Fairview Pediatrics

1176 Memorial Drive

Chicopee, MA 01020

PATIENT DEMOGRAPHIC VERIFICATION SHEET

Please fill out every blank space.  If not applicable, write NA in the space.  Please check the box next to the preferred email address and sign the acknowledgement.  
	Patient Demographic Information

	Name: 
	D.O.B.: 

	Address: 
	Gender: 

	City: 
	State:  
	Zip: 

	Home Phone: 
	Work Phone: 
	Cell Phone: 

	 FORMCHECKBOX 
 eMail:                                                                                          P.C.P 

	Medication History Consent
	How did you hear about Fairview Pediatrics?

	__Patient Consent

__Parent /Guardian Consent

__Restricted Patient Consent

__Restricted Parent/Guardian Consent

__Consent Denied
	 FORMCHECKBOX 
 Website/Internet
 FORMCHECKBOX 
 Friend or Relative
 FORMCHECKBOX 
Phone Book/Yellow Pages
 FORMCHECKBOX 
 Referral from another doctor
       Who:___________________
	 FORMCHECKBOX 
 Word of Mouth
 FORMCHECKBOX 
 Other family member is patient here
 FORMCHECKBOX 
 Advertisement/Newspaper
 FORMCHECKBOX 
 Hospital Referral
 FORMCHECKBOX 
 Other:____________________     

	Preferred Language:____________________________
	Ethnicity:_____________________________________

	Parent/Guardian Demographic information: 



               (Parent/Guardian 1)

	Name: 
	D.O.B.:

	Relationship to patient: 

	Address: 

	City: 
	State:
	Zip:

	Home Phone:
	Work Phone:
	Cell Phone:

	 FORMCHECKBOX 
 eMail:

	 FORMCHECKBOX 
 Check Box if this is the person financially responsible for this patient.

	Parent/Guardian Demographic information:




(Parent/Guardian 2)

	Name:
	D.O.B.:

	Relationship to patient:

	Address:

	City:
	State:
	Zip:

	Home Phone:
	Work Phone:
	Cell Phone:

	 FORMCHECKBOX 
 eMail:

	 FORMCHECKBOX 
 Check Box if this is the person financially responsible for this patient.

	Emergency Contact (Other than Parent/Guardian 1 and/or 2 listed above)

	Name:
	Phone:

	Relationship to Patient:

	Person financially responsible for this patient (If not Parent/Guardian 1 or 2 above)

	Name:
D.O.B.:

SS#
Address:
Relationship to Patient:
City:
State:
Zip:
Home Phone:
Work Phone:
Cell Phone:


	Siblings with same contact and insurance information:                  (M = Male, F = Female)

	Name
	DOB
	M
	F
	Race
	Ethnicity

	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 


 
	Patient Primary Insurance Information:

	Subscriber/Policy Holder: 
	D.O.B.: 

	SS#: 
	Relationship to Patient: 

	Address: 

	City: 
	State: 
	Zip: 

	Home Phone: 
	Work Phone: 
	Cell Phone: 

	Employer:

	Employer Address:

	City:
	State:
	Zip:

	Phone:

	Insurance Company:

	Name: 

	Address: 

	City: 
	State: 
	Zip: 

	Phone: 

	Account #: 
	Co-Pay Amt: $ 

	Patient Secondary Insurance Information:

	Subscriber/Policy Holder: 
	D.O.B.:

	SS#: 
	Relationship to Patient: 

	Address: 

	City:
	State:
	Zip:

	Home Phone:
	Work Phone:
	Cell Phone:

	Employer:

	Employer Address:

	City:
	State:
	Zip:

	Phone:
	 
	 

	Insurance Company:

	Name:  

	Address: 

	City:  
	State:
 
	Zip: 

	Phone: 

	Account #: 
	Co-Pay Amt: $ 

	Demographics Data 
Race:
___American Indian

___Asian

___Black or African American
___Native Hawaiian or other Pacific Islander

___White

___Declined             

	Ethnic Group:
___Central American                              ___Costa Rican

___Central American Indian                 ___Columbian

___Cuban                                                  ___Dominican

___Hispanic – Latino                              ___Mexican

___Mexican America n                          ___Puerto Rican

___South American                                ___Other____________________________

___Declined




	Preferred Language:
___Arabic                              ___Chinese

___Chinese                           ___French

___German                          ___Japanese

___Russian                           ___Spanish

___Vietnamese                   ___Other

___Decline

	Is anyone else allow to bring your child to appointments?

Name: _________________________________________  Relationship to patient: __________________________

Name: _________________________________________  Relationship to patient: __________________________

Name: _________________________________________  Relationship to patient: __________________________

	
	

	I, the undersigned, authorize the release of any medical or insurance information to the stated insurance company necessary to process insurance claims for services rendered by the practitioners of Fairview Pediatrics, LLP. I hereby authorize the above insurance company(ies) to distribute the payment of my dependant’s medical coverage directly to the provider rendering services. I authorize the use of this signature on all insurance submissions. I will pay Fairview Pediatrics, LLP for all charges incurred if the patient(s) above is (are) not eligible for the stated insurance plan or:
1) These services are normally provided by my primary care physician.
2) These services were not authorized by my primary care physician with a written in-plan referral form.
3) These services exceed my benefit limitation.
 

	I acknowledge that I have voluntarily sought the services of Fairview Pediatrics, LLP

	Signature:
	Date:


