
 
 

 Pediatric Patient Information (Ages 0-17) 
 

Patient Information: 
 

Last Name    _______________________________________First__________________________ MI_______  
 
Address __________________________________________________________________________________ 
 
City ______________________________________________________  State _________ Zip _____________ 
 
Date of Birth_________________________      Sex______  Primary Language_____________________ 
 
Preferred Local Pharmacy_________________________________  Phone_____________________________ 
 
Mail Order Pharmacy____________________________________   Fax_______________________________ 
 
 
Parental Information: 
 
Mother___________________________________       Father_______________________________________ 
 
SS#_____________________________________         SS#_________________________________________ 
 
DOB____________________________________       DOB________________________________________ 
 
Address__________________________________       Address______________________________________ 
  
 ___________________________________                     ______________________________________ 
 
Home Tel. #_______________________________       Home Tel. # __________________________________ 
 
Work Tel. #________________________________       Work Tel. #__________________________________ 
 
Cell Tel. #_________________________________       Cell Tel. #___________________________________ 
 
Employer_________________________________       Employer____________________________________ 
  
 
Legal Guardian_________________________Relationship________________Phone____________________ 
 
Legal Guardian Address ____________________________________________________________________ 
 
 
Emergency Contact ___________________________ Relationship _______________ Phone ______________ 
 
Emergency Contact Address __________________________________________________________________ 
 



 
 
       
 
 
Billing Information: 
 
Responsible Party _____________________________Relationship________________Phone______________ 
(Person financially responsible for services rendered) 
 

Responsible Party Address (if different from above)  
 
_________________________________________________________________________________________ 
  
 
Primary Insurance Co ________________________________________ ID Number _____________________ 
 

     Cardholder’s Name________________________________________Group Number___________________ 
 
Secondary Insurance Co ______________________________________ ID Number _____________________ 
 

     Cardholder’s Name________________________________________Group Number___________________ 
 
I hereby assign all payments for medical services provided to myself or my dependents to Paramount Medical 
Group. I understand that I am responsible for any amount not covered by insurance. 
 
 
 
SIGNATURE _____________________________________ DATE ________________ 
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