Welcome to Children's Intensive Caring! We are glad you are here!

How did you hear about us? PLEASE let us know:

Friends or Relative_____ Referring Person's Name:_______________________

Insurance Plan_____ Website_____ Facebook_____ Other_________________

	Patient Information:      Male / Female
	Emergency Contact: (not parent/guardian)

	Name:
	Name:

	Address:
	Address:

	
	

	Home Phone:
	Home Phone:

	DOB:                          SS#:
	Relation to Patient:

	Hospital Where Born:
	

	Are you an American Indian or Alaska Native?:
	

	Mother's Name:
	Father's Name:

	Address:
	Address:

	
	

	Home Phone:
	Home Phone:

	Cell Phone:
	Cell Phone:

	DOB:                          SS#:
	DOB:                          SS#:

	Email:
	Email:

	Employer:
	Employer:

	Work Phone:
	Work Phone:

	Primary Insurance:
	Secondary Insurance:

	Company:
	Company:

	Guarantor Name:
	Guarantor Name:

	ID#:
	ID#:

	Group:
	Group:

	Insurance Address:
	Insurance Address:

	
	

	Phone #:
	Phone #:

	Copay: $
	Copay: $

	Employer Name:
	Employer Name:

	Does your insurance cover all vaccines?
	Are you eligible for Medicaid?

	If the answer is NO, what vaccines are not covered?
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CONSENT FOR TREATMENT: I hereby authorize treatment of my child, __​​​​____________________, by the physician and staff of Children's Intensive Caring (CIC). I authorize CIC and Michael D. Pappas, MD, to submit any and all healthcare information to any health insurance program for their review and payment in the event the practice is submitting my child's insurance claim.

Payment should be directed to the practice even when accepting assignment. balances to the parents could include amounts applied to the annual deductible, co-payment amounts, and charges denied as not covered by the insurance program or considered medically unnecessary. Also, fees related to no-show appointments and returned checks may also be included.

I acknowledge that without showing of a court order or a divorce decree to the contrary, CIC and Michael D. Pappas, MD, hold the party accompanying the child for treatment as responsible for payment.

__________________________________     ____________________________
Parent/Legal Guardian Signature

         Date
Please attach insurance card and driver's license to this paperwork to be copied. Thank You!

