Change of Patient Information

Child’s Name: Date of Birth
First Middle Last Month/Day/Year
Gender: LOMale [ Female
Street Address:
City, State, Zip Code: Telephone:
Parent(s) / Guardian Information
Father’s Name: Mother’s Name:
Date of Birth: Date of Birth:
Social Security #: Social Security #:
Employer Name: Employer Name:
Employer Address: Employer Address:
Home Phone: Home Phone:
Cellular Phone: Cellular Phone:
Work Phone: Work Phone:
E-mail Address: E-mail Address:
Siblings: (Name) (Age)
(Name) (Age)
(Name) (Age)
Do they attend this clinic? [JYes [INo If no, do you plan to bring them here? [Yes [OINo

Emergency Contact Name:

Phone:

Insurance and Billing Information

Person Responsible: 1 Mother [ Father

Insurance Name:

[ Other (Relationship):

Phone:

Policy #:

Group #:

Insurance Address:

Assignment of Insurance Benefits
| hereby authorize direct payment of surgical/medical benefits to Dr. Peter Jung or William C. Pielop for services rendered by him in person
or under his supervision. | understand that | am financially responsible for any balance not covered by my insurance.
Authorization to Release Information
I hereby authorize Drs. Peter Jung and William C. Pielop to release any medical or incidental information that may be necessary for either
medical care or in processing applications for financial benefit.
Medicaid
I certify that the information given by me in applying for payment is correct. | authorize release of all records on request. | request that
payment of authorized benefits be made on my behalf.

Patient Name (Please Print) Date

Parent/Guardian Name (Please Print) Signature



