PATIENT INFORMATION
Father’s Name__________________________________  Mother’s Name___________________________________

Address_______________________________________   Maiden Name_____________________________________

City_________________________County____________   Address__________________________________________

State/Zip______________________________________   City_______________________County_________________

Employer______________________________________   State/Zip_________________________________________

Home Phone____________Work Phone_____________    Employer_________________________________________

Cell Phone_____________ Birthdate_____________           Home Phone______________Work Phone_____________








            Cell Phone______________  Birthdate_______________

Email Address:__________________________________    Language Spoken in home:___________________________

Name of Insurance 1._____________________________    Policy Holder______________________________________

Name of Insurance 2._____________________________    Policy Holder______________________________________

With Whom Do Children Live?________________________________________________________________________
CHILDREN: PLEASE LIST ALL CHILDREN THAT ARE PATIENTS  IN THIS OFFICE
  First Name

M.I.

Last

Birthdate
Sex
Race / Ethnicity
Present or Past Illness

1._______________________________________________________________________________________________

2._______________________________________________________________________________________________

3._______________________________________________________________________________________________

4._______________________________________________________________________________________________

5._______________________________________________________________________________________________
Authorization to pay benefits to Physician:
I hereby authorize payment directly to Pediatric Care of Lansing, P.C. of benefits, if any, otherwise payable to me for their services.  I recognize

and accept personal responsibility for any balance or fee not covered.
Authorization to Release Information:
I hereby authorize Pediatric Care of Lansing, P.C. to release any information acquired in the course of my examination or treatment to my 

insurance company.

_____________________________________________________________________________________Date___________________________

Signed / (Patient, Parent or Legal Guardian)

