Manhattan Pediatric Associates, P.C.

Referred by/JMF A Date H#: / /
Patient Information/Ji5 A &%} Newborn Screen: #

Last Name I3 30) First Name 44 (3¢ 32) Middle Name Chinese Name H' 34
Address Htik City iifi State /I Zip &  Home phone &7
Date of birth/[H 4= H #: / / Gender/MERll : M/%  F/4z Patient’s cell

Language/7E = : [ Cantonese/#& 8 [ Mandarin/[f75 O English/#%55 O Others/F: At

E-mail/ 75 %: Social Security/ I. - 5&H5: #

Patient/Guardian/ X R EE# A\

B e T TR

Mother DOB / / SS # Cell phone

AL i T SR

Father DOB / / SS # Cell phone
Guardian/E53E A

44 A CERSPN o TR

Name DOB / / Relationship Cell Phone

AT B 2 Ui N G SEPEPN S

In Case of Emergency Notify Phone Relationship

Health Insurance Information/E R & &8 Medicaid/E& %k

B -REBA L

Primary Insurance PCP Copay Policy #

Subscriber’s Name/ fifi B A 44 Gender/VENR):  M/3B F/z
Subscribe’s Social Security/fiff 5l A T -F 5% # Relationship/HiiE A B ##

B _REA T

Secondary Insurance PCP Copay Policy #

Subscriber’s Name/ i £ AE4 Gender/PEH:  M/F F/#
Subscriber’s Social Security/ifi Bl A T 575 # Relationship/Bdiis A Bl £7

Medical Information/E5 5 &kt
Past Major Illness or Surgery/;f 71 JfE:

Allergies/fi# Chronic Medication/ /it £ 454

1 hereby acknowledge receipt of the notice of privacy practices. £% CURCE P ZORHR B30 A1 55 M RERRAE LN 4.

AUTHORIZATION TO PAY BENEFITS DIRECTLY TO PHYSICIAN: [ hereby authorize my Insurance Carrier to pay all fees DIRECTLY to:
Manhattan Pediatric Associates, P.C. I understand that I shall be responsible for payment of services not covered by my insurance and that it is my
responsibility to understand the full benefit and extent of the coverage of my insurance policy.

SFZRE T BRI 28 T A R A B SO Rk D, MR AR TN 20 R HE — IRIR A R RAE S (T E A

Signature of self/parent %r & (H T/ FE) Date/ H 1]

Signature of guardian %r & (E57 \) Date/ H ]




