PATIENT INFORMATION SHEET
List all children receiving care in our office:
Name: __________________________________		Date of Birth: ____/____/____	Male / Female
Name: __________________________________		Date of Birth: ____/____/____	Male / Female
Name: __________________________________		Date of Birth: ____/____/____	Male / Female
Name: __________________________________		Date of Birth: ____/____/____	Male / Female
Name: __________________________________		Date of Birth: ____/____/____	Male / Female
Child/Children’s Address: ______________________________    City: ___________________  State: _____  Zip: _______
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Revised: 1/28/2019

Parent Name: _______________________Male/Female
Date of Birth: ___/___/___  
Address: ____________________________
City: ________ State: ______ Zip: ________
Home Phone: ________________________
Cell Phone: __________________________
Work Phone: _________________________
(Please indicate your preferred phone with a **)
Employer: ___________________________
Occupation: _________________________
Parent Name: _______________________Male/Female
Date of Birth: ___/___/___  
Address: ____________________________
City: ________ State: ______ Zip: ________
Home Phone: ________________________
Cell Phone: __________________________
Work Phone: _________________________
(Please indicate your preferred phone with a **)
Employer: ___________________________
Occupation: _________________________
E-mail: _____________________________			E-mail: _____________________________

Child’s Insurance: ______________________         ID #: __________________________ Group #: ___________________
Subscriber’s Name: _____________________        Date of Birth: ___ / ___ / ___    Relationship: _____________________

Parent/Guardian responsible for bill: _________________________          Relationship: ___________________________    
Home Phone: ____________________	Cell Phone: _____________   	  Work Phone: ____________  
Address: ________________________  	City: ___________________	  State: _______ 	Zip: ________________
I hereby authorize University Pediatric Associates, LLC to administer treatment of the above-mentioned child(ren). I also grant permission to treat and/or immunize my child(ren) in the event I am unable to accompany him/her to the office. I understand that in all situations the physicians prefer to have a parent/guardian present to obtain a medical history and to give permission for treatment or vaccinations. By sending my child with a caregiver or alone, I am giving advance consent to any medical procedure the physician deems necessary. I have received and read a copy of Washington University’s Joint Notice of Privacy Practices. I authorize University Pediatrics Associates, LLC to release any medical information acquired in the course of examination or treatment of the above names patient(s) to his/her insurance company for payment. I authorize payment to be made directly to University Pediatric Associates, LLC for any services rendered and understand that I am financially responsible to University Pediatric Associates, LLC for charges not paid by my child(ren)’s insurance company.

Responsible Party’s Name (Printed): ______________________________Signature: ___________________________________   Date: _______________________


My child(ren)‘s physician is:   _____ Dr. Rachel Shakofsky        _____ Dr. Kristine Williams
image1.jpeg
& & University
& 7= Pediatric Associates

Washington University Clinical Associates




