NEW PATIENT INFORMATION FORM
CHOPRA PEDIATRICS
1224 SEVENTH AVENUE ALTOONA, PA 16602
PHONE:  814 – 944 – 8784           FAX:  814 – 944 – 8625

Child’s Name: ______________________________________________________________________________________________________________________
Address: ____________________________________________________________________Phone:________________________________________________
City: ____________________________________________State: ____________________________Zip:_____________________________________________
Sex:  M   F    Date of Birth: ________________________Social Security #:______________________________________________________________________

Parent’s Name: ____________________________________SS #: _______________________________DOB: ________________________________________
Home Address: _________________________________________________________________Phone: ______________________________________________
City: ___________________________________________________State: ____________________________Zip:______________________________________
Employer: _________________________________________________________________Phone: __________________________________________________
Occupation: _______________________________________ Cell Phone: ____________________________________Email:_____________________________

Parent’s Name: ____________________________________SS #: _______________________________DOB: ________________________________________
Home Address: _________________________________________________________________Phone: ______________________________________________
City: ____________________________________________State: ____________________________Zip:_____________________________________________
Employer: _________________________________________________________________Phone: __________________________________________________
Occupation: _______________________________________ Cell Phone: ____________________________________Email:_____________________________
[bookmark: _GoBack]Insurance Information (please list subscriber if other than patient)
Primary: _______________________________________________________________ Policy #: ____________________________________________________
Subscriber: _______________________________________________________________ Group #: _________________________________________________
Address: __________________________________________________________________________________________________________________________
Secondary: _______________________________________________________________ Policy #: _________________________________________________
Subscriber: _______________________________________________________________ Group #: _________________________________________________
HOW DID YOU HEAR ABOUT US?
 Friend / Family       Facebook     Google     Chopra Pediatrics Website     Yelp	     Other:__________________________________

ASSIGNMENT OF BENEFITS
I HEREBY AUTHORIZE PAYMENT of medical benefits per appropriate assignment(s) above to Rakesh K. Chopra, M.D. or any private practitioners rendering services, not to exceed the balance due of any aforementioned providers’ regular charges for this period. I understand that I am financially responsible to the physician for charges not covered by this authorization. 
RELEASE OF INFORMATION
I authorize the release of this medical record, any related studies and any other medical information to any doctor to whom I am referred, my legal counsel and to the applicable third party payor. 
Insured signature: _______________________________________________________________ Date: ______________________________________________
In emergency contact: _______________________________________________________________ Phone: _________________________________________
Relationship: _______________________________________________________________________________________________________________________
