________________________________ 

Secondary Insurance Name:_________________________________________________

Policy/ID Number: ______________________________Group Number:____________ 

Insurance Address:________________________________________________________

Effective Date:__________________  Co-pay Amount:__________________________

Name of Insured:_________________________________________________________ Date of Birth:____________​​________ Relationship to Pt: ________________________

Address of Insured:_______________________________________________________ 

	Authorization


I authorize Pediatric Associates of Hazleton (PAH), their staff and associates, to provide medical care for my child(ren) and to provide insurance carriers any information which may be requested. I hereby assign PAH monies to which I am entitled for medical expenses relative to the services rendered by them. I understand that I am fully responsible to PAH for charges not covered by this assignment or for services not covered by my insurance(s). 

I authorize PAH to release Protected Health Information to the following person(s)in my absence:

I authorize medical treatment by PAH to my child(ren) during my absence:

Name:______________________________________Relationship:_________ Phone number:__________

Name:______________________________________Relationship:_________ Phone number:__________

Parent Signature:________________________________________________Date:__________________

Parent Signature:________________________________________________Date:__________________

